1/3,<J 


'fibxnx^ 


txf  tJ;t 


iqpv3 


(Bound  by 


VOL.    XXIX.--1914. 


THE 


Journal  of  Laryngology, 

RHINOLOGY,  &  OTOLOGY; 


A     RECORD     OF     CURRENT     LITERATURE 


RELATING    TO 


THE  THROAT,  NOSE,  and  EAR. 


PUBLISHED  MO'NTHLY. 


f  0  n  ir  0  n  :     '\  ,  -^/  ^  ^  C  r  ^  ^3,i. 
ADLARD    AND    SON,    BARTHOLOlitEV^^^^Pf^S 

BARTHOLOMEW    CLOSE,    E.G. 


ENTF.RED    AT    STATIONERS      HAL-. 


the  journal  of  laryngology 
rhinolo;gY',  and  otology. 


Founded  in  1887  hy  MORELL  MACKENZIE  ',..?  NORRIS  WOLFENDEN. 


Editorial  Committee  : 

A.  H.  Cheatle,  F.E.C.S.  J.  Macixttre,  il.B.,  CM.,  (Glasgoto). 

{Pres.  Otol.  Sect.  Internat.  Cong.).  J    g^^  ^    Milligan,  M.D.,  M.Ch.  (Manchester). 

Dundas  Grant,  M.A.,  M.D.,  F.E.C.S.  (London).  \    g^^  StClair  Thomson,M.D.,  F.E.C.S.  (London) 

Albert  A.  Grat,  M.D.  (Glasgow)  (Pres.  Laryng.  Sect.  Internat.  Cong.). 


Logan  Turner,  M.D.  (Edinburgh). 


(Pres.  Otol.  Sect.  R.S.M.). 
William  Hill,  M.D.  (London) 

(Pres.  Laryng.  Sect.  R.S.M.).      P.  Watson-Williams,  M.D.  (Bristol) 

Macleod  Yearslet,  F.E.C.S.  (London). 


Editor  .- 
Dan   McKexzie,  M.D.,  F.E.C.S.E.  (London). 

WITH    THE    CO-OPEliArlO>"   OF    THE    STAFF    OF    ABSTRACTORS: 

Drs.  J.  Stoddart  Barr  (Glasgow),  H.  S.  Birkett  (Jfonirea/),  Brady  (Sydney, 
N.S.W.),  John  Darling  (Edinburgh),  Donelan  (London),  Clayton  Fox  (London), 

J.  S.  Fraser  (Edinburgh),  Perry  Goldsmith  (Toronto), 

Thos.  Guthrie  [Liverpool),  A.  Hutchison  (Brighton),  J.  D.  Lithgow  (Edinburgh), 

A.  McCall  (Bou/-ne;noi{f?i),CHiCHELE  Xourse  (London),  W.  G.  Porter  (Edinburgh), 

Price-Brown  (Toronto),  Knowles  Eenshaw  (Manchester), 

Lindley  Sewell  (Manchester),  Alex.  E.  Tweedie  (Nottingham), 

Eaymond  Verel  (Aberdeen),  C.  E.   West  (London),  G.  Harold  L.  Whale 

(London),  Wright   (Bristol),  and  Wylie   (London). 

AXD    THE    ASSISTASCE    OF 

Mr.  George  Badgerow  (London),  Drs.  J.  Barr  (Glasgow),  Hugo  Frey  (Vienna), 

Grazzi  (Florence),  Middlemass  Hunt  (Liverpool), 

A.  Beown  Kelly  (Glasgow),  E.  Law  (London),  Massei  (Naples), 

D.  Paterson   (Cardiff),  Urban  Pritchard   (Lo7idon),  F.  A.  Eose   (London), 

A.  Sandford  (Cork),  Sendziak  (Warsaw),  H.  Tilley  (London), 

E.  Waggett  (London),  E.  Woods  (Dublin). 


LIST  OF  PLATES. 


To  ILLUSTRATE  DR.  URBAN  PrITCHARD'S  ARTICLE  ON  EXTRA  MACULE 

found  in  the  ampullie  of  some  birds  .2 

Fig.  1. — Section  of  the  Macula  Acustica  of  the  Saccule 

OF  the  Cat.     x  200  diam. 
Fig.  2. — Section  of  the  Nightingale's  Ampullar  Region, 
j'kj.  3. — AnotheA  Section  through  the  Fan-shaped  Body. 

To  illustrate  Dr.  A.  Logan  Turner's  Article  on  a  Peculiar 
Form  of  Hyperplasia  of  the  Mucous  Membrane  of  the 
Upper  Respiratory  Tract. 

Plate  I — Coloured  Plate  of  the  Fauces  and  Pharynx      59 
Plate   II,   Fig.   1. — Black    and   White    Sketch   of  the 

Fauces  and  Pharynx  .60 

Fig.  2. — The  Upper  Laryngeal  Aperture. 
Plate  III,  Fig.  3. — Microscopic  Section  of  Mucous  Sur- 
face.    X  60  diam.   .  .  .  .61 
Fig.  4. — The  Same,     x  200  diam. 

Intra-nasal  Operations  for  Frontal  Sinus  SuppuR.iTiON.  P. 
Watson-Williams. 

Plate  I,  Fig.  1. — To  show  the  Point  of   Entry  in  the 

Intra-nasal  Frontal  Sinus  Operation         .  .    226 

Fig.  2. — To  show  the  Author's  Small  Spheno-ethmoidal 

Forceps. 
Fig.   3. — The   Sliding  Cutting    Forceps    reducing    the 

Crista  Nasalis. 
Plate  II,  Fig.  1. — Skiagram  showing  the   6  mm.  Thick 

Bougie  entering  Frontal  Sinus     .  .  .    234 

Fig.  2. — The  Same,  showing  the  6  mm.  Bougie. 
Fig.    3. — Lateral  View    of   Frontal  Sinus  and  Swan- 
head  Bougie. 
Fig.  4. — The  Same,  Antero-posterior  Aspect. 
Plate   III,    Fig.    1. — Large    Bougies    in   Both   Frontal 

Sinuses  (Skiagram)  ....     236 

Fig.  2. — Skiagram  showing  Endo-rhinoscope  in  Frontal 

Sinus. 
Fig.   3. — The   Guarded    Electric    Burr    reducing    the 

Crista  Nasalis. 
Fig.  4. — The  6  mm.  Burr  on  Nasal  Crest. 


V 

PAGE 

The  Intea-xasal  Treatment  of  Empyema  of  the  Frontal  Sinus. 
Herbert  Tilley. 

Plate  I.  Fig.  2. — Lateral  Wall  of  Xose  showing  Aggar 

Cell  and  Frontal  Sinus     ...  -    '-48 

Fig.  3. — Lateral  Wall  of   Nose   showing  Aggar   Cell 

AND  Ethmoidal  Bulla. 
Plate  IL  Fig.  4.— Site   of  Access  to  Anterior   Group 

OF  Ethmoidal  Cells  .  .  •  •    -5"- 

FiG.  5.— Ethmoidal  Region  with  Removal  of  Anterior 
.     Cells. 
Acute  Suppurative  Otitis  Media.  Purulent  Labyrinthitis  and 
Leptomeningitis  without  Rupture  of  the   Tympanic  Mem- 
brane.   J.  S.  Fraser. 

Plate  1,  Fig.   I. — Horizontal  Section  through  Normal 

Left  Ear  of  Infant  in  Region  of  Oval  Window        .    286 
Fig.    2. — Horizontal    Section    through    Left    Ear    of 

Present  Case  about  same  Level  as  Fig.  1. 
Fig.  3. — Horizontal  Section  through  Normal  Left  Ear 

of  Infant  in  Region  of  Round  Window. 
Fig.    4. — Horizontal    Section    through   Left    Ear    of 

Present  Case  about  Same  Level  as  Fig.  3. 
Plate  II,  Fig.  5.— Horizontal  Section  through  Left  Ear 

OF  Present  Case    .  .  .  ■  •    288 

Fig.  6. — Ditto. 
Fig.  7. — Ditto. 
Fig.  8. — Ditto. 

(Each  Figure  showing  different  Structures.) 
Plate  III,  Fig.  9.— Horizontal  Section   through  Right 

Ear  of  Present  Case  .  .  •  •    290 

Fig.  10. — Ditto. 
Fig.  11. — Ditto. 
Fig.  12. — Ditto. 
(Each  Figure  showing  different  Structures.) 

Suspension  Laryngoscopy  and  its  Practical  Use.    G.  Killian. 
Fig.  31.— The  View   in  Suspension  Laryngoscopy.    Epi- 
glottis exposed      .  .  .  .  •    398 
Fig.  32. — Ditto.    The  Larynx  exposed. 

Diathermy  in  the  Treatment  of  Inoperable  Growths  of  the 
Nose  and  Throat.    W.  D.  Harmer. 

Fig.  1. — Cancer  of  Larynx,  before  Treatment   .  ,  .    481 

Fig.  2. — Cancer  of  Palate,  before  Treatment. 
Fig.  3. — Ditto.    After  Treatment. 


VI 


JLLUSTRATIOXS   IN   TEXT. 


TuMOTJB  OF  Soft  Palate  consisting  mainly  of  Salivary  Gland 
Tissue.    Thos.  Gutheie. 

Fig.  1. — View  of  Fauces  .  .  .  .69 

Fig.  2. — Section  thkough  the  whole  Tumour,     x  5  .70 

Fig.  3. — Section  of  part  of  the  Tumour,     x  200  .      70 

Note   on    the   Technique  of  the   Intra-nasal  Operation  for 
Antral  Sinus  Suppuration.    P.  Watson-Williams. 

Fig.  1. — Punch  Forceps  ....     114. 

Fig.   2. — Drawing   to  show  the   Author's    Intra-nasal 

Antral  Operation  ....     11.5 

The    Intra-nasal   Treatment   of   Lachrymal   Disease.      D.   R. 
Paterson. 

Fig.  1. — Sections  showing  the  Relations  of  the  Lachry- 
mal Fossa  and  Naso-lachrymal  Duct  170 
Fig.  2. — Frontal  Section  of  Preparation,     a.  Anterior 

Segment,    b.  Posterior  Segment     .  .     171 

Fig.  3.— Dissection    showing  Parts    about    Lachrysial 

Sac  and  Duct         .....     172 
Fig.    4. — Skiagram   of   Style    which    had    been   passed 

THROUGH   the   SaC-WALL  INTO   THE   MIDDLE   MEATUS        .      175 

Fig.  5. — Diagram  of  Lachrymal  System   to  Illustrate 

Principle  of  Operation     ....     176 

Fig.  6. — Operation  as  done  by  West     .  .     178 

Fig.  7. — Elevator  of  Muco-periosteal  Flap  and  Chisels     179 
Fig.  8. — Fine-toothed  Forceps  ....    179 

Note  on  the  Histology  of  Enucleated  Ton  sil.   Wyatt  Wingrave. 

Fig.  1. — Section  through  the  Bed  of  the  Tonsil  .    182 

Fig.  2. — The  Sajie  stained  to  show  Elastic  Fibres        .    182 
Fig.  3. — Section  to  show  Elastic  Fibres  .  .    183 

A  New  Theory  of  Hearing.    F.  P.  Sturm. 

Fig.  L— Hair  Cells      .....     194 

Fig.    2. — Diagram    illustrating    the    Silent    and    the 

Sound-adapted  Ear  ....    195 

Intra-nasal  Frontal  Sinus  Operation.    P.  Watson- Williams. 
Method  op  entering  and  opening  up  Fronto-ethmoidal 

Cells         ......    210 

Intra-nasal  Operations  for   Frontal  Sinus  Suppuration.    P. 
Watson-Williams. 

Fig.  1. — Sullivan's  Raspatories  .  .  .    227 

Fig.  2.— Segura's  Raspatories  and  Curettes      .  .    229 

Fig.  3. — Diagram  of  Ethmoidal  Labyrinth  and  Fronto- 
ethmoidal  Cells    .....    231 


VII 


J^IG.    4  — BONE-SPECI3rEN    SHOWING   THE    FRONTO->f ASAL  PaS 
SAGE  .  .  ... 

Fig.  5. — The  Author's  Spheno-ethmoidal  Angular  Foe 
CEPS  ..... 

Fig.  6. — The  Sliding  Cutting  Forceps  . 

Fig.  7.— The  Author's  Guarded  Electric  Burrs 

Fig.  8. — The  Author's  Frontal  Sinus  Bougies  . 

Fig.  9. — The  Author's  Small  Raspatory 

Fig.  10. — The  Author's  Frontal  Sinus  Cannul-t: 

Fig.  11. — Diagram  to  illustrate  the  Point  of  Entry  of 
Curette     ..... 

Fig.  12. — Diagram  showing  Muco-periosteal  Flap 
The  Intra-nasal  Treatment  of  Empyema  of  the  Frontal  Sinus 
Herbert  Tilley. 

Fig.  1. — Lateral  Wall  of  Xose 
The  Rhinogenic  and  Otogenic  Lesions  of  the  Third.  Fourth 
Fifth,  and  Sixth  Cranial  Nerves.    Ladislaus  Onodi. 

Fig.  1. — Gasserian  Ganglion  and  Sphenoidal  Sinus 

Fig.  2. — Ditto  ..... 

Fig.  3. — Second  Division   of   the   Trige3iinus  and  the 
Sphenoidal  Sinus  .... 

Fig.  4. — Sphenoidal  Sinus  and  Neighbouring  Nerves 

Fig.  5. — Sphenoidal  Sinus  and  Abducens 

Fig.  6. — Sphenoidal  Sinuses 

Fig.    7. — Sphenoidal   Sinus.    Foramen    Rotundum.    and 
Superior  Orbital  Fissure  . 

Fig.  8. — Ditto  ..... 

Fig.  9. — Frontal  Sinus  and  Superior  Orbital  Fissure 

Fig.  10. — Sphenoidal  Sinus  and  Vidian  Canal  . 

Fig.  11. — Apex  of  Petrous  Bone  and  Sixth  Nerve 
Suspension  Laryngoscopy  and  its  Practical  Use.     G.  Killian. 

Fig.   1. — View   with    Suspension    Laryngoscopy  in  the 
Cad.aver     ...... 

Fig.  2. — Spatula  Hook  in  its  Earliest  Form 

Fig.  3. — Gutter-Spatula  .  .  .  . 

Fig.  4. — Flanged  Gutter-spatula 

Fig.  5.— Double  Spatula  .  .  .  . 

•  Fig.  6.— Double  Spatula  with  Epiglottis  Elevator 

Fig.  7. — Suspension  Hook  .  .  .  . 

Fig.  8.— Mouth  Gag       .  .  .  .  . 

Fig.  9. — Suspension  Hook  with  Mouth-gag 

Fig.  10. — Suspension  Hook,  etc.,  seen  from  Side 

Fig.  11. — Counter-pressor  .  .  .  . 

Fig.  12. — Counter-pressor  extended 

Fig.  13.— Suspension  Hook  with  Spatula  and  Counter- 
pressor      ...... 

Fig.  14. — The  Gallows  .  .  .  . 

Fig.  15. — Operating  Table  lowered 

Fig.  16. — Operating  Table  raised 


281 

233 
233 
233 
233 
235 
237 

240 
241 


246 


308 
309 

310 
311 
312 

361 

361 
362 
363 
364 
367 


338 
339 
342 
343 
343 
344 
345 
346 
346 
347 
348 
349 

350 
351 
352 
353 


VIH 


Fig.  17.— Operating  Table.    Head  Aspect 

Fig.  18.— Operating  Table.    Head  Support 

Fig.  19. — Suspension  Hook,  etc.,  on  Operating  Table 

Fig.  20. — Glass  Protector  on  Gallows  . 

Fig.  21. — Operating  Instruments 

Fig.  22.— Fischer's  Clip  Holder 

Fig.  23. — Wolff's  Head  Lamp    . 

Fig.  24. — Transformer  with  Head  Lamp 

Fig.  25. — Water  Suction  Air-pump 

Fig.  26.— Lamp  for  Gag 

Fig.  27. — Handle  for  Tongue  Spatula  . 

Fig.  28. — Braun's  Bellows  Apparatus   . 

Fig.  29. — Introduction  of  Suspension  Hook 

Fig.  30. — Suspension  Laryngoscopy 

Fig.  33. — Three  Chanelled  Bronchoscopy  Tube 

Fig.  34. — Three  Chanelled  Tube,  etc.  . 

Fig.  35. — Suspension  Bronchoscopy 

Fig.  36. — Albrecht's  Hot-air  Box 

Fig.  37. — Application  of  Mesothorium 
A  Case  of  Paralysis  of  the  External  Rectus  Muscle  due  to 
the  Presence  of  an  Abscess  in  the  Apex   of  the  Petrous 
Pyramid,  etc.    Geo.  Wilkinson. 

Fig.  1.— Temporal  Bone  viewed  from  above 

Fig.  2.— Section  through  Temporal  Bone 
Bi-submucous  Resection  of  Septum  Nasi.    J.  V.  D.  H.  Leonhard. 

Illustrating  the  Operation     .... 
Diathermy  in  the  Treatment  of  Inoperable  Growths  of  the 
Nose  and  Throat.    W.  D.  Harmer. 

Fig.  4. — NiEvus  of  Face.    Before  Treatment     . 

Fig.  5. — Ditto.    After  Treatment 
On  the   Minimizing  of   Hemorrhage   in   Extirpation   of  the 
Tonsils,  etc.    Wm.  Hill  and  G.  J.  F.  Elphick. 

The  Elphick  Hemostatic  Guillotine  . 


PAGE 

354 
355 
356 
357 
357 
358 
358 
359 
359 
360 
394 
394 
396 
397 
402 
403 
404 
406 
408 


412 
413 

420 


484 
485 


549 


VOL.  XXIX.     No.  1.  January,  1914. 


THE 

JOURNAL    OF    LARYNGOLOGY. 

RHINOLOGY,  AND  OTOLOGY. 


Original  Articles  are  accepted  on  the  condition  that  they  have  not  previously  been 
published  elseivhere. 

Twenty-five  reprints  are  allowed  each  author.  If  more  are  required  it  is  requested 
that  this  he  stated  when  the  article  is  first  forwarded  to  this  Journal.  Such  extra 
reprints  will  he  charged  to  the  author. 

Editorial  Communications  are  to  be  addressed  to  "Editor  of  Journal  ok 
LARrNGOLoar,  care  of  Messrs.  Adlard  and  Son,  Bartholomew  Close,  E.C." 


EXTRA   MACULE    FOUND    IN    THE    AMPULLA    OF    SOME 

BIRDS. 

By  Urban  Pritchard, 
Emeritus  Professor  of  Aviral  Surgery,  King's  College,  London. 

In  Aug'ust,  1912,  at  tlie  International  Otological  Congress  at 
Boston,  U.S.A.,  and  last  year  at  the  International  Medical  Congress 
in  London,  I  sliowed  some  microscojDical  sections  of  a  bird's 
labyrinth  in  Avhich  I  had  recently  discovered  extra  nerve  termina- 
tions in  a  large  cavity  connected  with  the  ampulla,  and  since  then 
I  have  further  confirmed  these  observations  in  other  specimens. 

All  these  sections  I  had  cut  some  years  ago  when  working  at 
the  cochlea. 

Over  and  above  the  nerve  epithelium  found  on  the  crista 
acustica  of  the  ampulla,  there  are  in  some  birds,  such  as  the  nightin- 
gale and  probably  other  migratory  birds,  large  areas  of  similar  nerve 
terminations  lining  the  walls  of  the  extra  ampulla  cavity  and  the 
surfaces  of  a  certaiii  fan-shaped  body  (described  by  Dr.  Albert 
Gray  in  his  valuable  work  on  the  labyrinth)^  contained  in  this  cavity. 

The  existence  of  these  extra  maculfe  has  not,  I  believe,  been 
demonstrated  before,  although  Dr.  Gray  evidently  suspected  it 
from  his  macroscopical  observations.  Unfortunately  I  have  not 
examined  the  semicircular  canals  of  a  sujBBcient  number  of  birds  to 
justify  me  in  stating  more  than  that  these  extra  maculse  exist  in  some 
birds,  together  with  the  fact  that  they  have  so  far  not  been  found 
^  Albert  Gray's  "  Labyrinth  of  Animals,"  p.  98,  vol.  ii. 
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in  any  of  the  mammals  or  the  other  lower  vertebrates  (reptiles^ 
amphibians  or  fishes). 

Considering  the  importance  of  an  extra  acute  sense  of  orienta- 
tion to  birds^  for  flying,  especially  to  the  migratory  birds,  it  is 
natural  that  they  should  require  much  larger  areas  of  nerve 
terminations  in  the  semicircular  canals. 

It  is  Avorthy  of  note  that  the  cilia  of  the  nerve-cells  of  these 
extra  maculae  are  identical  with  those  of  the  crista  acustica,  and 
differ  markedly  from  the  cilia  of  the  maculfe  of  the  saccule  and 
utricle  of  the  vestibule ;  and  again  that  they  differ  still  more  from 
the  cilia  of  the  cells  of  Corti  in  tbe  cochlea. 

The  cilia  of  the  cells  of  Corti  are  very  short  and  bristle-shaped, 
being  arranged  in  a  row  of  four  to  each  cell  of  Corti.  The  cilia  of 
the  vestibule  are  of  two  alternating  forms,  one  bristle-shaped  and 
the  other  thorn-shaped,"  and  are  considerably  larger  and  longer 
than  those  of  the  organ  of  Corti. 

Lastly,  the  cilia  of  the  ampullar  crista  are  still  longer,  needle- 
shaped  and  wavy,  so  that  the  bird's  extra  ampullar  maculas  are 
easily  distinguished  from  the  vestibular  maculas. 

In  conclusion,  having  regard  to  the  mai'ked  difference  between 
the  vestibular  and  the  ampullar  nerve-endings,  I  suggest  that  it  is 
reasonable  to  suppose  that  their  functions  are  not  the  same.  In 
other  words,  may  not  the  functions  of  the  posterior  labyrinth  (saccule, 
utricle  and  semicircular  canals)  be  more  complicated  than  we  at 
present  believe  ?  And,  carrying  this  idea  a  little  further,  I  suggest 
that  the  vestibule  with  its  otolith  mass  furnishes  the  static  sense, 
and  the  semicircular  canals  the  sense  of  motion. 


TOTAL  DEAFNESS,  ASSOCIATED  WITH  THE  SYMPTOM- 
COMPLEX  DESCRIBED  BY  BARANY,^  IN  WHICH  COM- 
PLETE RESTORATION  OF  HEARING  OCCURRED. 

By  Robert  Barany.* 

I  HAVE  already  seen  quite  a  series  of  cases  of  advanced  deafness 
associated  with  the  symptom-complex,  described  by  me,  in  whom 

1  Dan  McKenzie,  "  The  Semicircular  Canals  and  Sense  of  Position  or  Orienta- 
tion/' Proc.  Roy.  Soc.  Med.,  p.  141,  1912. 

"  Urban  Pritchard,  "  Termination  of  Nerves  in  the  Vestibule  and  Semicircular 
Canals,"  Journ.  of  Anat.  and  Physiol.,  1878. 

3  As  demonstrated  by  me  at  a  meeting  of  the  Imperial  and  Eoyal  Medical 
Society  in  Vienna,  January  10,  1913. 

*  From  the  Wien.  Uin.  Woch.,  No.  4,  1913. 
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Fig.  1. — Section  of  the  macula  acnstica  of  the  saccule  of  the  oat, 
X  200diam.     Showing  the  shorter  stiff  vestibular  cilia. 


2.— Section  of  the  nightingale's  ampullar  region,    Fig   3.  — Another  section  through  the  fan-shaped  body, 
X  40  diam.     Showing  the  fan-shaped  body  of  Gray,  x  50  diam.     Showing  the  long  needle-shaped  cilia. 

with  ciliated  cells  on  the  top  and  side.  Xote  the  length  of  these  cilia  compared  with  the 

vestibular  cilia,  x  200  diam..  Fig.  1. 
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sustained  restoration  of  the  hearing*  took  place — in  one  instance 
this  recovery  has  been  maintained  for  a  year  after  deafness  which 
had  been  present  for  many  months.  The  coui-se  of  the  following 
case,  however,  is  so  remai-kable  as  to  merit  publication  at  length. 

A  girl,  aged  twenty,  came  under  my  care  at  the  University 
Aural  Clinic  in  May,  1911.  She  stated  that  she  had  an  acute 
inflammation  of  the  right  ear  in  December,  1910,  which  healed  but 
had  left  giddiness,  pain  at  the  back  of  the  head,  especially  behind 
the  ear,  and  deafness  and  tinnitus  on  the  right  side. 

Examination  revealed  a  normal  drumhead,  tenderness  most 
marked  behind  the  mastoid  process  (not,  however,  suggesting 
underlying  suppuration),  deafness  as  would  be  caused  by  a  nerve 
lesion,  maintained  but  impaired  caloric  reaction  of  the  right  vesti- 
bule, and  deviation  of  the  right  hand  outwards  (palm  down).  I  had 
already  seen  twelve  similar  cases,  and  in  accordance  with  the 
reasoning  which  I  had  laid  before  the  Neurological  meeting  of 
November  14,  1911  [Wien.  Min.  Woch.,  1911,  p.  1815),  I  regarded 
the  most  probable  diagnosis  to  be  a  localised  collection  of  fluid  in 
the  cerebello-pontine  angle.  I  showed  this  patient  with  this 
diagnosis  at  the  Neurological  meeting,  June  13,  1911.  As  I  had 
witnessed  return  of  the  hearing,  cessation  of  the  giddiness  and 
tinnitus  and  headache  after  lumbar  puncture  in  an  earlier  analogous 
case  of  complete  left- sided  deafness,  I  drew  off  some  lumbar  fluid 
in  this  patient  on  June  24,  1911.  This  was  clear  and  not  under 
pressure  (110  mm.) — 3  c.cin.  were  taken.  I  had  warned  the  patient 
that  possibly  immediately  after  the  puncture  her  symptoms  might 
become  considerably  worse,  since  I  had  seen  this  occur  in  my  first 
case,  but  in  this  instance  the  right  posterior  headache  became 
more  terrible,  the  vomiting  more  continuous,  and  the  giddiness 
more  intense  and  persistent  than  I  have  ever  witnessed.  As  these 
.symptoms  remained  unchanged  and  unaffected  by  all  drugs  for  six 
days  I  determined  on  further  operation,  and,  since  I  considered 
that  there  was  an  increase  of  pressure  in  the  right  posterior  fossa, 
I  exposed  the  dura  in  this  situation.  The  mastoid  process  and 
dura  appeared  to  be  completely  normal.  By  pushing-  in  a  swab 
over  the  internal  meatus  I  massaged  lightly  the  adjacent  dura. 
The  effect  of  this  operation  was  startling.  Immediately  on  the 
return  of  consciousness  the  patient  said  all  headache  had  gone, 
and  at  the  same  time  the  giddiness  and  vomiting  ceased.  After 
this  I  went  on  a  holiday,  and  did  not  see  the  patient  again  till  the 
middle  of  August. 

I  found  then  that  her  symptoms  had  not  returned  and  that  her 
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hearino-  had  slightly  improved.  Before  the  operation  her  range 
for  whisper  and  conversation  had  been  0*25  and  1  m.;  it  was  now 
0"75  and  2  to  3  m.  respectively.  The  caloric  reaction  was  still 
less  on  the  right  side.  On  August  29,  to  my  extreme  astonish- 
ment, I  found  the  hearing  on  the  right  completely  normal,  whilst 
that  on  the  left  side  Avas  reduced,  and  the  patient  reported  that 
the  headache  on  the  right  side  had  quite  ceased,  but  that  for  the 
last  few  days  she  had  had  pain  at  the  back  of  the  head,  tinnitus 
and  deafness  on  the  left  side.  Indeed,  tlie  same  series  of  sym- 
toms  formerly  referred  to  the  right  now  appeared  on  the  left. 
Within  a  few  days  the  hearing  on  the  left  was  reduced  to 
whisper  ad  concham,  conversation  10  cm.  Accordingly  I  again 
performed  lumbar  puncture,  but  this  time  without  any  effect. 
Some  days  later  I  exposed  the  dura  on  the  left,  with  the  result  that 
the  headache  disappeared  for  a  time,  but  later  the  symptoms 
returned  with  increased  severity.  As  no  response  took  place  ta 
any  drug,  and  as  I  still  considered  the  trouble  was  due  to  a 
localised  collection  of  fluid  in  the  left  cerebello-pontine  angle,  I 
slit  the  dura  in  the  left  posterior  fossa  on  November  27,  1911. 
With  a  blunt  instrument  I  explored  round  the  internal  meatus  by 
way  of  detecting  adhesions,  which  1  thought  might  possibly  be 
in  that  situation ;  a  fairly  large  amount  of  fluid  escaped,  but  yet 
I  did  not  consider  I  had  opened  the  cistern  itself.  The  wound  was 
closed  and  healed  per  primam.  As  a  result  of  this  procedure  the 
headache  of  which  the  patient  had  much  complained  was  lost,  the 
giddiness  also  was  considerably  relieved,  but  the  hearing  was 
unaffected — indeed,  it  became  so  much  worse  that  by  the  beginning 
of  1912  the  left  ear  Avas  totally  deaf.  This  condition  remained 
unaltered  till  about  December  27,  1912,  Avhen  the  patient  came 
stating  that  for  the  last  two  days  she  had  had  severe  pain  behind 
the  left  ear.  A  carious  left  upper  molar  was  extracted  without 
any  effect  on  this.  Giddiness  and  extreme  tinnitus  on  the  left 
side  followed.  She  had  also  noticed  that  she  could  again  hear 
with  the  left  ear,  and  simultaneously  the  tinnitus,  headache  and 
giddiness  had  ceased.  Tested  Avitli  my  noise  apparatus  in  the 
right  ear,  whisper  0"25  to  0*5  m.  and  conversation  up  to  5  m.  on 
the  left  side.     Deviation  of  the  left  wrist-joint  was  still  present. 

On  January  2,  1913,  the  patient  ngain  complained  of  pain 
in  the  bone  behind  the  left  ear.  She  reported  that  she  had  heard 
nothing  since  December  29,  and  that  to-day  she  heard  worse  than 
at  her  last  visit.  Examination  showed  whisper  10  cm.,  conversa- 
tion 2'5  m.     The  mastoid  pi-ocess  was  tender  along  its  posterioi* 
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border.  On  -January  4,  1913,  fresh  changes  occurred.  The  left 
ear  was  totally  deaf  again,  But  the  pain  had  ceased.  On  January  10^ 
at  her  next  visit,  she  stated  that  the  hearing  had  returned  on 
January  8,  and  examination  disclosed  Avhisper  2  m.  with  the  noise 
apparatus,  and  without  the  noise  apparatus  over  5  m.  There  was 
now  no  deviation  in  the  left  wrist-joint,  and  no  giddiness,  tinnitus 
or  pain.  .  I  showed  the  patient  in  this  condition  without  knowing 
if  this  cure  would  be  maintained.  1  also  stated  that  in  September, 
1912,  for  a  short  time  the  hearing  in  the  right  ear  was  much 
reduced  (whisper  1  m.),  unaccompanied  by  pain,  but  in  a  few  days 
this  spontaneously  improved,  and  that  now  tiie  hearing  on  both 
sides  wa;s  normal. 

The  case  is  remarkable,  as  the  hearing  was  completely  restored 
in  the  left  eai',  which  had  been  totally  deaf  so  long.  What  was  the 
cause  of  this  we  do  not  know.  The  severe  attacks  of  giddiness 
associated  with  vestibular  nystagmus,  the  impaired  caloric  reaction, 
the  isolated  deviation  in  the  left  wrist- joint — the  diseased  side — and 
the  absence  of  any  other  hysterical  stigmata  were  all  against  hysteria, 
which  might  otherwise  have  suggested  itself  as  the  solution.  We 
are  forced  to  regard  the  raised  localised  pressure  of  the  cerebro- 
spinal fluid  as  the  cause,  either  by  producing  a  paresis  of  the 
cochlear  nerve,  or  loss  of  function  in  the  end-organs  by  increased 
intra-labyrinthine  pressure.  The  possibility  of  a  localised  raised 
pressure  in  the  cerebello-pontine  angle  accords  with  the  topography 
of  this  region.  The  eighth  nerve  lies  within  the  so-called  cisterna 
pontis  lateralis,  a  portion  of  the  subarachnoid  space  formed  by 
folds  of  the  arachnoid  membrane.  Through  apertures  in  this 
membrane  the  normal  excretion  of  the  contents  of  the  space  occurs. 
Into  the  cistern  immediately  posterior,  to  the  eighth  nerve  the  lateral 
choroid  plexus  projects,  and  it  is  from  this  source  that  the  secretion 
in  the  cistern  is  derived.  Now  supposing  any  pathological  conditions 
take  place  in  the  wall  of  the  cistern  as  the  result,  for  instance,  of 
serous  meningitis  associated  with  middle-ear  disease,  influenza, 
syphilis  and  so  forth  (I  have  already  described  my  ideas  as  to  the 
aetiology  at  the  German  Otological  Meeting,  1912),  then,  a  localised 
raised  pressure  will  obtain  within  the  cistern  which  via  the  sheath 
of  the  eighth  nerve  is  also  felt  in  the  labyrinth.  A  return  to  the 
nomnal  balance  between  secretion  and  excretion  in  this  situation  is 
theoretically  possible  either  by  a  diminution  of  secretion  or  by  a 
lesion  of  the  obstruction  to  the  normal  methods  of  excretion.  This 
latter,  or  perhaps  both  events,  appear  to  me  to  be  the  possible 
effect  of  lumbar  puncture,  which  will  first  give  rise  to  an  increase 
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of  the  local  pressure  associated  with  an  increase  of  symptoms,  and 
then  to  laceration  of  adhesions  and  re-establishment  of  communica- 
tions. Many  patients,  indeed,  state  that  they  feel  as  if  something 
had  broken  at  the  back  of  the  head,  and  that  then  the  symptoms 
disappear.  Possibly  also  the  increase  of  the  local  pressure  is 
sufficient  to  check  the  process  of  secretion  and  thus  a  cure  results. 
In  corroboration  of  my  suggestion  as  to  the  part  increased  secretion 
plays  I  have  given  atropin  in  some  cases,  -with  a  remarkably 
favourable  result  in  one  instance.  Thus,  too,  drugs  which  tend  to 
reduce  blood-pi*essure  might  be  tried  by  way  of  limiting  secretion,  or 
conversely,  from  the  other  point  of  view,  with  drugs  which  tend 
towards  increased  secretion,  such  as  alcohol,  one  would  expect  an 
increase  in  the  symptoms  as  the  immediate  elfect,  followed  possibly 
by  cure.  In  one  case  under  my  observation  a  slight  alcoholic 
excess  was  followed  by  cessation  of  headache,  tinnitus  and  giddiness 
which  had  lasted  for  a  whole  week  and  which  after  more  than  a  year 
had  not  returned. 

I  have  seen  thirty-five  cases  of  this  symptom-complex  which  I 
have  described.  Two  cases  which  have  come  under  my  care  during 
the  last  month  suggest  that  the  condition  is  yet  more  common  than 
I  have  hitherto  suspected.  One,  a  man,  aged  forty,  came  to  me  in 
October,  1912,  with  the  story  that  he  had  suffered  with  severe 
tinnitus  on  the  left  side  for  some  time,  but  that  his  hearing  was 
good.  On  examination  I  found  the  hearing  normal  for  the  watch, 
speech,  and  upper  tones,  but  considerably  depreciated  as  regards 
the  lower  and  middle  tones.  No  obstructive  deafness,  however, 
was  present,  as  the  results  to  both  Rinne's  and  Weber's  tests 
undoubtedly  proved,  but  an  inner  ear  lesion.  There  was  no 
giddiness,  headache  or  deviation,  but  only  a  peculiar  feeling  as  of 
the  movement  of  fluid  in  the  head  when  he  shook  it.  Some  long 
time  ago  the  patient  had  had  lues.  With  especial  consideration  for 
the  reports  of  Zaloziecki  and  Friihw-ald  [IVien.  klin.  ^Voch.,  1912, 
p.  1115)  I  performed  lumbar  puncture  and  drew  off  5  c.cm.  Two 
days  later  the  patient  reported  that  on  the  afternoon  following  this 
operation  the  tinnitus  had  ceased.  Examination  of  the  hearing 
proved  it  to  be  again  normal.  This,  therefore,  constituted  an 
incipient  case  of  my  symptom-complex.  The  patient,  who  since 
then  had  one  slight  relapse,  remains  cured.  For  some  weeks  I 
have  not  since  seen  him.  The  second  case  was  that  of  a  vvoman, 
aged  thirty-five,  who  at  the  end  of  October  suffered  with  severe 
tinnitus.  There  was  a  minimal  affection  of  the  inner  ears,  inter- 
mittent giddiness  and  slight  feeling  of  pressure  posteriorly  on  the 
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right  side  of  tlie  head.  No  headache,  no  deviation.  I  regarded  it 
as  a  case  of  my  symptom-complex,  but  could  not  make  it  entirely 
agree.  Fourteen  days  later,  however,  she  came  Avith  all  the  sym- 
ptoms— giddiness,  vestibular  nystagmus,  considerable  depreciation 
of  hearing  of  the  "  inner  ear  type,"  right  posterior  headache, 
tenderness  behind  the  mastoid  process,  and  deviation  of  the  wrist- 
joint  on  the  affected  side  outwards.  The  case  is  still  under  treat- 
ment, but  I  feel  certain  that  it  belongs  to  this  categor3^  Such 
incipient  cases  will  now  probably  be  found  more  frequently,  and 
that  chiefly  in  connection  with  aural  practice.  This  explanation 
may  perhaps  constitute  the  solution  of  the  improvement  obtained 
by  lumbar  puncture  in  cases  of  giddiness,  tinnitus,  and  also  of  the 
hearing  by  Babinski,  who  was  the  first  to  recommend  it  for  these 
aifections  {"  Sur  le  traitement  des  affections  de  I'oreille  et  en 
particulier  du  vertige  auriculaire  par  la  rachicentese,"  Ann.  des 
Mai.  de  V  Oreille,  vol.  xxx,  p.  101,  1904). 

Alex.  R.  Tweedie   (Trans.). 


THE  SCABBARD-TRACHEA  AND  PULMONARY  EMPHYSEMA.' 

By  Prof.  Kahler 

(Freiburg-  i.  Br.). 

The  first  opportunity  I  had  of  making  the  observation  I  am 
now  about  to  report  arose  during  the  examination  of  a  man, 
aged  sixty-eight,  who  had  come  to  the  Vienna  Clinic  on  account 
of  difficulty  of  breathing  of  long  dui-ation.  During  quiet  respira- 
tion stridor  could  be  plainly  heard  both  on  inspiration  and  on 
expiration.  The  larynx  was  normal.  Indirect  tracheoscopy 
revealed  a  well-marked  scabbard-shaped  compression  of  the 
trachea,  beginning  in  the  upper  part  of  the  organ.  There  was 
no  evidence  of  goitre  on  palpation.  A  remarkable  fact  in  the  case 
was  that  the  larynx  was  situated  very  low  in  the  neck,  the  cricoid 
cartilage  being  palpable  in  the  episternal  notch.  In  order  to  clear 
up  the  difficulty  direct  tracheoscopy  was  resorted  to,  and  what  we 
discovered  was  as  follows  :  At  the  level  of  the  third  ring  a  marked 
nai'rowing  of  the  trachea  began,  due  to  protrusion  of  the  lateral 
part  of  the  wall,  the  lumen  being  reduced  to  a  chink  about  3  mm. 
in  width.     This  stenosis  extended  over  eight  tracheal  rings.     After 

1  Eead  at  the  meeting  of  the  Verein  deutscher  Laryngologen  at  Stuttgart^ 
May,  1913. 
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getting  through  the  stenosis  it  was  seen  that  the  right  side  of  the 
trachea  appeared  to  be  flattened  in  its  remaining  portion  also.  On 
the  leftside,  below  a  normal  stretch,  a  very  marked  bulging  inward 
was  seen  corresponding  to  the  position  of  the  aorta.  At  this  place 
pulsation  was  quite  plainly  evident.  This  finding  led  us  to  suspect 
that  there  was  a  substei*nal  goitre  or  a  mediastinal  tumour,  but  the 
physical  examination  lent  no  support  to  the  idea.  Examination  of 
the  lungs  revealed  a  high  grade  of  emphysema.  The  cardiac 
dulness  could  not  be  made  out  and  there  was  no  expectoration. 
The  chest  Avas  of  the  rigid,  barrel-shaped  type.  Examination  by 
means  of  the  X  rays  also  showed  nothing  but  extreme  emphysema. 
As  luck  would  have  it,  on  the  very  day  that  this  patient  was 
examined  I  saw  in  the  Vienna  Pathological  Institute  a  case  of 
pulmonary  emphysema  in  which  a  distinctly  marked  tracheal 
stenosis  was  present,  and  Prof.  Ghon,  who  was  making  the  post- 
mortem, informed  me  that  he  had  frequently  found  this  deformity 
of  the  trachea  in  emphysema.  It  gave  one  the  impression  that  the 
stenosis  was  due  to  the  enlargement  of  the  lungs.  At  once  it 
became  clear  to  me  that  the  patient  I  had  just  examined  was  one 
of  the  same  kind,  and  I  determined  to  follow  the  matter  up.  Not 
long  after,  I  had  another  opportunity  of  making  a  ti-acheoscopic 
examination  of  an  exactly  similar  case.  This  time  I  observed  a 
phenomenon  to  which  I  had  paid  no  attentioTi  in  the  first  case  :  in 
the  act  of  coughing  the  lateral  Avails  of  the  trachea  approaelied  one 
another  even  to  the  point  of  contact.  A  month  later  this  patient 
died,  and  the  jwat-inortem  showed  extreme  pulmonary  emphysema  ; 
on  opening  the  thorax  the  lungs  did  not  collapse.  The  apices  of 
the  lung  were  seen  to  compress  the  upper  part  of  the  trachea.  On 
its  right  side  the  lower  portion  of  the  trachea  Avas  somewhat 
flattened.  On  the  left,  below  the  portion  flattened  by  the 
pulmonary  apex,  a  non-stenosed  section  Avas  visible — probably 
•a  consequence  of  the  aorta  intervening  between  lung  and  Avind- 
pipe — while  the  loAvermost  portion  of  the  trachea  showed  the 
impression  made  by  the  aorta,  which  Avas  also  strikingly  marked 
during  life.  This  aortic  impression  seemed  to  be  deeper  than 
usual  as  a  result  of  the  enlargement  of  the  lung. 

The  anatomical  finding  Avas  so  clear  and  unmistakable  that  I  now 
set  myself  to  examine  other  cases  of  emphysema  for  similar  changes 
in  the  air-passages.  ThirtA'-two  cases  of  emphysema  Avere  tracheo- 
scopied,  and  in  five  of  them  I  found  the  scabbard-compression  of  the 
upper  part  of  the  trachea  A^ery  Avell  marked.  In  the  remaining  cases 
more  or  less  flattening  of  the  lateral  tracheal  Avail  Avas  visible — on  the 
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right  side  more  tlian  on  the  left,  and  beginning  at  the  level  of  the 
fourth  or  fifth  ring  as  a  rule.  '  I  should  like  here  to  draw  attention 
to  a  remark  made  by  Briinings  in  his  book,  that  care  must  be 
taken  not  to  mistake  the  perspective  simulation  of  stenosis  of 
the  trachea  for  a  real  stenosis.  To  prevent  such  an  error  I  always 
make  sure  that  the  stenosis  is  real  by  pressing  the  end  of  the  tube 
on  the  tracheal  wall.  The  collapse  of  the  walls  in  the  act  of 
coughing  was  invariable  and  very  striking,  so  much  so  that  in 
marked  stenosis  the  lumen  of  the  windpipe  was  entirely  obliterated. 
Four  cases  only  showed  no  evidence  of  collapse  of  the  walls  on 
forced  expiration.  These  were  all,  save  one,  cases  in  which  the 
emphysema  was  slight.  It  would  be  interesting  to  see  whether  this 
also  occurs  in  acute  emphysema.  Personally  I  have  only  once  had 
an  opportunity  of  investigating  such  a  condition — in  a  patient  aged 
eighteen — and  then  I  was  veiy  pleased  to  be  able  to  note  the 
same  appearances  on  tracheoscopy.  Unfortunately  X-ray  examina- 
tion revealed  the  facts  that  there  were  also  present  a  substernal 
goitre  and  enlargement  of  the  heart ;  so  that  we  cannot  cite  this 
case  as  material  to  the  point  at  issue,  since  the  narrowing  of  the 
upper  section  of  the  trachea  may  have  been  produced  by  the 
goitre,  and  the  aortic  depression  may  have  been  due  to  the  cardiac 
enlargement.  Most  of  the  patients  I  examined  were  elderly  folk  ; 
eight  were  over  70,  eight  over  60,  seven  over  50,  four  over 
40,  and  three  under  30.  It  is  worth  noting-,  for  reasons  to  be 
mentioned  later,  that  in  one  patient,  aged  twenty,  an  asthmatic 
with  considerable  emphysema,  undoubted  flattening  of  the  tracheal 
walls  could  be  seen  with  very  marked  collapse  on  coughing. 

In  addition  to  those  just  mentioned,  I  am  able  to  bring  forward 
two  further  anatomical  illustrations  in  the  shape  of  a  couple  of 
casts  of  the  trachea  taken  from  emphysematous  subjects  in  which 
the  stenosis  is  quite  clearly  visible.  In  both  of  these  the  thyroid 
gland  was  normal— or  atrophied,  rather,  for  it  did  not  extend  below 
the  second  tracheal  ring.  Hitherto  we  have  always  been  accus- 
tomed to  look  upon  this  deformity  as  due  to  the  compression  of  a 
goitre,  but  in  these  cases  the  existence  of  a  thyroid  tumour  was 
excluded  by  the  post-mortem.  In  the  cases  examined  during  life 
the  X  rays  were  relied  upon  to  exclude  a  goitre.  It  is,  to  be  sure, 
possible  when  the  trachea  lies  very  deep  that  the  stenosis  may 
be  due  to  the  pressure  of  the  adjacent  thyroid  acting  in  combina- 
tion with  the  dilated  lungs. 

Doubtless,  more  marked  stenoses  occur,  but  only  in  extreme 
cases  of  emphysema. 
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In  several  slight  cases  I  have  made  casts  of  the  trachea 
without  finding  any  very  decided  changes. 

A  glance  through  the  literature  shows  that  the  presence  of  a 
scabbard-trachea  in  emphysema  is  not  unknown  to  the  pathologists. 
Simmonds  has  described  what  he  calls  "the  senile  scabbard- 
trachea  " — a  deformity  which  is  found  generally  in  elderly  males. 
He  found  lateral  cotupiession  of  the  trachea,  not,  as  in  goitre, 
limited  to  the  thyroid  region,  but  extending  as  far  down  as  the 
bifurcation.  He  supposed  that  the  narrowing  was  due  to  ossifica- 
tion of  the  trachea,  or  rather  to  the  degeneration  of  the  cartilages 
which  result  therefrom — the  degenerated  cartilage  giving  way  to 
the  pressure  of  the  adjoining  organs.  What  the  adjoining  organs 
are,  however,  he  does  not  say.  I  hcive  no  doubt  myself  that  in 
most  cases  it  is  enlargement  of  the  lung  that  is  responsible,  since 
of  his  sixty-one  cases  of  senile  scabbard-trachea,  forty-four  were 
cases  of  emphysema.  Simmonds  himself  noticed  the  association  of 
the  tracheal  deformity  with  the  emphysema,  but  he  looked  upon  the 
stenosis  as  the  primary  fact  and  the  emphysema  as  secondary  to  it. 

In  the  discussion  on  Simmonds'  paper,  Bennecke  mentioned 
the  frequent  association  of  the  scabbard-trachea  Avith  emphysema. 
In  all  these  cases  he  had  found  brown  degeneration  of  the  cartila- 
ginous rings.  He  supposed  that,  as  a  result  of  the  spasmodic 
attacks  of  coughing,  a  strong  contraction  of  the  transverse  mus- 
cular bundles  upon  the  cartilaginous  ring  may  appear,  and  that  in 
consequence  of  the  loss  of  elasticity  the  anterior  segment  of  the 
degenerated  cartilages  may  become  bent.  So  much  for  the  litera- 
ture. 

In  order  to  settle  whether  the  theory  that  tracheal  stenosis  may 
be  produced  by  the  lungs  is  well  founded,  I  should  like  first  of  all 
to  discuss  wliether  the  anatomical  relations  of  the  lungs  to  the 
trachea  are  such  as  to  render  this  compression  possible.  In  Braun's 
anatomical  atlas  there  is  a  frozen  section  which  illustrates  very 
prettily  the  close  relationship  of  the  trachea  to  the  lungs.  It  is  a 
transverse  section  of  the  body  at  the  level  of  the  second  dorsal 
vertebra.  On  the  right  side  the  lung  lies  in  close  contact  with  the 
trachea ;  on  the  left  the  oesophagus  lies  between  these  two  struc- 
tures. This,  perhaps,  explains  the  marked  flattening  of  the  right 
tracheal  wall  which  occurred  in  most  of  my  cases.  In  all  the  cases 
in  which  the  stenosis  was  found  at  the  first  part  of  the  trachea  the 
cricoid  occupied  a  low  position,  lying  deep  in  the  jugular  notch, 
and  so  the  theory  that  the  ti^acheal  compression  was  due  to  the 
lungs  is  quite  in  harmony  with  anatomical  fact. 
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For  the  tracheal  collapse  Avhich  was  observed  to  occxir  during' 
forced  expiration  another  explanation  may  be  offered,  which  we 
owe  to  Briinings'  beautiful  work  and  to  his  theory  of  the  variations 
in  the  lumen  of  the  air-passages  during  respiration.^  Briinings 
found  that  during  coughing  a  narrowing  of  the  trachea  took  place 
from  protrusion  of  the  posterior  wall,  amounting  in  children  to  a 
complete  obliteration  of  the  tracheal  lumen.  It  is  thus  quite 
conceivable  that  the  collapse  which,  in  Bennecke's  sense,  occurs  in 
weakening  of  the  tracheal  wall,  niay  be  due  to  the  difference  in 
pressure  when  the  glottis  is  suddenly  opened.  But  with  this  the 
anatomical  facts  which  show  the  most  marked  compression  as 
corresponding  to  the  apices  of  the  lungs  do  not  agree. 

On  the  other  hand,  this  anatomical  finding  can  be  brought  into 
accordance  with  ray  ideas  in  the  following  manner.  What  is  it 
that  happens  in  the  act  of  coughing  ?  I  am  here  following  the 
exposition  of  Tendeloos.-  Three  phases  can  be  distinguished :  (1) 
A  deep  inspiration  ;  (2)  a  forcible  expiratory  effort  with  the  glottis 
closed ;  and  (3)  opening  of  the  glottis.  It  is  the  second  of  these 
phases  which  is  of  importance  to  us.  During  this  stage  the  lower 
half  of  the  lungs  is  reduced  in  bulk,  while  the  upper  portion  is 
little,  if  at  all,  affected.  Now,  while  the  intra-pulmonary  pi'essure 
in  the  lower  half  of  the  lungs  is  markedly  elevated,  that  in  the 
upper  half  is  much  lower.  Consequently  the  upper  half  of  the 
lungs  is  expanded  and  enlarged  by  the  lower.  Numerous  observers 
agree  that  in  emphysematous  people  the  upper  intercostal  spaces 
become  prominent  or  bulging  as  a  result  of  forcible  coughing,  and 
Eiclihorst  Saw  in  such  patients  during  violent  coughing  a  bellied 
protrusion  of  the  apex  of  the  lung.  He  once,  indeed,  saw  it  as 
large  as  a  closed  fist.  If,  then,  the  supra-clavicular  fossa  and  the 
intercostal  spaces  can  be  pressed  upward  or  outward  as  a  result  of  a 
rise  in  iutra-pulmouary  pressure,  then  in  the  same  way  it  is  very  pro- 
bable that  the  trachea  may  be  compressed,  and  that  by  the  repeated 
pressure  a  permanent  deformity  may  ensue.  In  order  to  convince 
myself  that  the  stenosis  observed  during  coughing  develops  not  only 
as  a  result  of  aspiration  of  the  tracheal  wall  from  differences  in 
pressure,  I  examined  two  tolerant  patients  with  the  "  transparent 
larynx,"  used  by  Briinings-^  in  his  investigations,  and  was  able  to 
satisfy  myself  that  flattening  of  the  lateral  walls  took  place  during 
forcible  expiratory  effort. 

1  "  Bronchoskopie  imd  CEsophagoskopie,"  Wiesbaden,  1910.     Pp.  239,  ff. 
-  "  Studien  iiber  die  Ursachen  der  Lungenkrankheiten,"  Wiesbaden,  1902. 
^  Loc.  cit.,  p.  233. 
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The  next  question  to  be  settled  is  whether  the  tracheal  defor- 
mities which  I  have  observed  are  identical  with  the  "  senile 
scabbard  -  trachea  "  of  Simmonds.  The  fi'equent  coincidence  of 
these  deformities  with  emphysema  which  Simmonds  noticed  is 
certainly  striking,  and  in  my  belief  in  most  of  the  cases  of  senile 
scabbard-trachea  the  mode  of  origin  I  have  just  described  will  be 
found  to  be  the  correct  explanation.  Simmonds  found  the  stenosis 
only  in  old  people,  hence  his  name  for  it.  But  I  have  found  the 
same  changes  in  a  young  patient,  as  I  have  already  said. 

How  we  are  to  regard  those  few  cases  in  which  emphvsema  is 
absent — Oppikofer  ^  has  also  reported  a  case  of  this  kind — remains 
a  question.  We  must  admit,  to  be  sure,  that  there  may  be  more  than 
one  cause  for  the  deformity.  Possibly  curvature  of  the  spine — 
scoliosis  or  lordosis — may  sometimes  play  a  part  in  its  production. 
The  occurrence  of  a  normal  trachea  in  emphysema  is  easily  explained 
by  ossifying  processes,  but  further  anatomical  research  is  necessary 
before  we  can  be  quite  certain.  Bennecke's  theory  that  the  stenosis 
is  only  produced  by  the  tracheal  musculature  is  disposed  of  by  the 
fact  that  the  situation  of  the  deformity  corresponds  to  the  place 
where  the  lungs  adjoiu  the  trachea. 

These  observations  have,  of  course,  an  important  clinical  bearing. 
The  fact  that  the  stenosis  becomes  worse  on  coughing  is  some 
ex])lanation  of  the  frightful  dyspnoea  of  many  emphysematous 
patients,  and  of  the  difficulty  they  experience  in  expectorating. 

D.  M.  {Trans.). 


THE   USE   OF   AIDS   TO   HEARING   AND   PROSTHESES   IN 
MIDDLE-EAR   DEAFNESS. 

By  W.  Sohibr  Bkyant,  A.M.,  M.D., 

New  York. 

What  recourse  have  we  in  cases  of  middle-ear  deafness  which 
do  not  respond  to  treatment  ?  When  treatment  no  longer  benefits, 
when  there  is  nothing  more  that  science  can  do  to  improve  the 
condition  of  the  ear  and  the  hearing,  when  the  ear  is  functionally 
quite  Avorthless,  the  recourse  of  the  scientist  and  the  layman  alike 
is  to  the  skilful  use  of  supplementary  aids  to  henring.  The  many 
varieties  of  these  aids,  scientifically  adapted  to  the  individual  case, 
show   brilliantly  effective   means   for   supplementing  the   residual 

1  Arch.f.  Laryngol.,  Bd.  xxvi,  p.  339. 
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hearing.  The  study  of  the  correct  application  of  these  aids  or 
prostheses  is  found  in  the  unwritten  craft,  passed  along,  in  the 
main,  from  teacher  to  disciple.  In  this  field  much  personal 
experience  is  required  for  the  application  of  the  precepts  of  the 
experience  of  others. 

The  cases  that  can  best  be  benefited  by  aids  to  hearing  are  of  two 
groups  :  First,  the  so-called  chronic  middle-ear  catarrhal  affections, 
with  rigidity  or  relaxation  of  the  middle-ear  sound-transmitting- 
mechanism  ;  and  second,  the  cases  of  lesions  of  continuity  caused 
by  middle-ear  suppuration. 

Middle-ear  deafness  is  due  to  rigidity  of  the  middle-ear  sound- 
conducting  mechanism,  to  its  relaxation,  or  to  loss  of  its  continuity. 
The  premise  in  all  these  cases  of  deafness  is  the  impairment 
of  the  middle-ear  mechanism.  Therefore,  in  order  to  obtain 
efficient  hearing,  the  process  is  to  collect,  intensify,  and  transmit 
the  sound  through  the  middle  ear  by  means  of  some  device.  The 
skilful  manipulation  of  certain  aids  is  the  solution  of  this  important 
problem. 

The  sound  which  is  collected  and  brought  to  the  cochlea  can 
be  greatly  increased  or  brought  approximately  to  normal  by  the 
use  of  (1)  ear  trumpets;  (2)  elastic  fans;  (3)  microphones;  (4) 
tympanic  splints  ;  (5)  artificial  drum  membranes,  which  replace 
the  tympanic  membrane  and  bridge  over  its  defects ;  and  (6)  tym- 
panic ballast,  furnishing  a  mass  to  replace  the  ossicular  chain. 

The  use  of  ear  trumpets,  elastic  fans  and  microphones  is 
indicated  when  the  desideratum  is  an  increased  volume  of  sound 
received  by  the  ear.  The  adaptation  to  the  individual  case  is  a 
simple  problem.  Tympanic  splints  are  indicated  in  cases  when  all 
the  parts  of  the  middle  ear  are  present,  but  when  the  ligamentous 
tissues  are  relaxed.  In  these  cases,  collodion  serves  to  keep  the 
parts  of  the  transmitting  mechanism  in  apposition  and  the  drum 
membrane  tense. 

We  shall  direct  our  attention  in  this  paper  especially  to  pros- 
theses used  for  the  improvement  in  the  hearing  lost  through 
middle-ear  suppuration,  which  has  been  allowed  to  continue  so  long 
that  it  has  permanently  injured  the  sound-conducting  mechanism 
of  the  middle  ear. 

The  sound  collected  can  be  transmitted  across  conduction  gaps 
by  splints  and  prostheses  (artificial  drum  membranes  and  tympanic 
ballast)  which  restore  the  acoustic  balance.  By  these  methods 
a  much  greater  volume  of  sonorous  vibration  reaches  the  laby- 
rinthine fluids  and  the  terminal  oreran  of  the  cochlear  nerve  and 
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thereby  restores  an  efficient  degi-ee  of  hearing  to  ears  otlierwise 
useless. 

In  considering  the  adaptation  of  the  prostheses,  the  cases  in 
which  their  use  is  indicated  may  be  divided  into  the  following 
classes  :  First,  the  impairment  of  hearing  in  cases  with  perforation 
of  the  drum  membrane;  second,  or  intermediate  group,  the  impair- 
ment of  hearing  in  cases  with  retention  of  the  stapes,  but  with 
total  loss  of  the  drum  membrane ;  tliird,  impairment  of  hearing 
from  total  loss  of  the  drum  membrane,  and  also  loss  of  the  crura 
of  the  stapes.  The  prostheses  required  in  these  three  groups  are 
of  wholly  dilTerent  construction,  and  are  required  for  wholly 
different  mechanical  purposes. 

Geoup  I. — Cases  of  Impairment  op  Hearing  with  Perforation  of 
THE  Drum  Membrane. 

The  defects  in  the  drum  membrane  are  corrected  by  applying 
over  the  perforation  discs  of  egg-skin,  sized  paper,  a  conical  layer 
of  cotton  stiffened  with  collodion,  rubber,  oil  silk,  metal,  or  cotton 
batting.  Cases  in  which  these  discs  should  be  applied  are  those  in 
which  the  suppuration  has  ceased,  and  in  whicli  the  perforation  is 
not  too  large.  The  choice  of  the  prostheses  to  be  used  depends 
largely  on  individual  experience  and  on  the  location  and  size  of 
the  loss  of  tissues.  In  small  perforations  up  to  one  third  of  the 
tympanic  membrane,  light,  accurately  fitting  prostheses  are  the 
best,  such  as,  for  example,  those  of  thin  sized  paper.  When  the 
loss  of  tissue  of  the  tympanic  membrane  is  two  thirds  or  more, 
often  the  large  cotton  or  rubber  prostheses  are  more  effective. 
The  weight  and  size  of  the  prostheses  are  of  great  importance  in 
the  individual  case,  especially  when  the  mass  pi-ostheses  are  used. 

The  paper  discs  are  introduced  by  ear  forceps ;  an  edge  is 
turned  up  and  grasped  by  the  forceps.  After  the  disc  lias  been 
moistened  carefully  it  is  inserted  and  placed  in  position.  The  disc 
may  be  made  slightly  pear-shaped  or  with  a  stem,  so  that  it  may 
be  easily  grasped  by  the  forceps. 

Mass  prostheses  should  be  fitted  for  the  closure  of  the  perfora- 
tion ;  their  size  must  not  be  allowed  to  get  too  bulky  as  they  are 
not  so  precisely  adjustable  as  the  thin  discs.  Cotton  pledgets  can 
also  be  used.  These  are  formed  in  various  ways ;  small,  round 
pledgets  like  small  peas  can  be  used,  or  a  small  wisp  of  parallel 
fibres  of  cotton  is  tied  in  the  middle  with  a  fine  thread,  and  then 
the  cotton  wisp  is  spread  out  in  a  fan  at  each  end ;  or  a  pinch  of 
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parallel  cotton  fibre  can  be  nsed^  all  the  loose  or  short  fibres  pulled 
off,  and  the  ends  of  the  fibres  drawn  together  and  rolled  up  tight, 
forming  a  cotton  tack.  These  cotton  pledgets  may  be  moistened 
with  antiseptic  solution,  phenol  2  per  cent.,  bichloride  if  necessary 
1 :  3000.  They  can  be  impregnated  with  plain  or  medicated  vase- 
line.    All  the  prostheses  should  be  sterilised  before  using. 

In  my  practice  a  woman,  aged  fifty,  suffered  the  loss  of  about 
a  third  of  the  anterior  half  of  the  tympanic  membrane  from  chronic 
suppuration.  The  suppuration  had  been  arrested  by  local  treat- 
ment. The  other  ear  had  long  before  totally  lost  its  hearing  also 
through  a  suppurative  process.  Application  of  paper  discs  on  the 
perforation  restored  practically  normal  hearing,  and  allowed  the 
patient  to  resume  her  social  and  philanthropic  occupation.  When 
the  paper  patch  was  carried  off  with  the  outward  growth  of  the  skin, 
other  discs  were  put  on  like  overlapping  shingles,  for  a  period  of 
over  one  year  until  finally  the  perforation  closed,  leaving  a  service- 
able ear. 


G-Roup  II. — The  Intermediate  Group  :  Impairment  of  Hearing  in 
Cases  with  Eetention  of  the  Stapes,  but  with  Total  Loss 
OF  the  Drum  Membrane. 

This  group  contains  the  greatest  variety  of  anatomical  defects, 
from  loss  of  the  tympanic  membrane  to  loss  of  the  membrane  and 
major  ossicles.  The  conditions  found  vary  widely  between  these 
two  extremes,  and  much  judgment  is  required  to  tit  the  prostheses 
to  the  best  advantage. 

The  prostheses  used  vary  from  the  light  sound-collecting  paper 
discs  to  the  heavy  cotton-vaseline  tympanic  ballast  or  mass  pros- 
theses used  as  a  prop  against  the  promontory  and  labyrinthine 
windows.  In  cases  with  loss  of  tympanic  membrane  and  major 
ossicles  I  use  the  heavy  prostheses,  preferably  the  cotton-vaseline 
tympanic  ballast,  especially  after  the  complete  Schwartze-Stacke 
or  radical  mastoid  operation.  Gold-leaf  and  paper  discs  have  been 
used  on  the  head  of  the  stapes  to  amplify  the  sound-collecting 
surface. 

Of  interest  in  this  connection  is  the  case  of  a  woman,  aged 
twenty-five,  suffering  from  left  ear  labyrinthine  deafness  and  right 
ear  chronic  recurrent  middle-ear  suppuration  with  pain  and  mastoid 
tenderness.  There  was  total  destruction  of  the  membrana  vibrans, 
and  ossicles  present  bound  in  scar-tissue. 

The  middle-ear  discharge  and  pain  was  stopped  by  local  treat- 
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ment,  after  which  Politzer's  acoumetei'  was  heard  in  the  right  ear 
at  4  in.  With  cotton-vaseline  tympanic  ballast  in  place,  Politzer's 
acoumeter  Avas  heard  as  far  as  96  in.^  and  the  watch,  which  was 
not  heard  before,  was  heard  at  3/60 — a  serviceable  amount  of 
hearing. 

This  cotton  ballast  caused  recurrence  of  suppui-ation.  The 
suppuration  recurred  eveiy  time  the  prosthesis  was  worn.  My 
conservative  radical  operation,  which  leaves  the  ossicles  intact, 
was  performed  to  allow  the  continuous  wearing  of  the  tympanic 
ballast.  Convalescence  was  complete  in  twenty-two  days,  including 
complete  epidermisation  and  desquamation  of  crusts  internally,  with 
no  external  deformity.  Blood-clot  dressing  was  used.  After  the 
operation  the  cotton  ballast  could  be  worn  without  reaction  for  an 
indefinitely  long  time.  The  hearing  distance  was  increased  to 
114  in.  per  Politzer  acoumeter. 


Group  III. — Impairment  of  Hearing  due  to  Total  Loss    of  the 
Drum  Membrane  and  Loss  op  the  Crura  op  the  Stapes. 

In  this  group  the  use  of  the  heavy  tympanic  ])rotheses  or  tym- 
panic ballast  is  indicated.  The  limits  of  usefulness  of  these  heavy 
prostheses  in  these  destructive  lesions  of  the  tympanum  are  very 
wide  apart.  There  is  no  limit  to  this  usefulness  short  of  normally 
efficient  hearing. 

The  condition  of  the  middle  ear  may  require  a  prosthesis  in 
order  to  bring  the  hearing  up  to  a  working  efficiency,  but  the 
prolonged  use  of  the  prosthesis  may  at  the  same  time  be  counter- 
indicated  by  the  presence  of  suppuration,  either  chronic,  subacute, 
or  acute.  In  these  cases  the  inflammatory  conditions  should  first 
receive  treatment  by  a  conservative  method,  namely,  by  local 
application,  a  modified  radical  operation,  or  a  conservative  radical 
operation;  never  by  a  complete  radical  operation  if  this  destructive 
operation  can  be  avoided. 

In  other  cases,  owing  to  the  disposition  of  the  tympanic  detritus, 
the  tympanum  may  not  be  in  sufficiently  stable  equilibrium  to 
tolerate  the  prostheses.    Suppuration  results. 

These  cases  also  require  some  operation  of  the  conservative 
type  in  order  to  obliterate  the  crevices  where  the  infectious 
material  gathers.  Possibly  the  remains  of  the  ossicles  and  cica- 
trices are  so  disposed  that  the  prostheses  cannot  be  placed  in  an 
effective  position  to  transmit  vibrations  to  the  promontory  or 
windows.     In  such  cases  the  detritus  must  be  removed  with  care. 
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•exposing  the  promontory  and  windows  for  the  reception  of  the 
prostheses. 

The  following  is  the  history  of  two  cases  illustrating  the  method 
of  procedure  in  the  type  of  cases  belonging  to  the  third  group. 
One  patient,  a  woman,  aged  thirty-two,  Avas  suffering  from 
double  chronic  middle-ear  suppuration,  with  destruction  of  the 
head  and  the  neck  of  the  malleus  and  attached  tympanic  mem- 
brane, and  from  very  loud,  distressing  tinnitus.  The  patient 
■complained  of  severe  headaches.  Local  treatment  soon  perma- 
nently cured  one  ear  of  suppuration  and  tinnitus.  The  watch 
was  heard  at  2'5/60.  The  other  ear  became  affected  with  inter- 
mittent suppuration  and  occasionally  mastoid  tenderness.  The 
headaches  and  tinnitus  continued.  The  watch  in  this  ear  was 
heard  at  4/60  inches. 

A  conservative  radical  mastoid  operation  was  performed  on  the 
ear  that  continued  to  give  trouble.  The  headaches  ceased,  but  the 
tinnitus  continued.  When  the  ear  was  healed  a  tympanic  ballast 
of  cotton  and  vaseline  was  applied,  with  the  result  that  the 
tinnitus  stopped  instantly,  and  the  hearing  was  immediately 
improved  to  6/60  per  the  watch.  This  result  gave  the  patient  an 
efficient  amount  of  hearing. 

Since  the  operation,  eight  years  ago,  the  patient's  health  has 
become  robust.  She  manipulates  the  tympanic  ballast  herself, 
with  resultant  improved  hearing  and  control  of  the  tinnitus. 
The  tinnitus  always  returns  as  loud  as  ever  when  the  tympanic 
ballast  gets  out  of  place.  The  hearing  of  the  non-operated  ear  has 
also  improved  to  6/60  per  the  watch. 

An  interesting  case  which  shows  the  great  economic  value  of 
these  prostheses  is  that  of  a  patient  of  mine,  who  is  the  active 
president  of  a  large  manufacturing  concern,  and  who  has  used 
these  tympanic  ballast  cotton-wool  vaseline  prostheses  for  twenty- 
five  years  in  spite  of  continuous  suppuration.  He  learned  to 
■adjust  the  prostheses  himself  and  rarely  consulted  anyone.  With- 
out the  prosthesis  he  is  wholly  incapable  of  hearing  an  ordinary 
conversation.  With  the  prostheses  in  position  he  has  fulfilled  his 
■complicated  execur  duties  for  many  years.  So  far  no  one  in 
his  office  had  ever  .-r.i-spi^'  red  he  had  any  hearing  difficulty.  The 
suppuration  compelled  ',  m  frequently  to  change  the  prostheses  and 
oleanse  the  ear.  In  the  other  ear  tlu^  hearing  is  more  deficient 
than  in  the  one  in  which  he  uses  tl  ■-  prosthesis. 

He  consulted  rie  fc-  ■ciief  "■  -in  pain  which  was  due  to  mas- 
toiditis.     There  wa:i  a  meato-ma-*^oid  fistula  in  the  posterior  wall 
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of  tlie  canal.  This  and  the  middle  ear  were  suppurating  profusely. 
Both  were  clogged  with  granulations.  Local  treatment  caused 
the  granulations  to  disappear  and  the  suppurations  to  cease.  The 
ear  became  so  stable  that  a  prosthesis  could  be  worn  for  an  indefi- 
nite time  without  inconvenience  or  irritation.  Without  the  pros- 
thesis the  right  ear  hears  at  6  in.  Politzer  acoumeter  ;  watch  0 
by  air  or  bone  ;  ordinary  conversation  at  7  inches.  With  cotton 
ballast  the  -^^^atch  is  heard  at  3'5/60  and  the  Politzer  acoumeter  is 
heard  at  14  ft.,  ordinary  conversation  at  25  ft.,  low  whisper  at  13  ft. 
Among  the  great  variety  of  prostheses  some  of  the  most 
important  ones  are  : 

(1)  Yearsley's  cotton-wool  pledgets. 

(2)  Toynbee's  rubber  discs  attached  to  a  metallic  wire. 

(3)  Hassenstein's  (Gotha)  modification  of  Yearsley's  membrane. 
The  membrane  is  attached  to  a  pincette,  thus  making  its  introduc- 
tion and  removal  easier  and  supplying  an  increased  pressure. 

(4)  Lucae's  modification  of  Toynbee's  membrane,  consisting  in 
the  removal  of  the  metallic  button  and  wire,  and  in  the  substitution 
of  a  fine  rubber  tube  attached  by  a  solution  of  gum  to  the  outei* 
surface  of  the  disc.  The  tube  serves  for  its  introduction  by  means 
of  a  probe. 

(5)  Politzer's  modification  of  Toynbee's  niend)rane  consists  of 
an  artificial  membrane  cut  from  the  wall  of  a  heavy  indiarubber 
tube.  It  is  four  to  five  lines  lo!ig  and  one  and  a  half  or  two  lines 
thick.  The  upper  end,  through  which  the  wire  of  Toynbee's  mem- 
brane is  passed,  is  somewhat  broader  than  the  lower.  Politzer  has 
further  modified  Toynbee's  membrg^ne  by  fastening  to  the  disc  an 
artificial  stapes  to  be  used  in  cases  when  the  head,  neck  and  crura 
of  the  stapes  have  been  destroyed  and  onl}^  the  foot-plate  remains- 

(6)  Gruber,  in  order  to  prevent  loss  of  the  disc,  attaches  a 
tlu-ead  to  the  disc  and  also  to  the  loop  in  the  end  of  the  wire  to 
facilitate  extraction  should  the  disc  become  detached. 

(7)  Hartmann's  artificial  membrane  is  made  of  whalebone 
6-7  cm.  long  and  1-2  mm.  broad,  and  as  thin  as  possible.  After 
it  has  been  wrapped  Avith  cotton  it  is  doubled  upon  itself  to  form  a 
loop.  It  is  recommended  for  the  elasticity  of  the  pressure  which  it 
makes,  for  its  easy  introduction  and  removal,  and  as  a  means  of 
treating  the  cavity. 

(8)  Blake  recommends  the  use  of  a  disc  of  writing-paper  in 
cases  of  partial  destruction  of  the  drum  membrane.  At  the  time 
that  the  paper  improves  the  hearing  it  acts  as  a  therapeutic 
agent. 
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(9)  Spencer  recommends  an  artificial  membrane  made  of • 
absorbent  cotton  medicated  by  various  solutions  for  therapeutic; 
and  auditory  purposes.  ; 

(10)  Appert's  artificial  drum  membrane,  which  is  made  on  the; 
sugrg-estion  of  Bezold,  consists  of  a  disc  of  boric  acid  cotton  as  used; 
for  surgical  dressings  prepared  and  sterilised  in  boiling  water 
supersaturated  with  boric  acid.  This  membrane  is  used  in  cases 
with  persistent  perforation  after  suppurative  otitis  media,  and  is 
valuable  for  tlie  improvement  of  the  hearing  as  well  as  for  the 
management  of  both  the  epithelisated  and  non-epithelisated- 
portions  of  the  tympanic  mucosa. 

These  borated  cotton  prostheses  are  fixed  to  a  sterilised  silk 
thread  and  impregnated  with  warm  vaseline.  They  are  then 
introduced  by  the  patient  himself  by  special' forceps.  Because  of 
their  flexibility  they  are  readily  fitted  and  well  tolerated.  In 
suitable  cases,  especially  in  simple  disturbances  of  the  sound- 
conduction  apparatus,  the  hearing  is  considerably  improved  by  the 
use  of  these  artificial  drum  membranes,  which  are  changed  after 
an  average  period  of  three  days.     The  expense  is  trifling. 

(11)  Alt's  artificial  drum  membrane  is  made  of  silver  leaf.  A 
leaflet  of  silver  is  placed  in  sterile  water  and  rolled  into  a  ball  with 
sterilised  instruments.  It  is  then  taken  from  the  water  and  is  held 
over  gas  flames  until  it  is  nearly  free  from  water.  In  this  condition 
it  is  introduced  through  the  ear-speculum  into  the  tympanum, 
pushed  against  the  promontory  with  sterile  cotton,  and  spread 
along  the  proniontorial  wall  with  sterilised  applicator.  These 
drum  membranes  are  tolerated  without  reaction. 

(12)  Jacques  recomtnends  a  disc  of  lamellated  gutta-percha. 
There  is  a  very  large  variety  of  prostheses  advised  by  many 

authors.  Their  fundamental  principles  are  few  and  simple;  the 
specific  variations  were  adopted  to  satisfy  individual  tastes  and 
circumstances  and  objects.  The  leading  prostheses  now  advertised 
commercially  are  of  two  classes — the  rubber  disc  with  a  stem  and 
the  rubber  cone. 

Suppuration  of  the  middle  ear  need  not  be  a  contra-indication 
to  the  use  of  prostheses  w^hile  the  middle  ear  is  under  treatment 
for  the  suppui-ation.  Prostheses  are  contra-indicated  in  cases  still 
suppurating  which  are  not  under  treatment  because  of  the  possible 
aggravation  of  the  suppuration  from  occlusion  of  drainage  and 
the  multiplication  of  the  infection. 

The  adjustment  of  the  prosthesis  is  naturally  an  important  item 
in    its    use.     When    properly    fitted,    the    prosthesis    immediately 
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restores  a  large  part  of  the  lost  hearing  and  stops  the  tinnitus  if 
this  distressing  condition  is  present.  With  precise  and  careful 
adjustment  the  prostheses  cause  no  discomfort  whatever ;  on  the 
contrary,  they  usually  contribute  a  vast  amount  to  the  comfort 
and  confidence  of  the  patient. 
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A    NOTE    ON    THE    PATHOLOGY    OF    OTOSCLEROSIS. 

By  Kenelm  H.  Digby,  M.B.,  B.S.Lond.,  F.R.C.S.Eng., 

Late  Clinical  Assistant,  Aural  Department,  Guy's  Hospital ;  Medical  Officer, 
Great  Central  Railway. 

This  disease  has  two  outstanding  anatomical  features:  (1)  the 
Eustachian  tubes  are  unusually  patent,  and  (2)  the  oval  Avindow 
becomes  the  seat  of  a  deposit  of  spongy  bone. 

The  patency  of  the  Eustachian  tubes  must  permit  of  considerable 
pressure  changes  in  the  tympanic  cavity  synchronous  with  those 
in  the  naso-pharynx  which  are  produced  hy  blowing  the  nose, 
sniffing,  speaking,  coughing,  swallowing,  or  even  breathing.  The 
oval  window  is  thus  exposed  to  intermittent  and  unphysiological 
strain.  The  deposit  of  spongy  bone  which  results  may  be  compared 
to  the  periosteal  callus  of  a  sprain  fracture  or  the  exuberant 
callus  about  an  imperfectly  fixed  fracture,  or  perhaps  more  aptly 
to  the  "lipping"  about  a  joint  when,  its  mechanism  having  been 
permanently  disturbed  by  an  injury,  it  has  to  suffer  unusual  strain. 
In  a  normal  individual  tho  oval  window  is  protected  from  undue 
pressure  changes  from  within  by  the  closed  Eustachian  tube,  from 
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without  by  the  membrana  tympani.  Failure  of  the  inner  barrier 
causes  otosclerosis.  As  regards  the  outer,  it  may  be  observed  that 
oft-repeated  external  concussion  may  (apart  from  rupturing  the 
membrana  tympani)  produce  deafness.  The  boiler-maker's  deaf- 
ness resembles  otosclerosis  in  some  ways — e.  g.  the  high-pitched 
tinnitus  and  the  paracusis  Willi sii. 

The  clinical  story  of  otosclerosis  gives  some  support  to  the 
hypothesis.  Diseases  are  not  inherited,  only  the  tendency  to 
diseases.  Otosclerosis  has  a  family  distribution  ;  it  is  here 
suggested  that  patency  of  the  tubes  is  the  hereditary  factor- 
Otosclerosis  is  sometimes  associated  with  the  general  pathological 
widening  of  the  upper  air-passages  in  ozasna.  Otosclerosis  usually 
appears  towards  the  end  of  the  period  of  growth.  The  external 
auditory  meatus  is  large  and  capacious.  The  tympanic  membrane 
is  unusually  transparent  in  the  middle,  possibly  being  thin  and 
atrophied  as  a  result  of  varying  intra-tympanic  pressures. 
Politzerising  is  particularly  easy,  but  aggravates  the  condition. 

This  view  does  not  suggest  any  useful  line  of  treatment,  though 
the  patients  may  be  cautioned  against  blowing  their  noses. 
Closure  of  Eustachian  tube  by  a  catheter-cautery  would  lead  to 
retracted  membrane  and  retention  of  secretions.  Artificial  perfora- 
tion of  the  membrane  would  merely  substitute  external  pressures 
for  internal  ones.  The  construction  of  a  valvular  flap  at  the  lower 
end  of  the  Eustachian  tubes  seems  to  be  impracticable. 


CLINICAL    NOTE. 


LITTLE'S  AREA  OR  THE  LOCUS  KIESSELBACHII. 

Last  year  it  fell  to  my  lot  to  deliver  a  clinical  lecture  on  epistaxis,  and 
in  the  course  of  my  reading  I  happened  upon  the  fact,  to  me  new,  that 
bleeding  from  what  we  now  know  as  the  typical  spot  in  the  antero- 
inferior region  of  the  nasal  septum  had  been  described  by  an  American, 
a  Dr.  James  L.  Little,  in  the  year  before  Kiesselbach's  classical  article 
on  the  subject  appeared.  Little's  paper  was  published  in  1879  ;  Kiessel- 
bach's in  1880. 

The  cumbrous  appellation  of  the  locus  Kiesselhachii  has  been  applied 
to  this  spot,  but  it  is  evident  that  if  Little's  description  was  published 
before  Kiesselbach's,  then  the  honour,  such  as  it  is,  of  having  an  area 
called  by  his  name,  should  go  to  the  American  and  not  to  the  German. 
JPahnam  qui  meruit  ferat ! 

Little's  article  was  published  in  an  American  medical  journal,  the 
Hospital  Gazette,  but  a  search  instituted  by  the  obliging  officials  in  the 
library  of  the  Eoyal  Society  of  Medicine  in  London  failed  to  bring  that 
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periodical  to  light.  All  that  we  could  discover  was  that  the  Hospital 
Gazette,  after  struggling  through  various  incarnations  and  passing  \mder 
several  different  names,  had  at  last  totally  disappeared,  and  that  therefore 
there  was  no  method  open  to  xis  of  obtaining  from  any  editor  or  publisher 
a  copy  of  the  number  which  contained  Little's  original  paper. 

Abruptly  brought  up,  in  this  way,  against  a  blank  wall,  the  idea 
occurred  to  me  of  writing  to  the  Library  of  the  Surgeon-Geueral's  Office 
at  the  War  Department  in  Washington.  This  I  did,  and  by  return  of 
post  received  a  complete  type-written  copy  of  Little's  article.  The 
prompt  and  generous  attention  given  to  my  request  by  the  United  States 
•  War  Office  Library  renders  it  peculiarly  gratifying  to  me  to  be  able,  as  a 
consequence  of  the  information  thtis  obtained,  to  claim  for  an  American 
an  honour  which  is  justly  his  due. 

There  is  no  need  to  quote  Little's  article  in  its  entirety  ;  one  para- 
graph alone  will  suffice. 

After  describing  four  cases  of  bleeding  from  the  area  in  question,  he 
goes  on  to  say :  ''  The  seat  of  the  ulcer  seemed  to  be  in  or  about  the  same 
situation  on  the  septum  in  all  the  cases,  about  half  an  inch  from  the 
lower  edge  of  the  middle  of  the  column.  The  septum  at  this  point  is 
supplied  with  branches  of  the  anterior  ethmoidal  artery  which  anastomose 
freely  with  branches  of  the  spheno-palatine  artery.  The  lower  portion 
of  the  septum  is  supplied  by  a  branch  of  the  superior  coronary — the 
artery  of  the  septum." 

I  am  no  supportei-  of  the  custom,  hallowed  by  antiquity  though  it  be, 
of  attaching  men's  names  to  anatomical  regions,  but  this  memorial 
having  already  been  instituted  we  may  let  it  remain.  The  inscription, 
however,  should  be  altered,  for  justice  demands  that  the  name  attached 
to  it  should  be  that  of  Little  and  not  that  of  Kiesselbach. 

Dan  McKenzie. 
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Me.  Eichard  Lake,  President,  in  the  Chair. 


Abridged  Report. 


Injury  to  Ear, — W.  M.  Mollison. — Male,  aged  forty-three,  was 
admitted  to  hospital  on  account  of  fixation  of  the  left  eye,  loss  of  sight, 
and  corneal  ulceration  following  an  accident.  On  July  23,  1913,  being 
then  at  sea,  the  patient  received  a  severe  blow  on  the  left  side  of  the 
head  from  some  part  of  a  donkey  engine ;  he  was  so  badly  damaged  that 
he  was  not  expected  to  survive,  and  little  or  no  treatment  was  adopted. 
He  made  an  excellent  recovery,  and  complained  only  of  the  loss  of  sight 
in  the  left  eye  and  deafness  in  the  left  ear. 

On  admission  it  was  found  that  the  functions  of  the  third,  fourth, 
fifth,  sixth,  and  seventh  cranial  nerves  on  the  left  side  were  lost,  evidently 
from  the  blow,  which,  no  doubt,  fractured  the  skull  in  the  frontal  and 
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temporal  regions.  The  ear  couditiou  :  The  left  auricle  had  been  badly 
crushed.     The  results  of  examination  of  hearing  were  as  follows  : 

Kiglit.  Left. 

Whisper 2  ft.         .         — 

Weber <-  .         — 

Einne ......  4-  •  — 

Schwabach  normal. 

Upper  tone  limit  .         .         .       20,000       .     12,000 

The  lowest  note  heard  on  the  left  side  was  g^.  Eotatiou  showed  :  Eight, 
ten  turns,  nystagmus  for  fifty  seconds ;  left,  ten  tiu-ns,  nystagmus  ten 
seconds. 

On  September  29  an  operation  was  performed  on  the  left  ear  to 
restore  the  meatus  ;  this  was  successful,  and  gave  the  man  a  considerable 
amount  of  hearing.     On  October  4  the  hearing  was  as  follows  : 

Eight.  Left. 

Whisper 10  ft.         .1-4  ft. 

Weber         .....  —  ■         -^ 

Einne ......  +  .  + 

Schwabach  as  before. 

Upper  tone  limit  .         .         .     20,000         .      18,000 

Lower  tone  limit  .  .  .    Normal        .     Normal 

Eotation      .....     Grood  reaction  in  both 

The  membrane  is  difficult  to  see  completely,  but  seems  normal.  Syringing 
with  cold  water  on  the  right  gave  good  reaction  in  about  forty  seconds  ; 
the  left  gave  reaction  much  more  quickly  in  about  fifteen  seconds.  The 
rotatory  movements  are  very  prettily  seen  in  the  damaged  eye.  Does 
this  throw  any  light  on  the  pathology  of  the  eye  fixation  or  on  the 
physiology  of  the  caloric  nystagmus  V 

Mr.  C.  E.  West  asked  how  it  was  that  the  patient  was  still  able  to 
move  the  left  eye  if,  as  the  notes  stated,  the  functions  of  the  third, 
fourth,  fifth,  sixth  and  seventh  cranial  nerves  were  lost  ? 

Mr.  G-.  J.  Jenkins  said  that  if  Mr.  Mollison's  observations  were 
correct,  this  patient  showed  nystagmus  in  an  eye  which  could  not  be  moved 
spontaneously.  With  paralysis  of  the  external  rectus  it  was  possible  to 
have  nystagmus  to  the  opposite  side.  He  had  now  under  care  two  cases 
of  so-called  congenital  absence  of  the  external  rectus,  and  in  both  those 
cases  one  could  produce  an  internal  nystagmvis  in  the  afi:ected  eye,  but 
not  an  external  nystagmus.  Bartels  held  that  both  recti  must  be  intact 
for  nystagmus  to  be  possible  ;  his  experiments  were  done  on  animals  with 
monocular  vision.  These  observations  seemed  to  prove  that  the  lesion  in 
Mr.  Mollison's  case  could  not  have  involved  the  nerve  at  the  base  of  the 
skull,  and  that  it  probably  was  a  cortical  one.  This  was  important,  as 
Wilson  had  held  that  the  nystagmus  centre  was  situated  in  the  cortex, 
whereas  Biirjiny  placed  it  lower. 

Mr.  Stuart-Low  said  that  he  understood  that  Mr.  Mollison  was  at  a 
loss  to  explain  the  great  degree  of  deafness  still  remaining,  seeing  that  the 
case  had  progressed  so  well,  and  that  there  was  no  visible  obstruction.  It 
was  possible  "that  a  blood-clot  had  formed  in  the  middle  ear,  a  result  of  the 
severe  and  sudden  injury  sustained,  and  that  the  clot  had  organised. 
Another  explanation  suggested  itself,  namely  that  the  deafness  was 
functional  or,  indeed,  even  hysterical,  and  the  lowering  of  the  range  of 
audition  present  in  this  case  would  support  such  an  explanation. 

Sero-purulent  Lepto-meningitis  with  Rapid  Recovery  after 
Translabyrinthine  Operation.— Sydney  Scott.— The  diagnosis  was 
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established  by  the  presence  of  3500  polymorphonuclear  leucocytes  per 
cubic  millimetre  in  the  cerebro-spinal  fluid  which  was  withdrawn  by 
lumbar  puncture.  The  meningitis  arose  in  connection  with  labyrinth 
disease,  secondary  to  chronic  suppurative  otitis  media,  for  which  the 
operation  of  labyrinthotomy  (vestibulotomy)  had  been  performed  about 
forty-eight  hours  before  the  onset  of  meningeal  symptoms.  These 
symptoms  began  with  severe  headache,  folloAved  by  retraction  of  the  head,, 
rigidity  of  the  cervical  extensor  muscles,  and  pyrexia,  the  temperature 
rising  to  102°  F.  About  fifteen  hours  later  an  exploratory  lumbar 
puncture  yielded  10  c.c.  of  turbid  cerebro-spinal  fluid.  The  posterior 
cranial  fossa  was  then  drained  through  an  opening  made  for  the  purpose 
into  the  internal  auditory  meatus.  The  cerebro-spinal  fluid  escaped  for 
fourteen  hours  through  the  labyrinth,  and  another  10  c.c.  of  turbid  fluid 
also  vmder  pressure  were  withdrawn  by  a  second  lumbar  puncture.  The 
untoward  symptoms  then  rapidly  disappeared.  The  complication  had 
evidently  been  recognised  in  its  early  stages,  when  the  symptoms  were 
comparatively  mild.  It  must  also  be  observed  that  no  organism  could 
be  identified  in  tlie  films  of  the  pus-cells  and  the  cultures  yielded  no^ 
growth. 

A  male,  aged  twenty-eight,  a  laundry  hand,  came  to  hospital  on 
September  12,  1913,  complaining  of  headache,  giddiness,  tinnitus,  deaf- 
ness, and  discharge  from  the  left  ear.  He  had  had  discharge  from  the 
ear  for  quite  ten  years.  The  previous  week  he  began  to  experience  giddi- 
ness and  headache  on  turning  towards  his  left.  The  deafness  in  the  left 
ear  had  greatly  increased  and  he  experienced  constant  loud  tinnitus  ;  the 
frontal  headache  was  decidedly  worse  each  day.  He  had  felt  sick  and 
had  been  sick  once  or  twice. 

When  directed  to  walk  along  a  straight  line  he  deviated  suddenly  to 
the  left  when  the  eyes  were  closed.  There  was  a  tendency  for  the  patient 
to  incline  the  head  slightly  to  one  side,  while  the  chin  was  slightly 
elevated  and  turned  towards  the  opposite  side.  This  attitude  of  the  head 
was  corrected  when  the  eyes  were  opened,  but  slowly  resumed  when  the 
eyes  were  kept  shut.  Fine  nystagmus  was  observable  when  the  eyeballs 
were  deviated  to  the  right.  The  left  auditory  meatus  contained  pus  and 
a  mass  of  granulations  which  filled  the  inner  part  of  the  canal. 

Hearing  tests  :  The  low  tone  limit  was  raised  on  both  sides,  particu- 
larly on  the  left  (suppurating)  side.  The  high  tones  were  heard  well  on 
both  sides,  though  with  appreciable  loss  on  the  left  side,  for  air-borne 
tones.     Weber's  tests  were  definitely  referred  to  the  left  side. 

Rotation  tests  :  Head  erect :  Rotation  anti-clockwise  produced  well- 
marked  horizontal  nystagmus  to  the  right,  which  masked  the  spontaneous 
rotatory  nystagmus  for  about  30  seconds  ;  rotation  clockwise  produced 
feeble  horizontal  nystagmus  to  the  left  lasting  about  10  seconds. 

The  inferences  drawn  from  the  rotation  tests  were  that  the  right 
labyrinth  reacted  normally,  and  that  the  three  left  semicircular  canals 
were  all  defunct.  The  history  and  signs  pointed  to  a  recent  invasion  of 
the  left  labyrinth,  although  the  hearing  tests  excluded  complete  dis- 
organisation. 

September  13  :  Radical  mastoid  opei-ation  and  double  vestibulotomy. 
The  mastoid  was  non-cellular.  Pus  granulations  and  cholesteatomatous 
de'hris  were  contained  in  the  antrum  and  tympanum.  The  larger  ossicles 
and  tympanic  membrane  had  disappeared,  and  there  was  a  large  fistulous 
opening  into  the  external  semicircular  canal.  The  stapes  could  not  be 
recognised  by  inspection,  but  resistance  in  the  region  of  the  oval  window 
was  felt  with  the  fine  exploring  probe.     There  was  no  pus  in  the  semi- 
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circular  canal,  the  contents  of  wliich  were  deeply  blood-stained.  The 
vestibule  was  then  opened  both  above  and  below  the  facial  nerve  and 
the  cochlea  removed.  As  the  base  of  the  modiolus  was  chipped  off  about 
a  cubic  centimetre  of  cerebro-spinal  fluid  escaped.  A  skin-graft  prepared 
by  the  acetone  and  iodine  method  was  introduced  after  the  meatal  flap 
had  been  reflected,  and  the  cavity  was  packed.  The  next  day  the  patient 
felt  more  comfortable.     There  was  no  flow  of  cerebro-spinal  fluid. 

September  15  :  During  the  afternoon  the  headache  returned  and  the 
patient  complained  of  stiffness  in  the  muscles  of  the  back  of  the  neck. 
The  temperature  now  began  to  rise,  eventually  reaching  102°  F. 

September  16  :  This  moruiug  the  patient  now  held  the  head  strongly 
retracted.  It  could  not  be  flexed  forwards.  The  pain  was  chiefly  in  the 
occipital  region.  Lumbar  puncture  drew  off  a  turbid  fluid  under  con- 
siderable pressure.  This  fluid  Avas  reported  to  contain  3500  polymorpho- 
nuclear leucocytes  per  c.mm.  No  organism  could  be  found  in  the  films 
at  the  time,  nor  in  culture  media.  It  was  possible  to  obtain  a  clear  view 
of  the  inner  labyrinthine  wall  through  the  external  meatus,  so  the  patient 
was  given  a  few  whiffs  of  chloroform  and  a  small  gouge  was  introduced 
into  the  external  meatus.  Two  taps  with  the  hammer  sufficed  to  penetrate 
the  internal  auditory  meatus,  and  immediately  a  considerable  quantity  of 
turbid  cerebro-spinal  fluid  was  released.  This  continued  to  flow  for  about 
fourteen  hours.  During  the  evening  a  second  lumbar  puncture  was  made  ; 
the  fluid  still  appeared  turbid  and  escaped  under  pressure. 

September  17  :  During  the  night  the  headache  and  rigidity  of  the 
neck  steadily  diminished  and  the  temperature  graduallv  fell  from  102°  to 
98°  F. 

September  18  :  The  meningeal  symptoms  completely  disappeared,  and 
from  this  time  onwards  the  progress  towards  i*ecovery  has  not  been  inter- 
rupted. At  the  present  time  the  cavity  presents  the  usual  appearances 
after  a  radical  mastoid  operation,  healing  partly  by  primary  skin-graft 
and  partly  by  granulation. 

A  similar  case  to  the  foregoing  was  described  jointly  by  Mr.  C.  E. 
West  and  myself  in  1908.'  The  rationale  of  the  procedure  had  been 
recognised  from  a  study  of  a  series  of  cases  which  I  observed  during 
1907-1908,"  and  the  operation  in  the  present  case  was  the  same  as  that 
which  we  have  also  described  elsewhere  under  the  title  "  Translabyrin- 
thine Drainage  of  the  Basal  Meninges." 

The  President  said  the  only  point  which  occurred  to  him  was  as  to 
whether  the  application  of  the  graft  had  anything  to  do  with  the  ineffi- 
ciency of  the  drainage. 

Mr.  C.  E.  West  said  in  regard  to  skin-grafting  when  there  was  any 
fistulous  opening  in  the  labyrinth,  that,  though  he  skin-grafted  all  routine 
mastoid  cases,  he  had  given  up  skin-grafting  in  such  cases  as  had  had 
vertigo,  even  those  in  which  he  failed  to  find  a  fistula  at  the  time  of 
operating.  On  two  occasions  he  had  had  fatalities  which  he  had  directly 
ascribed  to  the  skin-grafting.  In  one  case  the  graft  was  put  OA'er  a  dark 
spot  on  the  canal,  as  he  believed  penetration  had  not  occurred,  and  the 
patient  had  labyrinthitis,  meningitis,  and  died.  In  the  other  case  he 
grafted  only  the  posterior  part  of  the  cavity,  and  yet  the  patient  died. 

Mr.  Marriage  had  grafted  a  number  of  pure  bony  cases  where  there 
had  been  a  fistula.  The  other  class  of  cases  he  did  not  graft,  but  left 
them  open  for  free  drainage. 

1  See  Proceedings,  ii  (Otol.  Sect.). 

2  See  Proceedings,  1908,  i  (July),  (Otol.  Sect.). 
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Mk.  O'Malley  said  that  cases  of  this  type  raised  two  points  of  great 
importance :  (1)  What  symptoms  and  signs  of  labyrinthine  disease, 
associated  with  chronic  otorrhoea,  justified  vestibulotomy  F  (2)  What 
were  the  risks  of  vestibulotomy  under  these  conditions  ?  His  actual 
experience  of  labyrinthine  sepsis  was  limited  to  eight  cases  of  various 
degrees  of  severity,  and  he  had  been  guided  in  their  treatment  by  the 
teaching  of  Neumann  and  Barany.  Neumann  divided  labyrinthine  cases 
into  two  types:  (1)  Suppurative  and  destructive  or  irreparable;  (2) 
inflammatory  or  reparable.  If  the  hearing  was  good,  even  when  tests 
showed  no  response  from  the  vestibular  apparatus,  he  regarded  the  case 
as  pi-obably  inflammatory  and  reparable  and  preferred  to  Avait  and  watch. 
Barany  opened  the  labyrinth  after  doing  the  radical  mastoid  operation, 
in  cases  showing  a  large  spontaneous  nystagmus,  wdth  no  caloric  response, 
and  with  pronounced  or  absolute  deafness,  but  he  did  not  do  so  in  cases 
of  circumscribed  labyrinthitis  Avith  good  or  even  moderately  good  hearing, 
unless  the  vertigo  or  vomiting  were  severe,  as  fistulse  would  heal.  The 
risks  of  vestibulotomy  were  summed  up  in  one  word — meningitis.  In 
the  experience  of  the  Vienna  school  the  risk  of  meningitis  fullowing 
vestibulotomy  as  a  result  of  the  operation  alone  was  not  nioi'e  than  1  or 
2  per  cent.  The  question  of  skin-grafting  in  a  case  of  this  kind  required 
serious  consideration.  Personally,  he  was  not  in  favour  of  it.  The  more 
efficient  the  skin-graft  the  nioi*e  effectively  would  it  lock  up  any  sejDsis 
Avhich  might  be  unavoidably  introduced  when  operating  in  the  presence 
of  active  middle-ear  suppuration.  The  preservation  of  hearing  was  not  a 
factor  here,  so  that  rapid  healing,  with  a  minimum  of  scar-tissue,  was 
unimportant  when  compared  with  the  need  to  maintain  free  drainage  from 
a  septic  focus  in  such  a  danger  zone. 

Dr.  Dan  McKenzie  said  a  case  he  lately  had  had  illustrated  the 
progress  of  events  in  this  case,  with  one  exception — namely,  that  in 
Mr.  Scott's  case  the  patient  recovered.  In  the  case  on  Avliich  he  (Dr. 
McKenzie)  had  operated  there  were  evidences  of  disease  in  the  labyrinth. 
Prior  to  operation  there  were  no  signs  of  meningeal  trouble,  and  yet  within 
forty-eight  hours  after  the  operation  on  the  labyrinth  the  woman  developed 
acute  meningitis,  which,  in  spite  of  prompt  and  very  free  drainage,  proved 
fatal.  The  question  which  forced  itself  upon  his  mind  was,  was  he  justified 
in  having  opened  the  labyrinth  ?  And  that  qxiestiun  also  applied  to  Mr. 
Scott  in  this  case.  What  Avere  the  indications  upon  which  the  surgeon 
should  base  his  oporatiA'e  interference  in  labyrinth  disease  ?  He  thought 
that  in  suppuration  of  the  ear,  unless  the  labyrinth  was  obviously  destroyed 
as  a  whole,  both  hearing  and  vestibular  reactions  being  abolished,  one 
should  be  content  Avith  the  simple  radical  mastoid  operation.  Cases  had 
been  shown  again  and  again  in  Avhich  fistulae  had  healed  and  the  labyrinth 
irritation  had  passed  off  after  the  simple  operation.  In  the  light  of  his 
own  case,  and  of  the  present  one,  he  Avould  be  A'ery  cautious  as  to  opening 
a  labyrinth.  He  would  not,  in  future,  open  a  labyrinth  imless  the  tests 
showed  an  absence  both  of  audition  and  of  the  vestibular  reactions  in  the 
afl^ected  ear  ;  or,  secondly,  imless  the  antecedent  presence  of  meningitis 
rendered  drainage  through  the  internal  auditory  meatus  and  labyrinth 
an  imperative  necessitv,  regardless  of  the  condition  of  the  internal  ear 
itself. 

Trichophyton  Granuloma  affecting  the  Auricle  and  other  Parts 
of  the  Body.— Hunter  Tod. — Patient,  a  male,  aged  twenty-one,  in 
1906  suifered  from  tinea  of  abdominal  region.  Cu.red  by  treatment.  It 
then  affected  the  left  ear,  and  a  large  mushroom-like  groAvth  of  the  auricle 
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und  mastoid  region  gradually  formed.  Applications  of  X  rays  caused 
disappearance  of  the  growth  within  six  montlis,  leaving  only  the  stump  of 
the  auricle.  A  year  ago  there  was  some  middle-ear  suppuration,  which 
has  recurred  off  and  on.  The  present  condition  of  the  auricle  has  been 
stationary  for  over  a  year.  There  is  still  active  disease  of  the  left  axilla 
and  thoracic  region,  Avhich  is  improving  vmder  carbolic  acid  injections 
and  X  rays. 

Mr.  Tod  added  that  the  case  was  unique,  being  the  only  one  of  its 
kind  recorded  in  this  country.  Dr.  Sequeira,  under  whose  cai-e  the 
patient  was,  had  already  published  a  full  description  of  it,  with  photo- 
graphs.i  There  was  no  evidence  that  the  middle-ear  suppuration  which 
now  existed  was  due  to  the  same  infection,  but  rather  to  an  ordinary 
suppurative  lesion.  A  sister  of  the  patient  had  been  similarly  affected 
previous  to  her  brother.  The  infection  was  supposed  to  have  come  over 
from  Denmark,  where  trichophyton  infection  was  said  to  be  fairly 
common. 

Malignant  Disease  of  the  Ear  ;  ?  Epithelioma  becoming 
Sarcoma. — G.  J.  Jenkins  and  G.  F.  Stebbing. — Malt-,  aged  furty-eight. 
He  had  ear-ache  at  fourteen  years  of  age  ;  so  far  as  he  knows  he  has  never 
had  any  discharge  from  either  ear  until  just  recently.  Some  time  last 
summer  (1912)  he  noticed  a  small  swelling  on  the  left  side  of  the  neck 
just  below  the  angle  of  the  jaw.  At  a  hospital  an  operation  was  per- 
formed for  the  "  removal  of  glands  of  the  neck  "  in  September,  1912.  He 
first  noticed  a  discharge  from  the  left  ear  in  November,  1912,  and 
about  the  same  time  he  noticed  further  swelling  in  the  neck  and  felt 
the  polypus  protruding  from  the  meatus.  Left  facial  paralysis  was 
first  noticed  about  the  end  of  January.  Later  he  had  difiiculty  in 
swallowing,  and  regurgitation  of  fluids  took  place  through  the  nose. 
Patient  is  emaciated.  The  whole  of  the  left  pinna  is  pushed  outwards 
and  there  is  some  brawny  swelling  and  oedema  over  the  mastoid  j^rocess. 
Protruding  from  the  meatus  and  distending  the  canal  is  a  polypus  about 
the  size  ot  a  walnut,  Avhich  bleeds  slightly.  There  is  foul  discharge  from 
the  ear.  Below  the  ear  there  is  a  subcutaneous  mass  spi-eading  back- 
Avards  as  far  as  the  posterior  border  of  the  sternoraastoid.  This  mass, 
involving  not  only  glands,  extends  almost  to  the  middle  line  in  the 
region  of  the  larynx,  where  a  sharp  border  can  be  felt.  Enlarged 
glands  can  be  felt  in  the  neck  as  low  as  the  clavicle.  Paresis  of  the 
left  external  rectus,  recent.  The  tongue  is  protruded  to  the  left.  Nothing 
abnormal  noted  in  the  nasopharynx.  Paralysis  of  the  left  half  of  the 
palate  and  adductor  paralysis  of  the  cords.  Defective  movement  and 
wasting  of  the  left  trapezius.  Marked  deafness  in  the  left  ear.  Weber 
■ — to  the  left.     Einne  negative  in  left  ear. 

There  was  severe  pain  in  last  few  weeks  of  life.  Patient  died  on 
April  1,  1913. 

Post-mortem  showed  that  the  mass  in  the  neck  had  caught  up  the 
hypoglossal,  external  laryngeal  and  spinal  portion  of  spinal  accessory. 
The  recurrent  laryngeal,  vagus  and  sympathetic  escaped.  The  walls  of 
the  external  auditory  meatus  were  involved,  anteriorly  and  posteriorly. 
The  facial  nerve  passed  through  the  tumour.  The  middle  ear  was  filled 
Avith  tumour  which  is  just  showing  in  the  middle  fossa  in  that  region. 
It  also  seemed  to  extend  forwards  along  the  Eustachian  tube.  The  floor 
of  the  middle  ear  has  been  destroyed  by  the  growth. 

*  Brit.  Journ.  Derm.,  1906,  xviii ;  see  also  Proceedings,  1912,  v,  pp.  33  and  84. 
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Mr.  Jenkins  added  that,  microscopically,  it  was  a  mesoblastic  tumour^ 
a  sarcoma.  At  first  it  was  regarded  as  epithelioma,  but  its  fungating 
feature  was  against  that  view.  Specimens  were  exhibited  for  examination, 
by  members,  and  he  would  be  glad  of  their  opinions. 

Mr.  Marriage  saw  the  case  last  December,  and  took  a  piece  for 
microscopical  examination.  The  report  of  that  examination  w^as  that  it 
was  carcinoma.  The  same  view  Avas  expressed  about  the  glands  which 
were  removed  in  September.  He  had  not  seen  the  specimens  himself,  but 
had  looked  up  the  note  of  the  pathologist. 

Dr.  Gray  thought  there  was  nothing  inconsistent  in  both  views  being 
correct.  Carcinoma  transplanted  into  mice  occasionally  aroused  a  sarco- 
matous reaction  in  the  tissues  ;  and  he  had  known  a  clinical  case  in 
which  epithelioma  of  the  lip  formed  a  secondary  epitheliomatous  deposit 
in  the  leg,  which  subsequently  became  sarcomatous.  In  view  of  our 
comparative  ignorance,  and  remembering  the  knowledge  which  had  lately 
been  acquired,  it  was  conceivable  that  a  growth  which  was  at  first 
carcinomatous  should,  some  months  later,  become  a  sarcoma.  The 
connective  tissue  elements  sometimes  reacted  in  such  a  way  that  the 
epithelial  cells  were  overpow^ered,  and  in  that  process  the  connective 
tissue  cells  acquired  a  malignancy  of  their  own.  He  had  not  heard  of 
the  pi'ocess  being  reversed — namely,  sarcoma  causing  carcinoma.  He 
had  heard  of  cases  in  which  the  same  pathologist  repoi'ted  a  case  to  be 
carcinoma  at  one  examination  and  sarcoma  at  another. 

Mr.  Jenkins,  in  reply,  said  he  thought  the  specimen  which  he  had 
exhibited  could  not  be  epithelioma,  though  there  was  room  for  dis- 
cussion as  to  whether  it  was  endothelioma  or  sarcoma.  The  two 
expert  opinions  he  had  had  w'ere  both  in  favour  of  the  tumour  being 
mesoblastic. 
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Mb.  Herbert  Tilley,  President,  in  the  Chair. 


Scars  of  Operation  on  the  Frontal  Sinus  obliterated  by  Time. — 
Herbert  Tilley. — Female,  aged  sixty,  w^as  opei-ated  on  thirteen  years  ago 
for  chronic  empyema  of  both  frontal"  sinuses.  The  usual  incision  through 
each  eyebrow  was  made — a  vertical  incision  in  the  lower  half  of  the  mid- 
frontal  region — and  these  were  joined  by  transverse  incisions  across  the 
root  of  the  nose,  which  joined  the  lower  end  of  median  with  the  inner  end 
of  the  latter  incisions.  It  was  thus  possible  to  turn  upwards  and  out- 
wards on  each  side  a  triangular  flap  which  fully  exposed  the  anterior  wall 
of  each  frontal  sinus.  The  nasal  cavities  are  free  from  suppuration  and 
the  internal  surface  of  one  sphenoidal  sinus  is  easily  seen. 

Adult  Male  with  (?)  Early  Malignant  Disease  of  Lower  Pharynx 
and  Upper  End  of  Gullet.— Herbert  Tilley.— Male,  aged  fifty-three, 
complained  of  difficulty  in  swallowing  solids  and  loss  of  flesh,  but  no  pain 


January,  1914.]  Rhinology,  and  Otology.  29 

on  swallowing.  He  says  lie  bad  a  large  lump  on  the  left  side  of  the  neck 
which  "  had  been  dispersed." 

Laryngoscopic  examination  reveals  a  small  raised,  flat  swelling  with 
free  edges  behind  and  just  above  the  left  arytsenoid.  Its  surface  is 
slightly  paler  than  the  suri'oundiug  mucosa  and  is  not  ulcerated.  The 
■growth  on  the  postero-lateral  pharyngeal  wall  bleeds  freely  on  being 
touched.  There  is  a  small,  hard,  easily  movable  gland  behind  the  upper 
■end  of  the  left  sterno-mastoid.  Further,  in  the  left  base  of  the  tongue  is 
a  smooth,  circumscribed  slightly  raised  nodule  about  the  size  of  an 
ordinary  filbert. 

Mr.  Harme-r  thought  it  would  turn  out  to  be  malignant.  He  asked 
whether  pieces  of  growth  had  been  removed  from  the  upper  part  of  the 
■oesophagus  and  from  the  tongue ;  also  whether  glands  had  been  removed 
from  the  neck,  because  possibly  the  patient  had  more  than  one  malignant 
growth,  and,  if  so,  cure  by  operation  was  hardly  possible. 

Dr.  W.  Hill  said  operation  would  have  to  be  a  formidable  one, 
l3ecause  the  larynx  and  base  of  the  tongue  would  also  have  to  be  removed. 
Mr.  Evans  once  showed  at  the  Section  a  case  in  which  he  did  a  very 
■extensive  removal,  including  about  one  third  of  the  oesophagus,  glands, 
the  base  of  the  tongue,  pharynx  and  larynx.  The  patient  not  only 
recovered,  but  afterwards  married.  Food  was  conducted  from  a  hole  in 
the  side  of  the  pharynx  by  a  rubber  tube  down  to  a  gastrostomy  opening. 

The  President  replied  that  a  portion  of  the  ulcer  would  be  removed 
before  any  radical  operation,  which  had  not  yet  been  definitely  decided  on. 

Symmetrical  Swellings  on  Anterior  Aspect  of  Arytsenoids 
just  above  the  Yocal  Processes. — Herbert  Tilley. — Male,  aged 
thirty,  complained  that  his  throat  gets  dry  after  using  his  voice  for  a  few 
minutes.     No  other  symptoms. 

On  the  anterior  and  median  aspect  of  each  arytaenoid  and  above  the 
level  of  the  vocal  process  a  small,  pale,  raised  prominence  can  be  seen. 
These  come  into  contact  on  phonation,  but  do  not  interfere  with  the  free 
movement  of  the  arytsenoids,  and  the  voice  is  not  affected.  The  patient 
has  had  syphilis  and  been  treated  for  the  disease,  but  without  any  effect 
on  the  above  appearances,  which  may  be  of  the  nature  of  pachydermia. 
Possibly  the  symptoms  have  nothing  to  do  with  the  laryngeal  appear- 
ances. The  patient  complained  of  thirst,  but  thei'e  was  no  sugar  in  the 
urine,  and  no  kidney  disease  was  present. 

Dr.  H.  J.  Davis  said  the  condition  at  first  sight  suggested  papillo- 
mata,  but  on  careful  inspection  the  growths  seemed  to  be  hard  ;  on 
the  left  side  was  a  cup-shaped  depression  into  which  the  elevation  on  the 
opposite  side  fitted.  He  believed  it  to  be  pachydermia,  and  advised 
leaving  it  alone. 

Sir  StClair  Thomson  agreed  with  the  diagnosis  of  syphilitic  pachy- 
dermia. He  was  once  deceived  by  a  case  somewhat  similar,  which  turned 
out  to  be  tubercle,  but  in  it  there  was  some  abrasion  or  ulceration  of  ov^- 
■of  the  swellings.  If  he  were  the  patient  he  would  not  have  them  operated 
on,  but  a  scientific  enthusiast  might  wish  to  remove  a  portion  and 
•examine  it  under  the  microscope. 

Dr.  JoBsoN  HoKNE  also  considered  that  the  excrescences  might  be  of 
the  nature  of  pachydermia  laryngis  and  that  syphilis  was  a  causative 
factor.  He  would  be  in  favour  of  reducing  the  excrescences  and  of 
insisting  upon  absolute  silence  during  treatment.  The  man'^;  occupation 
permitted  of  this.  The  throat  symptoms  complained  of  could  be 
accounted  for  by  the  nasal  obstruction  of  which  he  complained,  and 
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attention  to  the  latter  would  doubtless  be  beneficial  both  to  the  throat 
and  to  the  larvnx.  . 

"  Dr.  DoNBLAN  said  that  viewed  extei-nallv,  in  the  absence  of  a  specu- 
lum, the  appearance  of  the  nose  suggested  a  deviated  septum.  Th& 
patient  said  that  one  of  the  reasons  his  throat  was  so  dry  vras  that  he 
had  much  difficulty  in  breathing  through  his  nose.  Dr.  Donelan  would 
be  glad  to  know  how  far  this  might  be  correct. 

The  President  replied  that  the  question  of  nasal  obstruction  was 
gone  into,  and  it  was  concluded  that  there  was  not  enough  to  indicate- 
that  it  was  a  probable  factor  in  the  laryngeal  condition. 

Osteoma  of  the  Nose. — H.  Lambert  Lack. — Woman,  aged  thirty- 
one,  shown  at  the  Laryugological  Society  in  1904.  She  had  a  large 
oTowth  in  the  left  nostril,  completely  distending  it,  pressing  the  septum 
over  to  the  right  side,  and  occluding  the  ostium  of  the  left  antrum.  The 
growth  was  removed  by  curetting,  and  she  has  remained  well  until  the 
last  thi-ee  months  or  so.  Now  there  are  signs  of  a  i-eturn  of  the  growth 
in  the  position  of  the  left  inferior  turbinate  and  on  the  outer  wall  of  the 
nose  above  the  turbinate.  During  the  htst  three  months  she  has  had 
some  neui-algia  on  the  left  side  of  the  face  and  some  swelling  of  the  left 
clieek.  The  left  antrum  is  completely  dark  on  transillumination.  Thei*e 
is  no  discharge  from  tlie  nose.  The  case  is  a  rare  one,  and  any  sug- 
gestions for  treatment  would  be  welcome. 

Dr.  JoBSON  HoRNE  said  the  pathology  of  these  cases  had  not  been 
worked  out.  The  disease,  according  to  his  own  observations,  was  usually 
bilateral.  Speaking  generally,  he  thought  the  lesions  were  due  to  an 
infective  process. 

Dr.  Kelson  some  years  ago  had  shown  a  case  resembling  the  present 
one,  and  they  seemed  to  be  allied  in  some  respects  to  cases  which  occurred 
on  the  West  Coast  of  Afiica.  The  bone  must  liave  been  quite  soft,  as 
Mr.  Lack  spoke  of  removing  it  with  a  curette.  In  his  own  case,  though 
the  bone  appeared  to  be  haixl,  it  crumpled  up  when  touched  with  a  sharp 
instrument.  The  section  showed  simply  thin  bone,  and  there  appeared 
to  be  no  growth. 

Dr.  Bond  said  the  history  seemed  to  point  to  a  growth  beginning  on 
the  inner  wall  of  the  antrvun,  and  if  the  antrum  were  opened  up,  either 
by  cutting  alongside  the  nose  and  througli  tlie  upper  lip,  or  lifting  up 
the  nose  and  cheek,  one  could  see  what  should  be  done.  He  thought  it 
would  be  necessary  to  make  a  cut  to  tlie  internal  angle  of  the  orbit. 
Possibly  the  whole  upper  jaw  would  have  to  be  removed. 

Mr.  E.  D.  Davis  said  there  had  been  eight  cases  of  hyperostosis  cranii 
shown  in  which  there  was  enlargement  of  other  bones,  including  the 
maxilla,  the  nasal  processes,  both  sides  of  the  nose,  the  temporal  bone, 
mastoid,  and  exostosis  of  the  ear.  Dr.  Lack's  case  appeai-ed  to  be 
localised  to  the  nose,  and  was  not  hyperostosis  cranii. 

Sir  StClair  Thomson  said  it  had  been  suggested  that  the  upper  jaw 
should  be  removed,  but  if  a  radical  operation  wei'e  contemplated,  why 
remove  the  upper  jaw  ?  It  would  mean  removal  of  the  alveolar  border, 
and  result  in  disfigurement,  and  it  did  not  bring  the  operator  veiy 
near  the  site  of  disease.  He  asked  that  Moui-e's  operation  (lateral 
rhinotomy)  should  be  considered.  He  had  introduced  it  to  one  or  twa 
general  sui-geous,  one  of  whom,  Mr.  Burghard,  said  he  did  not  think 
he  would  ever  again  remove  the  upper  jaw.  By  entering  below  the  eve 
and  cutting  through  the  ascending  process  of  the  superior  maxilla,  there 
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was  free  access  to  the  autrum,  nose  aud  sphenoid  without  disfigurement 
of  the  patient.  It  also  preserved  the  teeth,  and  there  was  not  much 
bleeding  caused. 

Mr.  Lack,  in  reply,  said  his  idea  was  to  turn  up  tlie  upper  lip  aud 
reach  the  outer  wall  of  the  nose  in  that  way,  as  it  was  the  lower  part 
of  the  nose  which  was  affected. 

Fatal  Cavernous  Sinus  Thrombosis  following  Left  Tonsillitis. 
— H.  J.  Davis. — The  patient,  a  healthy  boy,  aged  ten,  developed  on 
December  Tl  a  unilateral  parenchymatoiis  tonsillitis.  His  two  brothers 
had  previously  been  laid  up  in  the  same  house  with  follicular  tonsillitis. 
This  had  run  its  usual  course.  On  January  3  the  temperature  was 
104°  F.,  with  rigors,  aud  these  continued  in  spite  of  all  treatment  until 
he  died  on  January  13,  the  temperature  being  107°  F.  January  5  :  Anti- 
streptococcus  serum  was  injected,  and  the  next  day  the  palate  and  tonsil 
were  incised  and  on  Januaiw  7  incision  was  made  in  the  neck,  but  no  pus 
was  found.  January  8  :  Swab  taten  from  the  wound  and  blood  taken 
from  elbow  vein ;  swab  was  sterile,  but  after  prolonged  cultivation 
Staphylococcxis  albtts  was  found  in  theblood.  On  January  9  the  diagnosis 
of  cavernous  sinus  thi'ombosis  was  obvious.  The  eyelids  were  oedematous 
and  tightly  closed  over  the  eye,  which  was  bulging,  there  was  ecchymosis 
of  the  conjunctiva,  and  oedema  had  spread  to  the  forehead  and  face  from 
blocking  of  the  facial  vein  and  extended  down  the  neck.  There  was  little 
to  be  seen  in  the  throat  except  that  the  left  tonsil  was  red  and  slightly 
enlarged.  Incisions  were  made  in  the  palate,  face,  neck  and  eyelids,  and 
the  conjunctiva  was  also  incised  and  5  minims  of  liq.  amnion,  fort, 
administered  every  two  hours  in  water.  January  10  :  Twitchings  and 
paresis  of  the  leg  supervened  ;  lumbar  puncture  fluid  clear ;  4  c.c.  drawn 
off  appai-ently  not  under  pi-essure.  Fluid  stei-ile  and  did  not  reduce 
Fehling's  solution.     Child  died  on  January  13. 

In  the  only  other  two  cases  of  cavernous  sinus  thrombosis  following 
tonsillitis  which  he  had  seen,  in  one  the  patient  recovered,  but  was  blind, 
and  the  other,  a  soldier,  died  on  the  fifth  day.  In  each  case  the  affection 
was  imilateral. 

Mr.  0'Ma.lley  asked  the  route  of  spread  of  the  infection  from  the 
tonsil  to  the  cavernous  sinus.  He  knew  of  a  case  in  which  the  cavernous 
sinus  became  involved  three  weeks  after  the  removal  of  tonsils  and 
adenoids.  The  patient  died  aud  the  jyost-mortem  showed  the  tonsillar  and 
adenoid  regions  fully  healed,  and  the  presence  of  an  osteomyelitis  of  the 
body  of  the  sphenoid,  which  involved  the  sinus  by  direct  spread  along 
the  optic  nerve  on  one  side.  In  the  present  case  there  might  have  been 
another  focus  of  infection  besides  the  tonsil,  which  would  account  for 
rigors  and  high  temperature,  even  before  invasion  of  the  sinus. 

Sir  StClair  Thomson  said  he  had  seen  only  three  cases  of  thrombosis 
of  the  cavernous  sinus.  In  two  the  spread  was  from  the  sphenoid,  and 
the  third  was  an  ear  case.  It  was  difficult  to  trace  the  route  from  the 
tonsil.  The  histories  seemed  to  suggest  that  the  same  infection  which 
attacked  the  tonsil  got  located  in  the  sphenoidal  sinus,  and  that  even  in 
so-called  tonsil  cases  the  thrombosis  was  really  of  sphenoidal  origin. 

Dr.  JoBSON  HoRNE  recalled  a  case  in  which  thei-e  was  no  external 
indication  of  infection,  but  post-mortem  the  sphenoidal  sinus  was  found 
to  be  infected,  and  that  fully  explained  the  condition. 

Dr.  W.  Hill  asked  what  line  of  surgical  treatment  should  be  adopted 
in  cases  of  cavernous  sinus  disease  if  one  were  asked  to  do  something 
more  when  vaccines  failed.     The  sinus  was  awkwardly  situated,  but  it 
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could  be  got  at  either  through  the  skull  or  through  the  orbit  or  through 
the  sphenoidal  sinus.  He  wondered  whether  it  had  been  found  useful  to 
turn  out  the  clot  and  drain. 

Dr.  FiTzG-ERALD  said  that  thromboses  of  the  pterygoid  plexus  of 
veins  are  usually  responsible  for  cavernous  sinus  thrombosis  in  infection 
from  throat.  He  believed  the  sinus  had  in  some  cases  been  approached 
through  the  pterygo-maxillary  fossa. 

Dr.  Dan  McKenzie  said  the  question  of  operation  would  be  found 
dealt  with  in  a  recent  number  of  the  Lancet  in  an  article  by  Mr.  Ballance, 
in  a  paper  read  by  him  at  the  International  Congress  of  Otology,  Boston, 
last  year. 

Mr.  H.  J.  Davis  believed  the  infection  of  the  cavernous  sinus  travelled 
through  the  facial  vein,  as  it  communicated  by  the  angular  vein  with  the 
ophthalmic  vein  in  the  orbit.  The  oedema  of  the  face  was  due  to 
plugging  of  the  facial  vein.  He  did  not  know  whether  there  was  trouble 
in  the  sphenoidal  sinus,  but  there  was  nothing  to  suggest  it.  Strong 
ammonia  certainly  reduced  the  liability  of  the  infection  to  spread ;  that 
was  seen  also  in  jugular  sinus  thrombosis  in  which  the  jugular  was  not 
tied,  and  in  femoral  thrombosis  and  thrombosis  elsewhere  in  the  body. 
It  lessened  the  tendency  to  coagulation. 

Unilateral  Paralysis  of  Left  Cord,  Tongue  and  Palate.— H.  J. 
Davis. — The  patient,  a  healthy-looking  man,  aged  forty-nine,  had  a 
history  of  three  weeks'  increasing  difficulty  in  swallowing,  and  the  case 
was  supposed  to  be  one  of  early  oesophageal  growth.  The  left  side  of  the 
tongue  was  atrophied  and  pai-alysed ;  the  same  applies  to  the  palate  and 
the  same  to  the  left  side  of  the  larynx.  The  dysphagia  is  probably, 
therefore,  due  to  muscular  weakness.  Probably  the  implication  of  the 
cranial  nerves  is  due  to  a  specific  meningitis. 

The  President  some  years  ago  had  shown  two  cases  :  (1)  A  patient 
suffering  from  syringomyelia  in  which  there  was  paralysis  of  the  right 
vocal  cord,  of  the  right  half  of  palate  and  pharynx,  the  right  sterno- 
mastoid  and  upper  third  of  trapezius.  (2)  A  male,  with  paralysis  of 
left  vocal  cord,  left  sterno-mastoid  and  upper  third  of  trapezius.  This 
was  probably  due  to  a  basal  pachymeningitis.  Similar  cases  had  been 
previously  recorded  by  Hughlings  Jackson  and  Morell  Mackenzie. 

Perforating  Ulcer  of  the  Palate. — W.  H.  Kelson. — Patient  (a 
clerk),  aged  sixty-three,  who  denies  syphilis,  says  he  first  noticed  a  small 
sore  on  the  roof  of  his  mouth  eighteen  months  ago.  Six  months  ago  he 
went  into  hospital  and  had  three  doses  of  neo-salvarsan,  2"4  grm.  in  all, 
and  on  leaving  the  Wassermann  test  was  negative.  He  then  gave  up 
treatment  for  some  months.  The  ulceration,  however,  still  went  on, 
and  he  became  much  troubled  with  food  passing  up  into  his  nose.  He 
then  became  a  patient  at  the  Loudon  Throat  Hospital,  and  is  now  taking 
perchloride  of  mercury  and  iodi^le  of  potassium.  A  large  funnel-shaped 
ulcer  of  the  hard  palate  is  present,  which  passes  up  into  the  cavity  of 
the  nose. 

The  President  said  that  two  or  three  years  ago  there  was  a  similar 
case  at  University  Hospital.  The  man  was  medically  treated  with  anti- 
syphilitic  remedies,  as  well  as  calomel  inhalations.  The  Wassermann 
test,  however,  was  always  negative ;  and  yet  the  appearance  was  so  much 
like  that  of  syphilis  that  the  treatment  mentioned  was  continued.  The 
patient  died,  and  the  disease  was  proved  to  have  been  chronic  glanders. 
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In  this  case  the  whole  soft  palate  was  eaten  away  so  that  one  looked  np 
into  a  dome  in  the  uasopharvux.  • 

Dr.  JoBsoN  HoRNE  said  the  localised  nature  of  the  growth  and  its 
duration  were  against  it  being  glanders.  The  appearance  of  the  i;lcera- 
tion  was  i^nusual  in  that  situation  and  reminded  one  of  so-called 
"  rodent  ulcer."  However,  the  enlarged  and  hard  lymphatic  gland 
beneath  the  angle  of  the  jaw  on  the  right  side  suggested  malignancy. 

Lupus  of  the  Gums  and  Pharynx.— W.  H.  Kelson. — Patient,  a 
man,  aged  forty,  who  denies  syphilis,  states  that  his  throat  first  felt  sore 
about  seven  ni'onths  ago,  but  says  he  now  has  no  pain  on  swallowing. 
On  examination  ulceration  and  a  nodular  condition  is  seen  on  the  gums, 
right  tonsils,  palate  and  pharyngeal  wall.  Marked  improvement  has 
taken  place  since  he  has  been  put  on  arsenic,  and  incidentally  a  very 
irritating  skin  eruption  from  which  he  had  suffered  for  several  years  has 
disappeared. 

The  President  noted  that  the  gums  were  most  diseased  where  the 
pyorrhoea  was  most  marked.     The  teeth  certainly  needed  attention. 

Dr.  JoBSON  HoRNE  had  detected  a  similar  lesion  in  the  inter-arytaenoid 
region  of  the  larynx  of  the  patient. 

Dr.  Kelson  replied  that  the  patient  could  now  swallow  in  comfort, 
whereas  previously  he  had  been  in  considerable  pain.  He  believed  it  was 
lupus. 

Laryngeal  Disease.— W.  Jobson  Home. — The  patient,  a  male, 
aged  thirty-six.  The  left  vocal  cord  was  hidden  by  the  left  A^entricular 
band.  The  movement  of  the  cords  had  been  irregidar :  the  left  appeared 
to  move  with  a  greater  effort  than  the  right  cord.  The  nature  of  the 
laryngeal  lesion  was  doubtful. 

A  sister  had  died  from  consumption.  The  examination  of  the  thorax 
and  the  sputum  was  negative. 

Sir  StClair  Thomson  said  he  looked  carefully  for  the  atypical  featm-e, 
but  he  could  not  see  it.  He  saw  one  ventricular  band  more  prominent  and 
slightly  overlapping  one  vocal  cord,  but  he  did  not  regard  that  as  more 
than  a  physiological  abnormalitv. 

The  President  said  that  the  day  before  he  was  consulted  about  a 
similar  case.  The  patient  had  l)een  speaking  in  public  a  good  deal,  and 
his  physician  saw  the  left  ventricular  band  rather  overlapping  the  corre- 
sponding cord.  He  (the  speaker)  gave  the  opinion  that  the  appearances 
were  within  normal  physiological  limits. 

Dr.  JoBSON  HoRNE  did  not  consider  that  the  appearances  which  the 
larynx  presented  should  be  passed  over  as  being  within  the  normal  physio- 
logical limits. 

Double  Paralysis  of  the  Superior  Laryngeal  Nerves  in  the 
Course  of  Disseminated  Sclerosis  from  Lead  Poisoning.— James 
Donelan. — This  man,  aged  twenty-five,  was  first  seen  on  June  19,  1912. 
He  gave  a  history  of  pleurisy  at  the  end  of  the  previous  October,  since 
when  he  had  been  losing  w^eight.  He  had  a  husky  voice  and  a  small, 
white  lenticular  swelling,  about  B  mm.  in  diameter,  at  the  junction  of  the 
right  vocal  cord  and  vocal  process.  He  had  some  soft  rales  over  both 
upper  lobes.  The  case  was  regarded  as  probably  one  of  tuberculosis. 
He  went  to  a  sanatorium  on  September  14,  remaining  there  until  November 
9,  when  it  was  decided  that  the  case  was  not  one  of  tuberculosis.  The 
patient  on  January  8  was  seen  by  Dr.  Head,  who  regarded  the  case  as 
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disseminated  sclerosis.  On  March  5  it  was  found  that  both  crico- 
thyroid muscles  were  paralysed,  but  there  was  no  paralysis  of  the 
recurrents.  Abduction  and  adduction  are  unimpaired,  and  the  patient 
possesses  a  loud,  rough  voice,  being  able  to  shout,  but  tiie  tone  and  ring 
of  the  normal  voice  are  absent.  The  wavy  outline  of  the  glottis  is  very 
characteristic.  There  appears  to  be  some  slackness  of  the  arytaeno- 
epiglottidean  folds.  There  is  scarcely  any  movement  of  the  cricoid 
cartilage  towards  the  thyroid  during  phonation. 

He  was  a  printer's  labourer,  occasionally  employed  on  small  jobs  of 
type-setting,  such  as  the  titles  of  books.  He  had  also  a  good  deal  to  do 
with  the  handling,  cleaning  and  forwarding  of  frames  of  type.  His  attack 
of  pleurisy  in  1911  seems  to  have  diminished  his  resistance  to  lead- 
poisoning. 

Tonsil  Forceps. — James  Donelan.— This  instrument  is  on  the 
principle  of  the  Krause  wool-holder  and  permits  the  passage  of  any  snare 
or  tonsillotome  after  the  grasp  has  been  secui-ed.  It  is  made  to  grasp  the 
tonsil  in  a  vertical  direction  as  suggested  by  Ballenger  some  years  ago. 
Instead  of  teeth,  which  are  so  often  apt  to  tear  the  tonsil,  it  has  two 
grooved  rings  like  a  tongue  forceps.  It  has  proved  useful  in  the  removal 
of  stumps  and  embedded  tonsils. 

Sinusitis  Exulcerans  of  the  Frontal  Sinus ;  operative  Trauma 
of  the  Dura;  Recovery. — Dan  McKenzie. — The  patient,  a  female, 
aged  sixty-six,  was  seen  in  August,  1912,  on  account  of  a  small,  painless 
swelling  under  the  left  supra-orbital  margin  of  a  few  days'  duration. 
There  was  no  history  of  any  discharge  from  the  nose,  and  no  pus  could  be 
seen  in  any  part  of  the  nasal  cavities.  Nevertheless,  the  swelling,  which 
had  now  spread  to  involve  the  whole  supra-orbital  region  and  upper 
eyelid,  was  obviously  due  to  frontal  sinus  suppuration. 

The  first  operation  was  to  have  been  limited  to  simple  opening  and 
drainage  of  the  sinus.  But  early  in  the  proceeding  the  dura  was 
wounded  in  a  curious  manner.  After  making  the  first  incision  through 
the  eyebrow  down  to  the  periosteum,  whereby  a  quantity  of  pus  was 
evacuated,  in  elevating  the  pericranium  the  end  of  the  elevator  plunged 
through  the  soft  anterior  wall  of  the  sinus,  and  through  a  sinus  full  of 
pus,  through  its  postei'ior  wall,  which  was  thin  but  healthy,  and  through 
the  dura ! 

After  removing  all  the  walls  of  the  sinus  (save  the  posterior)  the 
fractured  posterior  wall  lay  exposed  to  view.  This  wall  was  removed 
with  cutting  bone-forceps  and  a  tear  in  the  dura  revealed  about  8  mm.  in 
length.  The  dural  tear  was  then  enlarged  until  the  cerebro- spinal  fluid 
began  to  flow  freely.  Fiuallv,  a  gauze  drain  was  inserted  between  the 
lips  of  the  dural  wound,  and  the  sinus,  etc.,  was  lightly  packed  with  iodo- 
form gauze. 

Save  for  a  violent  headache  next  day  the  patient  showed  no  sign  of 
intra-cranial  damage,  and  fears  of  trouble  from  the  accident  soon  sub- 
sided. After  a  prolonged  course  the  sinus  finally  healed.  The  deformity 
is  great,  but  so  was  the  bony  destruction. 

Attention  was  drawn  again  to  the  accident  to  the  dura  (and  doubtless 
to  the  brain),  and  to  the  advisability  of  exposing  and  enlarging  such 
wounds  so  as  to  institute  a  free  flow  of  cerebro- spinal  fluid. 

The  President  had  lately  seen  a  similar  case,  in  which  there  was  an 
acute  exacerbation  of  chronic  frontal  sinus  empyema.  He  made  the  usual 
incision   through   the  eyebrow,  and   insei'ted   an  elevator  to  raise  the 
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periosteum  from  the  front  wall  of  the  sinus,  but  the  bone  composing  that 
wall  was  so  soft  and  infiltrated  by  inflammatory  products  that  it  broke 
away  witli  the  periosteum,  and  thus  the  sinus  cavity  was  at  once  exposed 
in  its  whole  anterior  extent.  The  patient  had  recovered.  The  posterior 
Avail  of  the  sinus  was  healthy. 

Mr.  H.  J.  Davis  said  he  did  not  see  the  object  of  always  removing 
the  floor  of  the  sinus.  The  best  way  of  making  an  inf  undil)ulum  larger 
Avas  with  a  drill,  and  he  did  not  think  su<?h  a  cavity  ever  closed  up.  It 
left  a  hole  large  enough  for  the  house-surgeon  to  pass  in  a  catheter  and 
wash  it  out.  Patients  got  well  Avithout  the  floor  of  the  sinus  being 
removed,  and  there  Avas  less  risk  of  injury  to  the  eye. 

Major  Moore  said  the  patient  had  made  an  excellent  recovery  from 
her  very  serious  illness.  It  Avould  seem  a  pity  that  so  large  a  degree  of 
deformity  should  remain.  Did  Dr.  McKeuzie  at  a  later  date  propose,  by 
paz'affin  injection  or  other  means,  to  lessen  this  y 

Dr.  McKenzie  replied  that  the  patient  was  aged  sixty-six,  and  he 
had  no  intention  of  operating  any  further. 

Death  after  Tonsillotomy. — Dan  McKenzie.— The  patient,  a  boy 
aged  nine,  was  brought  to  the  Central  London  Throat  and  Ear  Hospital 
on  Mai'ch  6,  1913,  for  the  removal  of  enlarged  tonsils  and  adenoids.  The 
presence  of  subacute  middle-ear  catarrh,  Avith  some  fever  (temperatui-e 
101°  F.),  led  to  the  postponement  of  the  operation  on  the  throat  for  five 
weeks.  At  the  end  of  that  time  the  ear  was  di'v  and  he  Avas  considered 
to  be  sufiiciently  Avell.  Tonsils  and  adenoids  were,  therefore,  removed  in 
the  out-patient  department  under  ethyl  chloride  anaesthesia  on  April  16, 
1913,  the  simple  tonsillotomy  operation  being  performed. 

Three  days  after  operation  he  returned  to  hospital  Avith  a  temperature 
of  103°  F. ;  great  cedema  and  swelling  of  the  left  side  of  the  neck  below 
the  left  angle  of  the  jaAv,  together  with  redness,  swelling,  and  a  sloughy 
condition  of  the  left  side  of  the  palate  and  pharynx.  An  incision  Avas  at 
once  made  under  chloroform  into  the  oedematous  cervical  swelling,  and  a 
great  quantity  of  foetid  pus  deliA'ered.  Next  day  the  boy  looked  lietter. 
The  cervical  ooedema  had  disapjDeared,  the  faucial  inflammation  had  sub- 
sided, and  the  patient  could  phonate,  SAvalloAv  and  breathe  without 
difficulty.  The  temperature  Avas  loAver,  oscillating  V)etween  99'2^  and 
102°  F.  On  the  folloA\'ing  morning,  however,  he  Avas  suddenly  seized  Avith 
violent  pain  in  the.  left  side  of  the  chest,  the  respirations  rose  to  30  in  the 
minute,  friction  could  be  heard,  and  his  strength  began  to  fail.  Eighteen 
hours  later  he  died.  Post-mortem  :  Double  pneumonia  and  pleurisy,  with 
double  empyema  ;  pericarditis  and  pericardial  effusion.  The  oi'ganisms 
obtained  both  from  the  cervical  abscess  and  from  the  pleural  cavitv  were 
of  the  same  type  as  those  which  normally  inhabit  the  mouth  and  pharynx 
—  Spirocha^ta  dent  mm,  etc.  The  patient's  teeth  Avere  all  sound.  The 
death  was  ascribed  to  oral  sepsis. 

Dr.  JoBSON  HoRNE  considered  that  the  presence  of  the  Spirochxta 
dentium  was  a  coincidence  and  not  the  cause  of  the  death.  The  latter  he 
considered  Avas  probably  a  pneumococcus  infection  and  associated  with 
the  middle-ear  disease. 

Dr.  DoNELAN  agreed  that  death  was  probably  due  to  pneumococcal 
infection. 

Mr.  H.  J.  Davis  said  that  tAvo  years  ago  an  out-patient,  aged  seven,  died 
after  such  an  operation  eight  days  afterwards,  of  septic  pneumonia,  and 
with  enlarged  glands  on  each  side  of  the  neck.  It  Avas  not  imusual  for 
out-patient  operation  cases  to  be  laid  up  with  bronchitis,  and  the  condi- 
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tion  of  the  throat  became  septic  if  they  did  not  receive  careful  subsequent 
attention  at  home.  His  practice  was  to  order  them  to  be  kept  three  days 
in  bed  and  another  three  days  indoors.    . 

Dr.  McKenzie  stood  by  his  contention  that  the  infection  from  the 
mouth  was  the  probable  cause  of  the  death. 

Goitre  with  Severe  Pressure  Symptoms  ;  (?)  Malignant. — 
Dan  McKenzie. — The  patient  is  a  woman,  aged  seventy-three.  The 
goitre  has  appeared  within  the  last  three  years.  It  is  nodular  and  rathex* 
hard.  There  is  tracheal  stridor  and  some  difficulty  in  swallowing.  The 
left  cord  is  paralysed ;  the  trachea  can  be  seen  to  be  narrowed ;  the 
external  jugular  vein  is  greatly  enlarged  ;  and  there  are  some  enlarged 
glands  in  the  left  supra-clavicular  region. 

Mr.  Harmer  did  not  think  it  malignant.  The  difficulty  of  breathing 
and  swallowing  might  be  caused  by  the  fact  that  it  travelled  down  into 
the  thorax  behind  the  sternum,  and  if  she  were  well  enough  he  would 
take  out  a  piece  of  the  growth  and  ascertain  its  nature. 

The  President  said  he  had  seen  a  patient  who  had  paralysis  of  the 
left  reciu-rent  nerve,  with  difficulty  in  swallowing ;  the  case  was  trans- 
ferred to  Mr.  Berry,  who  operated  upon  her,  and  removed  a  large 
dermoid  cyst  from  behind  the  manubrium  sterni.  In  the  patient  showui 
to-day  the  thyroid  was  rather  soft,  whereas  the  malignant  tumours  of 
this  gland  wliich  he  had  seen  had  usually  been  extremely  hard. 

Dr.  McKenzie  replied  that  some  years  ago  he  had  a  case  of  wliat 
appeared  to  be  a  goitre,  wliich  was  pulsating,  and  hemorrhage  was 
expected ;  but  it  turned  out  to  be  a  mediastinal  dermoid  presenting  in 
the  neck.  It  did  not  permit  of  removal,  and  a  sinus  was  left  open  in 
the  neck,  discharging  dermoid  material. 

Endothelioma  of  the  Soft  Palate.— Dan  McKenzie.— Girl,  aged 
seventeen.  The  growth  appeared  in  the  nasopharynx  in  clusters  of 
polypoid-looking  masses.  Three  operations  have  been  performed.  In 
the  last,  a  fortnight  ago,  the  external  carotid  was  tied,  and  the  soft 
palate  removed.  But  it  was  found  impossible  to  remove  the  whole 
of  the  growth  as  it  had  extended  to  involve  the  lateral  wall  of  the  naso- 
pharynx. 

The  President  said  he  had  seen  seven  such  cases  early,  when  there 
was  only  a  little  deafness  or  a  little  anaesthesia  over  the  lower  division  of 
the  fifth,  and  a  little  immobility  of  the  levator  palate.  Extensive  and 
complete  operations  on  some  of  his  cases  had  been  done,  but  no  case  had 
been  cured. 

Mr.  H.  J.  Davis  said  treatment  by  diathermy  might  be  used. 

Mr.  Harmer  said  ten  cases  of  malignant  growth  of  the  palate  had 
been  treated  at  St.  Bartholomew's  Hospital  by  diathermy.  One  was 
still  well,  eighteen  months  afterwards,  and  had  been  exhibited.  There- 
was  not  mvich  difficulty  in  the  opei'ation,  and  not  much  soreness  after- 
wards. 

Mr.  W.  Hill  had  seen  two  bad  cases  in  which  the  tumour  temporarily 
disappeared  when  treated  with  radium.  In  one  case  the  tumour  was  so 
large  that  the  palate  was  pushed  forward  nearly  to  the  teeth,  and  the 
patient  could  neither  hear,  swallow  nor  breathe.  Five  tubes  totalling 
250  mg.  wei'e  used  for  about  forty  hours,  and  the  whole  soft  mass  dis- 
appeared, though  the  invasion  of  the  bone  in  the  region  of  the  pterygoid 
process  remained,  as  evidenced  by  vdceration  and  some  pain.  Hearing 
became  normal  in  one  ear,  and  greatly  improved  in  the  other ;  swallowing 
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became  normal ;  tlie  patient  was  able  to  dispense  with  bis  tracheotomy 
tube  at  the  end  of  a  week.  The  -patient  lived  six  months,  but  there  was 
eventually  marked  involvement  of  the  maxilla,  etc. 

Mr.  KiscH  suggested  that  Coley's  fluid  might  be  tried. 

Dr.  McKenzie  replied  that  he  did  not  think  any  of  the  remedies 
suggested  would  make  much  difference  in  this  case,  because  when  he  tied 
the  external  carotid  he  had  removed  some  glands  which  were  found  to 
contain  growth.  The  patient  came  complaining  simply  of  nasal  obstruc- 
tion, and  he  saw  what  looked  like  polypi  in  the  naso-pharynx.  On 
putting  his  finger  in  he  found  they  sprang  fz'om  the  upper  sui-face  of  the 
soft  palate.  The  pathologist  reported  at  first  that  they  were  simple  nasal 
polypi,  but  further  investigation  revealed  their  true  nature. 

Large   Polyp    growing    from  the   Tonsil.— E.   D.   Davis.— The 

patient,  a  man  aged  twenty-one,  said  that  he  could  see  something 
growing  from  his  tonsil,  but  there  were  no  symptoms.  The  pedicle  of 
the  polyp  was  crushed  with  artery  forceps  and  the  polyp  cut  olf. 

The  President  said  these  growths  nearly  always  grew  from  the 
region  of  the  intratonsillar  fossa. 

Web  in  the  Nasopharynx. — J.  H.  Connolly.— Patient,  a  woman, 
aged  thirty-two,  under  treatment  for  suppurative  otitis  media  believed  to 
have  begun  about  three  years  ago.  N"o  complaint  directly  referable  to 
nasopharynx  now.  Passing  upwards  and  backwards  from  Eustachian 
cushion  on  either  side  and  meeting  across  vault  of  nasopharvnx  is  a 
fringe  of  mucous  membrane,  which  might  be  compared  to  the  peripheral 
remains  of  a  diaphragm.  It  presents  two  small  perforations,  one  on 
either  side.  There  is  a  distinct  interval  between  posterior  edge  of  septum 
nasi  and  the  fringe. 

Dr.  JoBSON  HoRNE  said  that  when  the  conditiun  was  unilateral  the 
question  of  traumatism  had  been  raised. 

Mr.  H.  J.  Davis  considered  it  was  scar-tissue  from  a  gumma  in  the 
post-nasal  space. 

Mr.  CoNOLLY  expressed  the  opinion  that  the  structure  was  congenital 
in  origin. 

Malignant  Disease  of  the  (Esophagus ;  complete  Paralysis  of 
the  Left  Recurrent  Nerve. — E.  A.  Peters. — H.  ^V.  F — ,  aged  forty- 
three,  carpenter,  had  severe  influenza  eight  weeks  ago.  Twenty  days 
ago  the  voice  suddenly  became  hoarse.  For  eight  days  there  has  been 
inability  to  swallow  solid  food.  The  left  cord  is  completely  paralysed ; 
it  is  curved  and  lies  in  the  cadaveric  position.  The  left  arytseuoid  is 
slightly  pushed  forward  and  rotated,  so  that  the  vocal  process  is 
prominent  and  gives  the  sickle-shaped  appearance  to  the  cord.  A  bougie 
passes  only  8i  inches  from  the  teeth,  and  an  enlarged  gland  can  be  felt 
above  the  left  clavicle.  Nothing  abnormal  was  found  on  examining  the 
heart  and  lungs. 

Dr.  W.  Hill  said  he  had  seen  a  number  of  malignant  cases  in  which 
the  dysphagia  was  of  quite  sudden  onset.  The  revealing  signs  of  cancer 
of  the  oesophagus  were  very  late.  Sometimes  even  with  considerable 
stricture  the  patient  could  swallow  well,  and  in  most  instances  the  disease 
was  quite  advanced  before  anything  Avas  suspected  of  being  wrong,  espe- 
cially when  the  disease  was  too  low  to  cause  laryngeal  paralysis.  His 
diagnosis  of  advanced  malignant  stricture  based  on  endoscopy  had  often 
been  received  with  scepticism  in  cases  where  patients  were  brought  for 
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the  relief  of  a  sudden  impaction  of  a  large  portion  of  meat  or  vegetable 
in  the  gullet  where  there  had  been  no  previous  symptoms  whatever  of 
dysphagia. 

The  President  mentioned  a  case  in'  which  the  dysphagia  seemed 
determined  by  a  hearty  laugh,  and  next  day  the  patient  was  found  to  be 
unable  to  swallow  solid  food.  Until  this  symptom  arose  he  did  not  think 
he  was  in  anything  but  perfect  health. 

Syphilitic  Ulcer  of  the  Pharynx, — H.  A.  Kisch. — Patient  has  had 
a  sore  throat  for  two  months.  The  glands  in  the  neck  have  been  enlarged 
about  the  same  tirae,  but  both  sides  are  said  to  have  been  involved  at 
first.  The  throat  gets  better  at  times,  but  has  never  become  quite  well. 
A  small  elongated  ulcer  is  seen  on  the  lateral  wall  of  the  pharynx,  (m  the 
left  side  just  behind  the  posterior  pillar  of  the  fauces.  The  base  and 
edges  are  firm  to  the  touch,  but  not  everted  or  indurated.  There  is  a 
chain  of  glands  in  the  left  posterior  triangle,  tlie  upper  glands  being  the 
larger,  and  they  appear  to  be  inflammatory  in  nature.  A  section  of  the 
wall  of  the  ulcer  simply  sliows  an  inflammatory  condition.  The  patient 
is  aged  twenty-four,  has  had  two  children  and  no  miscarriages.  The 
Wassermann  reaction  is  positive.  The  ulcer  is  healing  and  tlie  glands 
diminishing  in  size  with  antisyphilitic  treatment. 

Laryngeal  Perichondritis  with  Stenosis.— William  Hill. — The 

man  Avas  first  shown  as  a  case  of  escharotic  stricture  of  the  deep  pharynx 
and  gullet  after  swallowing  glacial  acetic  acid  ;  later  as  a  laryngeal  case 
with  impaired  abduction,  probably  due  to  myopathic  injury  ;  and  now  lie 
showed  it  as  laryngeal  stenosis,  obviously  associated  with  perichondritis. 
The  latter  had  come  a  month  ago.  Intubation  of  the  gullet  had  been 
discontinued  for  a  consideralile  time  previously.  The  ])atient  Avas  now 
wearing  a  tracheotomy  tube  and  taking  iodide  of  potassium.  There  had 
not  been  more  than  a  slight  noctin*nal  elevation  of  temperature,  for  a  few 
days  at  the  most,  and  he  did  not  suspect  it  as  being  streptococcal,  but  it 
might  be  latent  chronic  pneumococcal  disease.  There  were  no  tubercle 
bacilli  or  any  other  pathogenic  organisms  foimd  in  the  discharges,  and 
the  Wassermann  reaction  was  negative.  As  there  was  evidence  of  much 
external  thickening  of  cartilages  as  well  as  internal  stenosis  it  was  possible 
that  an  abscess  might  appear  later  and  clear  up  the  diagnosis. 

Brain  with  Large  Pituitary  Tumour  in  sitii. — William  Hill.— 

The  case  was  described  at  the  March  meeting  of  the  Section.^  The 
,  specimen  was  now  shown  mounted  on  gelatine  by  the  Kaiserling  process. 
A  slice  has  been  removed  from  the  surface  of  the  right  half  of  the 
tumour  to  show  extravasation  of  blood  into  the  substance  of  the  tumour 
from  operative  perforation.  This  led  to  the  formation  of  a  large  hsema- 
toma  beneath  the  capsule  and  caused  death  by  increased  intra-cranial 
pressure. 

Tumour  of  Superior  Maxilla. — Walter  Howarth. — The  patient 
has  noticed  a  swelling  of  the  right  side  of  the  face  for  six  months.  There 
has  been  no  discharge  from  the  nose  and  only  bleeding  on  one  occasion 
three  weeks  ago.  There  is  no  pain.  There  is  no  pus  in  the  antrum.  On 
transillumination  there  is  a  dark  shadow  on  the  right  side,  whilst  the 
X-ray  plate  shows  the  region  to  be  more  opaque  than  the  left  side. 
There  are  no  unerupted  teeth.  An  exploratory  incision  was  made  in  the 
'  See  Proceedings,  p.  103  et  seq. 
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labio-gingival  fold  aud  the  periosteum  raised  over  the  swelling.  The 
surface  of  the  tumour  was  smooth  and  gradually  shaded  oif  into  the 
maxilla,  so  that  it  was  impossible  to  say  which  was  tumour  and  which 
maxilla.  Considerable  portions  were  chiselled  away  and  presented  the 
appearance  of  rapidly  growing  bone.  Microscopic  sections  show  a  con- 
dition of  chronic  osteitis  with  considerable  rarefaction. 

?  Malignant  Ulceration  of  Hard  Palate.— W.  M.  Mollison.—Male, 

aged  seventy-one.  He  has  noticed  a  small  lump  under  the  left  side  of 
the  tongue  for  some  twelve  months  ;  it  has  slowly  increased  in  size  and 
is  painless,  though  bleeding  now  and  then.  There  is  a  hard,  movable 
mass  under  the  tongue  on  the  left  side  scarcely  painful  to  touch  ;  not 
ulcerated.  The  tongue  can  be  well  protruded.  There  is  superficial 
ulceration  on  the  right  side  of  the  hard  palate  extending  on  to  the 
posterior  extremity  of  the  alveolus  ;  the  palate  is  freely  movable.  There 
is  a  single  hard  gland  beneath  the  angle  of  the  jaw  on  the  right  side. 

Mr.  H.  J.  Davis  said  epithelioma  of  the  palate  often  began  in  this 
way.  One  instance  was  shown  at  the  Section  three  and  a  half  years  ago. 
Some  thought  it  was  herpes  and  others  that  it  was  lupus.  He  first 
thought  it  was  lupus,  and  then  tuberculosis,  but  the  patient  developed 
later  a  fungating  mass  which  was  malignant. 

The  President  said  Mr.  Charters  Symonds  had  drawn  attention  to 
the  point  mentioned  by  Mr.  H.  J.  Davis. 

Dr.  Kelson  was  struck  by  the  resemblance  of  the  case  to  Mr.  Lack's, 
sections  of  which  proved  to  be  papilloma.  He  suspected  the  present  case 
was  malignant,  but  possibly  it  might  be  papilloma. 

Mr.  MoLLisoN  said  that  he  recently  saw  a  man  with  a  superficial 
ulcer  on  his  soft  palate,  creeping  into  the  right  tonsillar  fossa.  There 
was  a  strong  tubercular  history — almost  all  his  relatives  had  died  from 
it.  The  ulcer  was  superficial  and  movable.  He  removed  the  growth, 
thinking  it  was  a  localised  tuberculous  ulcer  ;  section,  however,  showed  it 
to  be  epithelioma.  AVith  regard  to  his  case  he  replied  that  he  took  the 
ulceration  on  the  palate  to  be  syphilitic,  and  thought  the  mass  under  the 
tongue  was  a  chronic  inflammatory  condition  becoming  epitheliomatous. 
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The  Surgical  Management  of  Diseases  of  the  Frontal  Sinus. 
— Robert  Cunningham  Myles  (New  York  City). — The  following  rules 
for  the  surgical  management  of  the  diseases  of  the  frontal  sinus  were 
proposed  : 

(Ij  When  the  acute  cases  have  unbeai-able,  severe  and  continuous 
pain  in  the  sinus  and  above  the  eyes,  attended  with  profound  constitu- 
tional symptoms — fever,  chills,  and  depression — one  should  proceed  in  a 
definite  manner  to  relieve  the  pressure,  if  necessary  by  doing  a  sub- 
mucous operation  on  an  obstructive  deflected  septum  and  by  removal  of 
the  anterior  end  of  the  middle  turbinal,  a  part  of  the  anterior  ethmoidal 
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cells,  and  the  nasal  process  of  the  superior  maxillary  bone.  If  this  fails, 
a  small  incision  in  the  skin  above  the  inner  canthus  of  the  eve  and  a 
small  opening  in  the  bone  should  be  made,  a  radical  operation  to  follow 
a  few  weeks  later  if  necessaiy. 

(2)  Chronic  cases  should  be  ti'eated  by  the  external  operation  where 
there  is  evidence  of  bone  necrosis,  either  with  or  without  perfoi-ation  ; 
for  neoplasms,  especially  of  malignant  nature  ;  for  meningeal  symptoms 
which  are  probably  due  to  sinus  disease  ;  for  continued  attacks  of  severe 
pain  and  discharge  mixed  with  pus  and  decaying  debris,  and  to  satisfy 
patients  who  demand  relief  from  recurring  attacks  of  frontal  sinusitis 
after  failure  to  obtain  relief  by  the  internal  operation. 

The  Killian  operation,  combined  with  the  removal  of  the  anterior 
ethmoidal  cells  and  nasal  process  of  the  superior  maxillary  bone,  has 
proved  to  be  a  most  satisfactory  method  in  cases  of  large  sinuses.  The 
drain-way  into  the  nose  from  the  space  where  the  sinus  has  been  should 
be  kept  open  Iw  tubes  until  the  open  space  under  the  bridge  has  become 
oblite)"ated.  Compression  over  the  sinus  will  aid  materially  in  hastening 
the  healing.  The  use  of  the  artificial  blood-clot,  either  coml)ined  with 
paraffin  or  not,  will  decidedly  relieve  many  of  the  objectionable  de- 
formities. 

The  Surgical  Management  of  Diseases  of  the  Frontal  Sinus.— 
Lewis  A.  Coffin  (New  York  City). — Comparatively  less  extra-nasal 
operating  is  being  done  tlian  at  any  time  since  this  procedure  came  into 
vogue.  This  is  partly  because  of  having  reached  a  better  understanding 
of  the  disease  of  the  frontal  sinus,  and  of  its  relation  to  the  diseases  of 
the  other  sinuses,  and  partly  because  of  having  developed  a  better  intra- 
nasal technic.  There  are,  however,  many  cases  of  frontal  and  ethmoidal 
disease  which  demand  extra-nasal  attack. 

The  indications  for  extra-nasal  attack  upon  the  frontal  sinus  are  stated 
as  follows  : 

(1)  Those  apparently  acute  and  fulminating  cases  which  present 
symptoms  of  extreme  pressure  together  with  marked  toxicity. 

(2)  Those  cases  which,  less  urgent  than  the  first  class,  do  not  recover 
under  intra-nasal  treatment. 

(3)  Those  chronic  cases  in  which  the  membrane  has  become  practically 
devitalised  to  the  extent  of  at  least  l)eiug  bevond  repair. 

(4)  Children  under  the  age  of  twelve  years.  The  frontal  sinus  is 
seldom  much  developed  at  that  age,  may  become  diseased,  and  is  best 
operated  extra-nasally. 

(5)  Any  case  in  which  it  is  known  or  believed  that  the  bony  walls  of 
the  sinus  are  diseased  either  jtrimarily  or  secondarily  to  the  disease  of  the 
lining  membrane. 

The  straight  Killian  operation,  in  the  author's  opinion,  gives  the  best 
results  in  operating  extra-nasally  upon  the  frontal  sinus. 

Dr.  H.  HoLBROOK  Curtis  had  said,  in  1902,  all  he  had  to  say  on  the 
pathology  of  this  subject.  He  recalled  three  cases  in  which  he  had 
operated  by  the  external  open  method  and  treated  by  packing  exactly  as 
in  the  mastoid  operation.  These  were  the  first  cases  of  the  kind  presented 
before  the  Society.  Since  that  time  he  had  given  up  much  of  the  external 
surgery  which  he  then  thought  necessarv.  He  had,  however,  done  over 
two  hundred  intra-nasal  frontal  sinus  operations,  and  in  only  two  cases 
had  he  found  it  necessary  to  do  an  external  operation  after  the  internal. 
He  did  not  allow  his  patients  to  progress  to  the  point  which  necessitated 
external  operation.     He  did  not  wish  it  to  'be  luiderstood  that  he  con- 
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sidered  his  operation  as  originally  presented,  the  object  of  which  was  to 
obliterate  the  cavity,  to  be  comparable  to  the  operations  of  Killiau  or 
Kna[ip,  which  prevented  the  deformity. 

Dr.  Thomas  J.  Harris  :  This  symposium  was  included  in  the  pro- 
gramme for  the  reason  that  it  has  been  a  number  of  years  since  the 
subject  has  been  discussed  before  the  Society,  perhaps  not  since  Killian 
Avas  present.  Since  that  time  there  has  been  a  more  or  less  complete 
change  of  view.  The  speaker  did  not  see  a  single  extra-nasal  operation  in 
Germany  last  year.  There  must  be  some  reason  for  this.  The  point  at 
issue  is  the  treatment  of  empyema  confined  to  the  frontal  sinus.  Did 
the  members  of  the  Society,  as  representative  American  laryngologists, 
believe  that  any  treatment,  other  than  treatment  of  the  nose,  was  required 
for  nasal  discharge  with  frontal  sinus  involvement  ?  Were  tlie  failures 
the  result  of  faulty  technique  on  the  part  of  the  operator,  or  of  imperfect 
drainage  ?  Should  every  drop  of  pus  be  eliminated  ?  There  is  a  large 
group  of  cases  that  aie  not  cured  by  the  intra-nasal  method  ;  is  it  true 
that  this  is  a  matter  of  personal  technicjue,  or  is  it  true  that  in  these  cases 
this  method  should  not  be  undertaken  ?  The  operation  is  a  success  as 
performed  by  Halle,  who,  having  got  the  probe  into  the  frouto -nasal 
duct,  always  cuts  anteriorly,  never  posteriorly.  He  uses  a  silver  tube, 
whereas  Ingals  uses  a  gold  tube.  The  position  taken  by  Dr.  Haskin  with 
reference  to  the  use  of  suction  in  the  ti-eatment  of  frontal  sinus  disease 
was  deserving  of  emphasis.  The  method  should  be  employed  not  only 
to  relieve  symptoms,  but  with  the  idea  of  effecting  a  cure  without  going 
into  the  sinus  at  all. 

Dr.  Lee  M.  Hurd  said  the  indications,  as  given  by  the  readers  of  the 
papers,  differ  very  little  from  those  outlined  by  Kiilian  and  Coakley. 
Suction  is  one  of  the  best  means  for  the  treatment  of  both  acute  and 
chronic  cases.  In  the  local  treatment  Beck's  paste  is  oue  of  the  best 
measures  known  to  him.  It  acts  even  more  satisfactorily  in  the  antruui 
and  sphenoid  than  in  the  frontal  sinus.  He  has  maintained  for  years 
that  95  per  cent,  of  cases  can  be  cured  through  the  nose.  The  remaining 
5  per  cent,  should  be  promptly  opened  externally.  During  the  past 
year  he  has  had  three  failures  from  leaving  some  little  cell  not  drained. 
He  cited  a  case  in  which  there  was  involvement  of  the  ethmoidal  but  not 
of  the  frontal  sinuses,  in  which  he  had  operated  five  times  and  had  used 
autogenous  vaccines,  stock  vaccines,  and  phylacogen  without  success. 
After  prolonged  intranasal  treatment,  osteomyelitis,  resulting  in  death, 
developed. 

Dr.  Hanau  W.  Loeb  thought  rhinologists  had  progressed  from  the 
period  of  operative  work  when  the  discovery  of  a  single  drop  of  pus  was 
considered  an  indication  for  radical  surgery,  and  when  a  little  greyish 
area  on  one  side  of  the  frontal  sinus  in  an  X-ray  plate  called  for  radical 
interference. 

Dr.  AVendell  C.  Phillips  emphasised  the  necessity  for  the  extra- 
nasal  operation  in  some  instances  by  citing  a  case  in  point.  He  was 
called  in  consultation,  about  a  year  ago,  to  see  a  young  man,  aged  twenty- 
two,  whose  family  refused  to  permit  operation  without  further  opinion. 
When  he  reached"  the  private  hospital  he  found  Dr.  Coakley  and  another 
specialist  ready  to  perform  the  externpJ  operation.  The  patient  had  a 
deflected  septum,  which  almost  occluded  the  nose  on  the  side  on  which 
the  frontal  sinusitis  was  present.  A  few  weeks  previous  an  operation, 
supposedly  a  septal  resection,  had  been  performed,  resulting  in  a  small 
perforation  but  no  relief  of  the  deflection.  It  was  impossible  to  see  the 
middle  turbinate.    A  few  days  after  this  operation  an  infection  developed, 
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which  involved  all  the  sinuses  on  that  side.  The  eye  deviated  from  that 
side,  and  other  serious  symptoms  were  present.  This  was  a  case  in  which 
an  intra-nasal  operation  was  impossible. 

Dr.  Myles,  in  closing  the  discussion, -thought  the  external  operation 
had  been  taken  too  seriously.  If,  in  certain  acute  cases  under  genei'al 
anaesthesia,  a  small  opening  were  made,  and  too  much  not  attempted,  the 
patient  would  recover  in  a  brief  space  of  time.  He  had  seen  cases  from 
different  sections  of  the  counti-y,  some  of  whom  have  had  as  many  as  a 
dozen  external  operations  without  being  free  from  discharge.  It  is 
important,  in  doing  the  intranasal  operation,  to  leave  part  of  the  mucosa 
of  the  naso-frontal  duct,  the  best  i-esults  being  obtainable  when  this  is 
done.  Care  should  be  taken  not  to  do  too  much  probing  during  the 
healing  process,  as  this  stimulates  the  formation  of  granulation-tissue. 

Dr.  Coffin,  in  closing  the  discussion,  could  not  understand  Dr. 
Curtis's  remarks  with  reference  to  having  said,  in  1902,  all  that  he  had 
to  say  with  reference  to  the  subject.  The  Killian  operation  had  not  been 
developed  at  that  time.  He  thought  Dr.  Curtis  considered  the  Killian 
operation  tlie  method  of  choice.  The  sj^eaker  believed  it  to  be  absolutely 
wi'ong  surgery  not  to  go  in  and  clean  out  everything  that  is  necessary,  if 
surgery  is  to  be  done.  It  is  the  operator's  fault  Avhen  these  cases,  if  seen 
before  serious  complications  have  developed,  do  not  do  well.  Cases 
operated  upon  during  the  past  two  years  show  better  results  than  those 
operated  before  that  time,  which  merely  shows  improvement  in  technique. 
He  did  not  wish  it  to  be  understood  that  because  he  reported  cases 
operated  upon  by  the  radical  method  he  advocated  this  procedure  in  all 
cases.  In  extreme  cases  he  believed  in  going  in  and  cleaning  out 
thoroughly,  according  to  surgical  principles. 

Notes  on  Laryngeal  Cases. — Walter  F.  Chappell  (New  York 
City). — Neoplasms,  swellings,  thickenings  and  ulcerations  in  the  vicinity 
of  the  larynx  present  so  many  ct)iifusing  manifestations  that  a  definite 
diagnosis  can  usually  be  made  only  after  tiie  patient  has  been  under 
observation  for  some  time.  Believing  that  cases  which  present  diffi- 
culties of  diagnosis  are  the  most  instructive,  the  author  presented  the 
interesting  phases  of  a  number  of  cases  which  had  come  under  his 
observation.  Of  these  several  were  malignant  tumours  of  the  cord,  in 
which  thyrotomy  was  performed.  A  case  of  "laryngeal  snoring" 
completed  the  series.  The  hist  case  concerned  a  man  who  for  five  years 
had  been  in  the  haljit  of  snoring  at  night,  making  unusual  noises.  'I'hree 
years  ago  his  wife  noticed  that  his  breathing  would  become  gradually 
slow  and  shallow,  continuing  so  all  night,  with  an  occasional  snort  and 
blow,  which  brought  temporary  relief.  After  about  a  year  all  these 
symptoms  became  more  exaggerated,  the  respirations  became  more 
laboured  and  shallow,  and  the  face  gradually  became  blue.  After  about 
an  hour  of  this  breathing  the  patient  became  completely  cyanosed, 
stopped  breathing,  threw  up  his  hands  like  a  drowning  man,  and  had  a 
general  muscular  convulsion.  When  this  took  place  there  was  a  loud 
violent  expulsion  of  air  from  the  larynx  and  trachea,  and  respiration  was 
re-established.  The  attacks  became  gradually  more  severe,  until  death 
from  suffocation  was  feared.  Examination  revealed  the  fact  that  the 
larynx  was  high  in  the  pharyux,  and  that  the  uvula  and  soft  palate  Avere 
normal  in  size,  but  hanging  lower  than  usual.  The  mucous  membrane  of 
the  uvula,  soft  palate  and  larynx  was  oedematous  and  covered  with  white 
creases.     The  trouble  was  caused  by  the  dropping,  during  sleejj,  of  the 
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uvula  and  soft  palate  low  iuto  the  pharyux,  beiug  sucked  in  and  out  of 
the  larvnx  until  complete  occlusion  was  produced.  A  violent  expiration 
then  expelled  the  uvula  fi'oni  the  larvnx,  and  temporarily  re-established 
respiration.  The  uvula  Avas,  therefore,  removed,  after  which  there  has 
been  no  further  trouble.  Since  encountering  this  case  he  had  seen 
several  similar,  though  less  severe,  cases. 

Intra -nasal  Treatment  of  Meckels  Ganglion.— Edgar  M. 
Holmes  (Boston,  Mass.). — The  treatment  of  tlie  spheno-palatiue,  as 
well  as  that  of  the  Gasserian  ganglion,  is  almost  always  instituted  for  the 
relief  of  sevei'e  neuralgic  pains.  It  consists  of  removing  the  ganglion  bv 
an  operation  which  is  necessarily  extensive  and  associated  with  consider- 
able danger,  of  injecting  some  drug  into  the  substance  of  the  gland,  or  of 
making  application  through  the  nose  to  the  mucous  membrane  of  the 
area  of  the  ganglion.  Two  distinct  classes  of  symptoms  are  considered 
in  the  paper:  (1)  True  tic  douloureux,  the  distinguishing  diagnostic 
symptom  of  which  is  a  paroxysmal  intense  burning,  cutting  pain,  lasting 
from  a  few  moments  to  a  minute  or  more  ;  (2)  severe  acute  recurring 
hemicranias,  chronic  almost  constant  hemicranias.  facial  neuralgias, 
and  deep  boring  suboccipital  pains.  From  the  forty-six  cases  reported 
much  knowledge  as  to  aetiology  and  prognosis  from  treatment  was 
obtained.  By  the  application  of  a  strong  solution  of  cocaine  over  the 
area  of  the  spheno-palatine  ganglion  twelve  cases  were  relieved  tem- 
porarily, ten  were  later  apparently  cured  by  the  alcoholic  injection,  and 
of  thirty-foiu"  cases  not  relieved  by  cocaine  only  eight  wei'e  cured,  and  six 
w'ere  more  or  less  relieved  by  the  alcoholic  injections.  In  the  majority 
of  the  cases  there  was  little  or  no  pain  during  or  after  the  injection,  and 
therefore  there  has  been  as  a  rule  but  slight  shock  following  the  treat- 
ment. One  injection  may  give  permanent  relief,  or  may  give  relief  for  a 
short  or  a  long  period.  A  tirst  injection  may  give  relief  for  a  few  days, 
and  a  second  may  last  for  a  few  weeks,  while  a  third  may  last  for 
months,  and  perhaps  for  years.  If  no  improvement  follows  after  three 
injections  the  case  may  be  considered  hopeless  so  far  as  alcoholic  injec- 
tions ai'e  concerned. 

In  one  of  his  forty-six  cases  alarming  haemorrhage  began  on  the  fifth 
day  following  the  injection,  and  coming,  so  far  as  he  could  learn,  from 
or  near  the  area  of  the  injection. 

Before  injecting  Meckel's  ganglion  the  nose  and  epipharyux  should 
be  carefully  clean>ed,  and  other  surgical  precautions  for  sepsis  observed. 
A  fresh  sterile  |  per  cent,  solution  of  cocaine,  a  fresh  sterile  40  per  cent, 
solution  of  cocaine,  and  a  Meckel's  ganglion  syringe  filled  with  a  5  per 
cent,  carbolic  alcoholic  solution,  should  be  at  hand.  After  cocainising 
the  lower  fossae  of  the  nose  with  the  weak  solution  the  naso-pharyngo- 
scope  should  be  inserted  into  the  side  of  the  nose  opposite  the  ganglion 
to  be  injected,  and  should  be  pointed  toward  the  side  of  that  ganglion. 
The  position  of  the  ganglion,  wdiich  varies  somewhat,  is  approximately 
under  the  area  just  at  the  end  of  the  middle  turbinate,  and  at  this  place 
are  almost  always  two  or  three  small  blood  vessels  seen  emerging  from 
the  spheno-palatine  fossa.  A  cotton-tipped  applicator  soaked  in  the  40 
per  cent,  cocaine  solution  is  now  passed  through  the  same  side  of  the  nose 
as  the  ganglion  to  be  treated,  and  when  the  tip  is  over  the  area  to  be 
treated  the  applicator  should  be  held  firmly  in  place.  The  naso-pharyn- 
goscope  can  now  be  removed  and  the  applicator  remain  in  place  for  five 
or  six  minutes.     If  the  pain  ceases  or  is  relieved  one  is  probably  dealing 
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with  a  diseased  or  excitable  ganglion,  aud  in  this  case  the  chance  of  relief 
or  cure  is  greater  than  when  the  cocaine  has  no  effect  upon  the  symptoms. 
Some  cases,  however,  are  not  relieved  or  cured  by  the  alcoholic  injection. 
The  author  believed,  thei'efore,  that  one  is  justified  in  injecting  all  cases 
which  are  of  the  type  suggesting  ganglion  disturbance.  After  a  sufficient 
time  has  elapsed  to  thoroughly  anaesthetise  the  area  through  which  the 
naso-pharvugoscope  is  to  be  inserted  it  should  be  again  passed  into  the 
opposite  side  and  the  spheno-palatine  area  brought  into  view.  The  Holmes 
Meckel's  ganglion  svriuge  or  other  suitable  syringe  should  now  be  passed 
through  the  side  of  the  nose  corresponding  to  the  ganglion  to  be  treated. 
The  cannula  tip,  with  the  needle  concealed  in  it,  is  directed  by  the  aid  of  the 
naso-i^haryngoscope  until  it  is  in  contact  with  the  area  into  which  the  needle 
is  to  be  thrust.  It  is  pointed  outward  aud  somewhat  upward.  The  cannula 
is  now  firmly  held  and  the  needle  pushed  through  it  to  the  desired  depth, 
and  the  alcoholic  solution  injected.  At  the  first  injection  two  drops  are 
used,  the  amount  being  increased  a  drop  at  the  time  at  each  subsequent 
injection. 

The  series  of  forty- six  cases  reported  proves  that  in  a  certain  number 
of  these  distressing  conditions  temporary  relief  can  be  given  by  applying 
a  strong  cocaine  solution  over  the  area  of  tlie  splieno-palatine  ganglion. 
In  the  cases  thus  relieved  marked  results  may  also  be  expected  from  the 
carbolic  alcohol  injections  into  the  ganglion.  Cases  not  relieved  by  the 
cocaine  are  not  hopeless,  for  a  few  have  been  relieved  by  the  alcoholic 
injections.     The  procedure  is  comparatively  precise. 

Dr.  Hanau  W.  Loeb  recalled  how  often  pain  was  referred  from  other 
regions  to  this  region ;  careful  study  of  other  regions  from  which  this 
pain  might  originate  was  tlierefore  necessary.  It  could  not  be  doubted 
that  sensory  nerves  may  l)e  put  out  of  commission  for  a  longer  or  shorter 
period  by  the  injection  of  alcohol,  as  nuiy  likewise  the  spheno-palatine 
ganglion. 

Dr.  William  E.  Sauer  had  employed  the  method  described  in  six 
cases,  with  good  results  in  four,  and  with  failure  to  find  the  ganglion  in 
the  other  two.  In  one  case  the  patient  had  been  free  from  pain  for  two 
years,  in  one  for  one  year,  and  in  the  others  for  shorter  periods  of  time. 
In  one  case  he  made  six  attempts  to  find  tlie  ganglion,  without  success. 
In  one  the  patient  began  to  vomit  immediately  afterward,  and  continued 
to  do  so  for  six  hours. 

Dr.  Joseph  C.  Beck  had  injected  the  spheno-palatine  ganglion  forty 
or  fifty  times,  with  very  favourable  results.  He  cited  a  case  in  which 
failure  from  injecting  the  spheno-palatine  ganglion  was  complicated  by 
failure  to  relieve  the  patient  even  after  removal  of  the  Gasserian  ganglion. 
The  man  had  had  all  his  teeth  removed.  The  supra-orbital  and  mental 
nerves  were  principally  involved.  His  suffering  was  intense.  Morphia 
had  no  effect.  Dr.  Beck  injected  the  ganglion,  and  following  this  he  did 
the  Gushing  operation,  removing  the  Grasseriau  ganglion,  which  was 
hardened,  sectioned,  aud  demonstrated  microscopically.  It  showed  no 
pathological  changes,  however.  This  was  followed  by  absence  of  sweating 
when  pilocarpine  was  given  on  the  operated  side.  He  had  severe  pain  in 
the  tongue.  The  neurologist  then  said  he  had  hysteria.  Three  weeks 
later  the  patient  was  found  to  be  suffering  from  sarcoma  at  the  base  of 
the  skull. 

Dr.  Holmes,  in  closing  the  discussion,  emphasised  the  fact  that  in 
submitting  the  paper  he  was  not  attempting  to  present  anything  new, 
except  the  guidance  of  the  syringe  by  the  aid  of  the  naso-pharyngoscope. 

(To  be  continued.) 
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Primary  Carcinoma  of  the  Epiglottis.— Emil  Mayer.— Primarv 

caucer  of  the  epiglottis  is  rare,  and  up  to  the  present  time  the  treatment 
has  consisted  of  surgical  intervention  or  the  use  of  radium  and  the  X-ray. 
He  had  seen  two  cases.  The  first  was  diagnosed  as  probable  malignant 
disease  of  the  epiglottis,  and  the  subsequent  history  was  that  of  primarv 
epithelioma  of  the  larynx  with  subsequent  metastasis,  laryngectomy,  and 
death.  The  second  case  was  that  of  a  man,  aged  sixty-four,  who  com- 
plained of  some  slight  difiiculty  in  swallowing,  especially  the  swallowing 
of  cold  liquids.  His  general  condition  was  good.  Examination  showed 
some  oedema  of  the  uvula  and  leukoplakia  buccalis.  He  gave  no  history 
of  lues.  After  treatment  he  improved  somewhat,  but  this  did  not 
last,  and  some  six  or  seven  months  later  there  was  discomfort  in  swallow- 
ino-,'a  naso-pharyngeal  catarrh,  and  the  white  patches  still  present.  There 
were  no  other  evidences  of  a  diseased  condition  in  the  throat.  About 
three  weeks  later  a  new  condition  presented  itself  on  the  laryngeal  surface 
of  the  epiglottis.  There  was  a  deep  ulceration  surrounded  by  a  thickened 
mass.  The  pathologist  pronounced  this  cylindrical-celled  carcinoma.  The 
epiglottis  was  removed,  after  the  patient  had  been  anaesthetised  and  the 
suspension  laryngoscope  placed  in  position.  There  was  little  bleeding  at 
the  time  of  the  operation,  but  twenty-six  hours  after  the  patient  began  to 
expectorate  large  quantities  of  blood.  This  bleeding  was  checked  by  the 
application  of  ice  internally  and  by  sprays  of  peroxide  of  hydrogen.  He 
left  the  hospital  in  ten  days. 

Broncholith,  Bronchial  Calculus,  or  Lung  Stone.— Walter  F. 
Chappell. — The  patient  was  a  woman,  aged  fifty-two,  who  was  attacked 
by  severe  wheezing,  the  spasmodic  cough  lasting  an  hour  at  a  time,  and 
by  intense  tickling  in  the  throat.  The  tickling  was  below  the  larynx, 
and  the  wheezing  in  the  upper  part  of  the  chest,  in  front  and  behind. 
The  patient  soon  raised  a  small  calcareous  mass,  but  the  asthma  con- 
tinued. Another  coughing  si)ell  resulted  in  the  expulsion  of  a  large 
calcareous  mass.  Immediately  all  wheezing  stopped  and  the  breathing 
became  absolutely  free.  Later  another  calcareous  mass  was  coughed  up. 
Chemically  these'  masses  consisted  of  phosphate  of  lime.  The  patient 
gave  no  history  that  would  give  a  clue  to  the  cause  for  the  existence  of 
this  condition. 

The  Removal  from  the  (Esophagus  of  a  Denture  embedded  for 
Eighteen  Years.— D.  Braden  Kyle.— The  foreign  body  was  very  diffi- 
cult to  locate,  in  spite  of  its  size  and  shape,  on  account  of  the  granulation- 
tissue  which  had  organised  into  fibrous  tissue,  together  with  the  curvature 
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of  the  spine,  as  the  X-ray  picture  showed.  The  patient  swallowed  the 
upper  plate  with  four  front  teeth  attached  while  sleeping.  The  plate 
lod"'ed  in  his  throat,  and  a  physician  who  was  called  in  wislied  to  push  it 
down  into  the  stomach,  to  which  the  patient  objected.  He  then  went  to  a 
hospital,  where,  after  the  passage  of  several  instruments,  he  was  assui*ed 
that  he  had  never  swallowed  the  plate  or  that  it  was  no  longer  in  the 
<Bsophagus.  For  a  few  weeks  after,  the  patient  felt  slight  pain  in  the 
lower  part  of  the  neck  at  the  point  he  always  felt  that  the  object  had 
lodged.  After  that  time  there  was  no  sensation,  but  swallowing  has 
always  been  diffi(;ult.  The  Kahler  oesophagoscope  was  used,  and  many 
attempts  were  made  before  the  foreign  body  Avas  successfully  removed. 
By  loosening  the  plate  from  tlie  fibrous  bed  by  setting  up  slight  inflam- 
matory action  and  then  waiting  a  few  days,  the  plate  was  removed  without 
much  ulceration. 

The  Passage  of  Bacteria  through  the  Tonsillar  Tissue.-  George 
B.  Wood. — From  a  study  of  our  experiments  it  seems  that  tlie  following 
conclusions  may  be  di'awn.  (1)  The  tonsils  in  the  hog  are  more  readily 
infected  by  the  anthrax  bacillus  than  any  other  portion  of  the  buccal  or 
pharyngeal  mucosa.  The  clinical  history  of  this  disease  in  the  hog  shows 
that  in  the  great  majority  of  idiopathic  cases  the  pharynx  has  been  the 
site  of  invasion,  and  in  all  of  these  cases  of  pharyngeal  diseases  the 
tonsils  are  the  port  of  entry.  In  none  of  the  experiments  was  there  any 
involvement  of  the  pharyngeal  or  buccal  mucosa  other  than  the  tonsils. 
While  the  culture  of  anthrax  was  generally  brought  into  more  intimate 
contact  with  one  of  the  tonsils,  it  was  impossible  to  limit  the  bacilli  to 
the  tonsillar  surface,  and  they  came  into  contact  with  a  large  part  of  the 
pharynx.  In  the  infection  an  effort  was  made  to  rub  the  emulsion  into 
one  tonsil  only  and  in  one  case  tlie  lesions  were  limited  to  one  tonsil  only, 
but  this  was  not  the  tonsil  on  Avhich  the  culture  had  been  rubbed. 
(2)  Anthrax  bacilli  penetrate  through  the  crypt  and  not  the  surface  of 
the  epithelium.  (3)  The  anthrax  bacillus  probably  gains  access  to  the 
parenchyma  of  the  tonsil  by  passing  through  the  living,  iinaltered 
epithelium,  and  having  gained  access  through  the  superficial  layers  of 
the  epithelium,  they  tended  to  multiply  in  the  deeper  layers  and  then 
pass  into  the  interfolliciilar  tissue.  (4)  Anthrax  bacilli  penetrating 
through  the  living  normal  epithelium  cause  a  devitalisation  of  the  tissue, 
which  paves  the  way  for  secondary  infection  from  the  staphylococci  or 
other  pathogenic  organisms.  (5)  The  rapidity  of  the  invasion  is  influenced 
both  by  virulence  of  the  organism  and  the  susceptibility  of  the  individual 
animal.  Following  the  invasion  the  subsequent  course  of  the  disease  is 
similar  to  that  found  in  other  tissues.  The  toxin  elaborated  by  the 
bacilli  causes  at  first  an  accumulation  of  polymorphonuclear  cells,  later 
necrosis  of  the  tissue-cells  with  disintegration  of  the  nuclei.  The 
germinating  follicles  show  more  resistance  to  the  disease  than  the  inter- 
follicvilar  tissue.  Associated  with  the  necrotic  process  is  an  increase  in 
the  number  and  engorgement  of  the  capilla.ries,  and  sometimes  there  is 
marked  extravasation  of  the  red  blood-cells.  The  anthrax  bacilli 
accumulate  in  the  lymph-spaces  and  also  around  the  blood-vessel  walls. 
In  some  of  the  sections  examined  the  bacilli  were  found  penetrating  the 
blood-vessel  walls,  and  a  few  were  found  actually  in  the  blood-current. 
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SbHtrartfi. 


PHARYNX   AND   NASOPHARYNX. 

Kowler     (Mentone).— Retro-pharyngeal    Abscess:   Operation:   Sudden 
Death. — "  Anu.  des  Mai.  de  TOreille,  etc.,"  vol.  xxxviii,  Part  XII. 

A  child,  aged  two,  who  had  suffered  three  weeks  previously  from 
influenza,  develo.ped  respiratory  trouble  ;  swallowing  had  been  impossil  »le 
for  four  days,  and  milh  regtu-gitated  by  the  nose.  The  voice  was  nasal 
in  character  and  Ijreathing  became  more  and  more  ditficult,  accompanied 
by  stridor  and  prominence  of  the  eyes.  The  right  side  of  the  neck  was 
swollen,  and  the  cervical  glands  were  enlarged.  Oral  examiiiatiou 
revealed  a  bulging  in  the  right  tonsillar  region  extending  over  to  the 
left  side  of  the  middle  line.  On  palpation  the  swelling  felt  tense, 
its  upper  pole  could  be  defined,  but  the  lower,  which  extended  deeply, 
could  not  be  reached.  In  view  of  the  danger  which  might  arise 
from  the  sudden  rupture  of  so  large  an  abscess,  the  author  decided  to 
partially  evacuate  it.  This  was  effected  by  introducing  a  blunt  huok 
into  the  upper  part  of  the  swelling.  Pus  flowed,  and  palpation  afterwards 
gave  the  impression  of  feeling  a  collapsed  ball.  The  following  day 
the  abscess-cavity  had  refilled.  The  child  was  then  placed  on  the  knees 
of  an  assistant  with  its  head  inclined  downwards  and  forwards  and  an 
opening  madje  with  a  blunt  hook  into  the  lower  part  of  the  swelling.  A 
flood  of  pus  filled  the  mouth  and  spurted  on  to  the  assistant's  feet.  As 
soon  as  the  discharge  ceased,  the  child  suddenly  turned  her  head  back- 
wards, liecame  deathly  pale  and  expired.  The  author  remai'ks  that  all 
the  methods  up  to  the  present  vaunted,  may  fail  to  avoid  these  catas- 
trophes, and  wonders  whether  gi-adual  emptying  of  these  extensive 
abscesses  by  aspiration  would  not  prevent  them. 

The  technique  would  be  as  follows:  (1)  To  lightly  anaesthetise  the 
patient.  (2)  To  adopt  Rose's  position.  (3)  To  puncture  with  a  trocar 
and  partially  evacuate  the  abscess.  (4)  Palpation  of  the  pharynx  to  gauge 
the  condition  of  the  abscess.  (5)  Only  to  have  recourse  to  a  second 
puncture  twelve  hours  after  the  preceding,  till  the  abscess  is  evacuated. 

H.  Clayton  Fox. 

Robertson,  W.  N. — Recurring  Fibroma  of  the  Naso-pharynx.  "Austra- 
lasian Medical  Gazette,"  June  7,  1913. 
A  boy,  aged  ten,  was  operated  on  in  1911  for  a  dense  fibrous  growth 
which  projected  under  the  zygoma,  right  side,  in  front  of  the  masseter 
muscle.  The  growth  was  removed  by  external  incision.  It  continued 
through  the  pterygo-maxillarv  fossa,  and  the  final  portion,  which  was 
removed  by  ti'action,  like  a  cork  out  of  a  bottle,  was  supposed  to  come 
from  the  sphenoidal  sinus  of  the  opposite  side.  No  growth  was  noticed 
then  in  the  naso-pharynx.  Patient  recovered.  Eighteen  months  later  he 
came  again.  There  was  a  gi'owth  in  right  nostril,  and  a  large  mass  in 
naso-pharynx.  Preliminary  traehectomy  ;  splitting  of  soft  palate,  enuclea- 
tion of  groAvth  with  elevators.  A  prolongation  through  ptery go-maxillary 
fissui'e  could  not  be  enucleated.  It  was  seized  with  a  pair  of  necrosis 
forceps  and  twisted  out.     Recovery.  A.  J.  Brady. 
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NOSE. 

Heermann  (Essen).— Resection  of  the   Septum  in  Childhood,  and  the 

Prevention  of  Perforation  and  Flapping.   "  Zeitschr.  f.  Larvug-ol.,"' 

Bd.  vi,  Heft  2. 

The   writer   comes   to   the   following   couclusious :    The    submucous 

resection  of  the  septum,  if  not  too  extensive,  can  be  satisfactorily  carried 

out  in  children  with  the  aid  of  local  anaesthesia  alone.      It  does  not  lead 

to  post-operative  disturbance  of  the  growth  of  the  nose. 

Septal  spines  also  should  be  removed  by  the  submucous  method,  and 
not  by  the  saw.  J-  'S'.  Fmser. 

Schulz.  Adolf  (Dantzig). — Local  Anaesthesia  for  the  Submucous  Re- 
section. "  Zeitschr.  f.  Laryngol.,"'  Bd.  vi,  Heft  3. 
Schulz  dissolves  a  few  grains  of  alypin  in  suprarenin  in  a  saucer,  and 
applies  this  on  a  cotton  tampon.  After  fifteen  minutes  good  anaesthesia 
and  bloodlessness  are  obtained.  He  uses  the  same  method  for  the  intra- 
nasal operations  on  the  antrum,  and  also  for  opening  the  sphenoidal  sinus. 
He  finds  the  mixture  less  toxic  than  cocaine  Avith  suprarenin. 

/.  S.  Fraser. 

Renner,  W.  Scott. — The  Middle  Turbinated  Body :  Some  Indications  for 
its  Removal.     "  Annals  of  Ott>logy,  etc.,"  xxi.  p.  4-io. 
Does  not  refer  so  much  to  removal  as  a  part  of  more  radical   opera- 
tions, but  rather  in  connection  with  reflex  neuroses  and  to  assist  drainage 
of  accessor}'  sinuses.  Macleod  Yearsley. 

Cobb,  F.  K. — Atrophic  Rhinitis  and  its  Treatment  by  Vaccines. 
"Annals  of  Otology,  etc.,"  xxi,  p.  -AGS. 
In  ninety  cases  cultures  were  taken  after  sterilisation  of  the  vestibule. 
All  showed  a  pure  culture  of  the  ati'ophic  bacillus.  Forty  patients 
received  vaccines,  from  four  to  fifty-six  injections.  The  author  considers 
that  vaccine  injections,  if  carried  out  regularly,  seem  to  produce  permanent 
improvements.  Irregular  or  small  number  of  injections  cannot  be  counted 
on  with  the  same  certainty,  but  marked  improvement  seems  to  have 
followed,  even  in  these  cases.  As  to  strength  of  vaccine,  each  cubic 
centimetre  contains  100  million  bacteria,  and  the  dose  varied  from 
"yV  ^'cm.  to  1|  c.cm.  Macleod   Yeari<ley. 

Polyak,  L.  (Budapest). — The  Technique  of  Intra-nasal  Dacryocysto- 
stomy.  "  Archiv  fiir  Laryngol.,"  vol.  xxvii,  Part  III. 
A  considerable  advance  was  made  in  the  treatment  of  obstruction  of 
the  nasal  duct  when  Toti,  in  1904,  introduced  his  method  of  dacryocysto- 
rhinostomy. By  means  of  an  external  operation  the  inner  (nasal)  muco- 
periosteal  and  Ijony  walls  of  the  lachrymal  sac  are  resected  so  as  to  secure 
a  wide  communication  between  the  sac  and  the  nasal  cavity.  The 
lachrvmal  sac,  apart  from  the  portion  resected,  is  preserved  and  the 
canaliculi  are  not  slit.  In  the  years  1909  and  1910  both  the  author  and 
West,  independently  of  one  another,  devised  their  methods  of  window- 
resection  of  the  duct  in  the  middle  meatus  without  interference  with  the 
turbinals.  These  intra-nasal  operations  on  the  duct  proved  satisfactory 
in  a  number  of  cases,  but  failed  in  others  in  which  the  stricture  was  high 
up  or  the  sac  itself  much  diseased.  In  such  cases  the  external  operation 
of  Toti  on  the  sac  was  still  required.  The  author  has  now  elaborated  a 
method  embodying  all  the  principles  of  Toti's  operation,  but  performed 
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througli  the  nose.  The  duct  is  opened  by  means  of  a  chisel  immediately 
in  front  of  the  anterior  end  of  the  middle  turbinal.  One  blade  of  a 
specially  constrncted  cutting-forceps  is  then  inserted  and  pushed  upwards, 
the  jaws  of  the  instrument  gradually  cutting  aAvay  the  whole  of  the 
membranous  and  bony  wall  between  the  sac  and  the  nose.  During  this 
process  the  anterior  point  of  attachment  of  the  middle  turbinal  is  removed, 
and  frequently  a  few  of  the  ethmoidal  cells  are  opened,  as  is  also  the  case 
in  the  operation  of  Toti,  all  the  requirements  of  which  are  fidfilled  with- 
out the  disadvantage  of  an  external  scar.  Thomas  Gtdhrie. 

Baumgarten  (Budapest). — Cure  and  Improvement  of  Visual  Disturb- 
ances by  Nasal  Operation.  "Archiv.  f.  Laryngol.,"  vol.  xxv, 
Part  I. 

This  paper  adds  another  six  cases  to  the  eleven  already  reported  by 
the  author  in  the  Monatschrift  fnr  OhvenTieWkunde,  1910,  No.  9,  and  1911, 
No.  6.  Of  the  total  number  of  seventeen  cases,  fourteen  were  completely 
or  almost  completely  cured  of  their  visual  disturbance  or  blindness,  in 
two  marked  improvement  took  place,  and  in  one  moderate  improvement. 
A  similar  result  is  to  be  expected  in  all  acute  and  even  chronic  cases  in 
which  the  oculist  definitely  attributes  the  eye  affection  to  a  nasal  cause. 
Of  the  seventeen  cases,  five  were  classed  as  retrobulbar  neuritis,  two  as 
amblyopia  with  normal  fundus,  three  as  papillitis  acuta,  two  as  papillitis 
chronica ;  in  three  cases  neuritis  acuta  was  found,  and  in  two  decoloratio 
papilae.  Central  scotoma  was  present  in  five  cases,  paracentral  in  one, 
and  central  colour  scotoma  in  eight.  The  colour  scotoma  disappeared  in 
all  cases  immediately  after  the  first  operation,  and  was  always  the  first 
sign  of  improvement. 

In  reference  to  the  nasal  conditions  found  in  these  cases  and  the 
treatment  required  the  author  recognises  three  groups  : 

(1)  Accessory  sinus  disease  is  present,  and  must  receive  immediate 
and  energetic  treatment. 

(2)  There  is  a  large  ethmoidal  bulla  or  marked  swelling  of  the  middle 
turbinal.  which  should  always  be  at  once  removed. 

(3)  The  middle  turbinal  is  only  slightly  thickened,  or  is  normal  and 
in  contact  with  the  septvnn.  Even  in  such  cases,  when  the  oculist  is 
positive  as  to  the  nasal  origin  of  the  trouble,  operative  measures  are 
indicated.  Application  of  cocaine  and  adrenalin  solution  to  the  middle 
turbinal  will  sometimes  result  in  an  immediate  improvement  of  the 
vision,  but  the  absence  of  such  improvement  should  not  be  regarded  as 
contra-indicating  operation.  In  all  these  cases  the  author  removes  at 
once  enough  of  the  middle  turbinal  to  expose  the  anterior  wall  of  the 
sphenoidal  sinus,  which  can  then  easily  be  opened  if  required  on  the 
following  day. 

The  most  marked  visual  disturbance  is  usually  associated  with 
accessory  sinus  disease.  In  other  cases  the  amount  of  visual  disturbance 
bears  little  relation  to  the  degree  of  enlargement  of  the  bulla  or  middle 
turbinal.  Under  these  circumstances  the  statement  of  the  oculist  that 
the  trouble  is  of  nasal  origin  must  suffice,  and  any  delay  in  resort  to 
operation  may  be  of  serious  danger  to  the  eye.  Thomas  Gvthrie. 

Levinstein,  Dr.  Oswald  (Berlin).— The  Pathology  and  Treatment  of  the 

Nasal  Reflex  Neuroses  which  proceed  from  the  Tubercle  of  the 

Septum.     "  Zeitschr.  f.  Laryngol.,"  Bd.  vi,  Heft  2. 

The  first  case  recorded  in  this  paper  is  that  of  a  female,  aged  eighteen, 

who  complained  of  sudden  redness  of  the  left  eve,  with  lachrymation  and 

■   4 
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pain  if  she  strained  her  sight  at  all ;  these  attacks  lasted  from  five  to  ten 
minutes,  and  were  accompanied  by  tickling  in  the  nose  and  pain  between 
the  nose  and  eye.  On  examination  the  septal  tubercle  on  the  left  side- 
was  very  sensitive.  Pain  in  the  left  eye^  lachryraation  and  injection  of 
the  conjunctiva  were  produced  when  this  part  was  touched  with  a  probe, 
but  these  symptoms  at  once  passed  off  on  the  application  of  cocaine. 
Levinstein  cauterised  the  tubercle  on  three  occasions  and  obtained  a  cure. 

The  second  case  is  that  of  a  female,  aged  twenty,  who  had  suifered 
from  attacks  of  frontal  headache  for  one  year.  In  this  case  also  the  nose 
was  normal  except  for  hyperaesthesia  of  the  septal  tubercle.  The  cocaine 
experiment  was  again  positive,  and  deep  application  of  the  cautery  on 
both  sides  resulted  in  cure. 

Six  similar  cases  are  reported,  but  in  two  the  tubercle  of  the  septum 
was  hyperplastic.  Levinstein  thinks  that  the  condition  present  in  these 
cases  was  due  to  a  sudden  filling  with  blood  of  the  cavernous  spaces  in 
the  tubercle  of  the  septum.  J.  S.  Fraser. 

Coolidge,  A.— The  iEtiology  of  Hay-Fever.     "  Boston  Med.  and  Surg. 
Journ.,"  April,  1913. 

Smith,  T.  (Boston). — The  etiology  of  Hay-Fever.  "  Boston  Med.  and 
Surg.  Journ.,"  April,  1913. 
These  two  papers  both  review  the  more  recent  theories  of  the  causation 
of  the  condition.  CooHdge  criticises  the  view  advocated  by  many  observers 
that  the  primary  cause  may  be  found  in  an  instability  of  the  local  nerves. 
Septal  deviations  or  other  intra-nasal  deformities  and  the  ui'ic  acid 
diathesis  are  not  more  satisfactory  as  setiological  factors.  The  opinion  he 
is  most  in  favour  of  is  that  the  primary  cause  is  a  biochemical  reaction. 
Both  authors  refer  to  the  work  of  Dunbar,  who  maintained  that  the  ex- 
citing agent  was  a  soluble  toxin,  and  therefore  must  be  rendered  inert  if 
an  antitoxin  were  prepared  and  injected  into  sensitive  individuals.  By 
treatment  with  the  serum  which  he  prepared,  Dunbar  claimed  60  per  cent, 
of  cures.  In  recent  years  many  observers  have  been  struck  with  the 
similarity  of  the  phenomena  of  hay-fever  and  that  of  an  anaphylactic 
reaction.  This  is  in  direct  antagonism  to  Dunbar's  claim,  but  the  rapidity 
of  onset,  the  asthmatic  symptoms  and  the  incapacity  to  become  immunised 
are  in  favour  of  anaphylaxis.  Reference  is  made  to  Neisser's  work.  He 
has  recently  attempted  to  secure  active  immunity  by  giving  increasing 
doses  of  pollen  toxin;  only  some  fifteen  cases  were  treated,  and  it  is  claimed 
that  half  the  number  were  benefited.  /.  A.  Knowles  Renshaw. 


LARYNX. 

Menier,  Dr.  Marius  (Decazeville,  France). — The  History  of  the  Treat- 
ment of  Laryngeal  Tuberculosis.     "  Zeitschr.  f.  LaryugoL,"  Bd. 
vi,  Heft  2. 
Dr.  Menier  points  out  that  voice  rest  dates  back  to  1838  and  was 
introduced  by  Colombat,  while  tracheotomy  in  the  treatment  of  phthisis 
laryngea  was  first  described  by  Carmichael  in  1833  in  the  Bublin  Medical 
and  Surgical  Journal.  J.  8  Fraser. 

Levy,  Robert. — Laryngeal  Tuberculosis.     "  Journ.  Amer.  Med.  Assoc," 
May  17,  1913. 
In  reviewing  the  subject  of  laryngeal  tuberculosis  the    author  con- 
siders it  of  such  frequent  occurrence  as  to  warrant  the  examination  of  the 
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upper  air-passages  of  all  cases,  or  suspected  cases,  of  pulmonary  tubercu- 
losis. During  the  first  or  earliest  manifestation  of  laryngeal  involvenient 
are  a  slight  intermittent  hoarseness,  excessive  sensitiveness  and  irritability 
of  the  pharynx,  painful  sensations  in  throat,  marked  pallor  of  mucous 
membrane,  of  pharynx  and  larynx,  limited  morements,  slight  redness  and 
swelling  of  the  corresponding  vocal  cord.  The  onset  of  tuljerculous 
deposit  in  the  submucous  tissue  is  frequently  marked  by  early  pain,  and 
the  development  of  ulceration  is  characterised  by  increase  in  the  pain. 

G-enerally  speaking  the  advent  of  laryngeal  complication  adds  to  the 
gravity  of  tlie  prognosis.  In  the  matter  of  ti-eatmeut  an  early  diagnosis 
is  of  paramount  importance,  and  Levy  groups  the  various  therapeutic 
measures  under  the  following  heads  : 

(1)  Treatment  by  means  of  rest  to  the  vocal  organ  in  conjunction 
Avith  rest  and  general  hygienic  measures. 

(2)  Local  measures— modifications  of  surgical  procedures.  Among 
them  the  use  of  the  galvano  cautery  seems  to  have  the  most  advocates. 

(3)  The  relief  of  pain  by  injection  or  section  of  the  superior  laryngeal 
nerve. 

(4)  The  use  of  tuberculin. 

The  most  beneficial  eii'ect  of  rest  is  seen  in  the  cases  with  unilateral 
redness  or  moderate  infiltration,  but  even  the  ulcerative  cases,  if  not  too 
far  advanced,  are  also  markedly  benefited.  All  obstructive  lesions  of  the 
nose  sliould  be  appropriately  dealt  with  in  order  to  establish  a  more 
healthy  condition  of  the  upper  air-passages,  thereby  preventing  a  chronic 
catarrhal  laryngitis,  which,  once  established,  predisposes  to  tuberculous 
laryngeal  complication.  Fresh  air,  an  abundance  of  sunshine  and  rest, 
and  a  maximum  of  nutritious  food  are  as  essential  for  the  local  as  for  the 
general  condition. 

The  galvano-cautery  may  be  used  in  all  forms  of  the  disease.  Super- 
ficial ulcers  heal  readily  under  its  action,  while  cedematous  infiltrative 
SAvellings  frequently  shrink  to  comparatively  small  size.  Other  more 
extensive  surgical  measures  may  be  carried  out  to  advantage  in  many 
cases,  depending  on  the  extent  of  the  lesion  and  its  limitations. 

For  the  relief  of  intolerable  pain,  section  or  injection  with  alcohol  of 
the  superior  laryngeal  nerve  is  advised,  preference  being  given  to  the 
latter  procedm-e  owing  to  its  simplicity  and  satisfactory  result. 

The  use  of  tuberculin  must  be  considered  only  as  an  adjunct  to  local 
treatment,  and  its  administration  must  be  carefully  conducted,  preferably 
in  sanatoria.  Birkett  (Rogers). 


EAR. 

Kabatschnik,  M.— A  New  Hearing  Test.  "  Monats.  f .  Ohrenh.,'"  Year 
46,  No.  11. 

The  very  considerable  variations  in  the  structural  consistency  of  the 
mastoid  process  must,  in  the  opinion  of  the  author,  so  seriously  prejudice 
the  accuracy  of  those  tests  associated  with  the  names  of  Ftinne  and 
Schwabach  that  he  has  been  led  to  introduce  other  methods,  which,  he 
claims,  eliminate  these  errors. 

His  test  consists  essentially  in  occluding  the  external  auditory  meatus 
of  the  ear  in  question  with  a  finger,  to  the  nail  of  which  the  handle  of  a 
vibrating  tuninir-forlc  is  then  applied.  The  inference  is  drawn  in  the 
usual  way  by  noting  the  report  of  the  patient  as  to  the  intensity  of  the 
sound    in  this    position    compared    with    that   when    the   fork    is    held 
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before  the  unoccluded  ear.  Differeutial  diagnosis  between  affections  of 
the  sound-conducting  apparatus  and  sensation  is  made  in  a  corresponding 
manner  to  that  adopted  in  the  original  te^ts. 

In  addition  to  an  improvement  on  the  older  methods  the  author  con- 
siders that  with  his  modification  bone-conduction  from  the  affected  side 
to  the  healthy  ear  is  "  scarcely  possible,"  and  further,  that  it  may  prove 
useful  in  detecting  malingering. 

[It  is  difficult  to  understand  how  the  writer  can  have  overlooked  the 
fact  that  occlusion  of  the  meatus  at  once  introduces  the  possibility  of  the 
production  of  those  phenomena  on  which  G-elk-'s  test  is  based,  and  which 
thus  surely  renders  his  proposed  modifications  unreliable  in  this  respect 
— it  is  obvious  that  a  difference  in  the  force  with  which  the  meatus  is 
occluded  may  easily  lead  to  a  varying  report  in  the  case  of  a  functional 
stapedio-vestibular  articulation. — A.  K..  T.]  Alex.  B.  Tweedie. 

Denker,    Prof.    Alfred. — Upon    the    Present   Status    of    Otosclerosis. 

"Annals  of  Otology,"'  xxii,  p.  1. 
In  this  admirable  paper  Prof.  Denker  defines  otosclerosis  as  a  disease 
in  which  there  is  a  permeable  tube  and  a  normal  tympanic  membrane, 
accompanied  by  a  definite  and  characteristically  marked  clinical  picture 
of  a  progressive  difficulty  in  hearing,  as  shown  by  functional  tests  and  a 
pathologico-anatomical  picture  showing  loss  of  movement  of  the  stapes 
from  bony  ankylosis  and  progressive  spongification  of  the  bony  labyrin- 
thine capsule,  with,  in  addition,  an  atrophic  degenerative  process  in  the 
nerve-endings  in  the  membranous  labyrinth.  He  prefers  to  I'etain  the 
old  title  of  "  otosclerosis  "  until  its  aetiology  and  pathological  anatomy 
are  cleared  up.  He  discusses  the  opposed  theories  as  to  the  primary  or 
secondary  nature  of  the  condition,  and  corrects  the  erroneous  statement 
of  Heimann  and  Froschels  that  he  (Denker)  considered  it  as  following 
middle-ear  inflammation.  He  points  out  that  the  coincidence  of  preg- 
nancy with  the  beginning  of  otosclerosis  suggests  a  causal  relationship 
between  the  function  of  the  hypophysis  cerebri  and  the  ear  disease,  and 
surmises  that  there  is  a  possibility  of  an  setiological  connection  between 
malfunction  of  the  hypophysis  and  the  origin  of  otosclerosis,  especially 
in  persons  with  an  hereditary  taint,  acknowledging,  however,  that  only  a 
portion  of  the  cases  can  be  thus  explained.  From  the  variability  of  the 
lesions  found  and  the  resulting  symptom-complex,  otosclerosis  may  be 
divided  into  three  forms:  (1)  Isolated  stapes  ankylosis;  (2)  multiple 
spongifying  foci  in  the  labyrinth  capsule,  with  atrophic  degeneration  of 
the  membranous  labyrinth  without  stapes  ankylosis  ;  (3)  a  combination 
of  (1)  and  (2).  Discussing  the  subject  of  treatment,  Denker  is  against 
local  operative  treatment.  Otomassage  is  useful  when  subjective  noises 
are  marked.  He  thinks  more  is  to  be  expected  from  the  internal 
administration  of  phosphorus  than  from  iodide  of  potassium,  diplococcus 
serum,  etc.  He  has  used  phosphorus  for  many  years — for  the  past 
three  in  the  form  of  phytin.  Eeceutly  he  has  been  giving  hypophysin  or 
pituitriu.  In  women,  ovarian  or  spermin  tablets  may  be  tried.  Of 
otosclerol  and  vasotonin  he  has  no  experience. 

Macleod   Yearsley. 

Reh  and  Meroz. — Pseudo-diphtheria  Bacillus  in  Cases  of  Otitis  Media. 

"  Rev.  Med.  de  la  Suisse  Eomande,"  January,  191o. 

Pseudo-diphtheria  bacilli  are  often  present  in  the  pus  in  otitis  media, 

generally  associated  with  strepto-,  staphylo-,  or  pneumococci,  i-arely  in 

pure  culture.     They  come  from  the  naso-pharynx  or  from  the  external 
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meatus,  and  have  no  pathogenic  significance.  For  this  reason  it  is 
important  to  have  some  ready  means  of  distingaishing  them  from  true 
Loeffler's  bacilli.  The  authors  consider  that  hitherto  the  only  sure 
method  for  making  such  differential  diagnosis  was  by  inoculation  of 
guinea-pigs,  as  their  morphological,  cultural,  staining  characters,  etc.,  are 
either  inconstant,  or  require  too  prolonged  investigation  to  be  of  any 
clinical  value.  The  authors  have  devised  a  method  of  making  this 
differential  diagnosis.  It  depends  on  the  fact  that  Loeffler's  bacillus 
when  stained  by  G-rani's  method  retains  the  staining  only  on  condition  of 
not  being  exposed  to  the  action  of  alcohol  too  long,  whereas  pseudo- 
diphtheria  bacillus  retains  the  staining  even  when  exposed  to  the  action 
of  alcohol  for  an  indefinite  time.  Their  method  has  not  been  used  in 
many  cases,  but  so  far  has  given  positive  results. 

Arthur  J.  Hutchison. 

Gatscher,  Siegfried.— Fatal  Mediastinitis,  the  Result  of  a  Retro- 
pharyngeal Abscess  following  Acute  Purulent  Otitis  Media. 
"  Mouatss,  f.  Ohrenh.,"  year  47,  No.  5. 

A  man,  aged  thirty-three,  was  brought  into  Prof.  Urbantschitseh's 
clinic  in  a  quite  neglected  comiition,  with  the  report  that  his  left  ear  had 
been  affected  for  the  last  five  weeks,  following  an  attack  of  influenza. 
Some  days  after  the  trouble  commenced  he  had  pain  on  swallowing, 
which,  however,  soon  ceased.  There  was  now  a  profuse  foetid  purulent 
discharge  from  the  left  ear,  the  tympanic  membrane  of  which  was 
injected  and  hard  to  see  on  account  of  the  secretion.  No  tenderness  of 
the  mastoid.  Two  days  later  pressure  on  the  left  side  of  the  throat 
caused  discharge  of  pus  from  the  meatus,  the  left  tonsil  was  slightly 
swollen,  the  anterior  auricular  glands  enlarged,  and  the  antrum  tender. 

Operation  revealed  a  diseased  antrum  and  cells  extending  throughout 
the  whole  bone  from  the  tegmen  to  the  tip.  The  next  day,  as  on 
examination  of  the  pharynx  a  profuse  flow  of  pus  appeared  in  and  around 
the  left  linguo-tonsillar  region,  the  patient  was  transferred  to  the 
laryngological  clinic.  Here,  as  his  condition  became  so  much  worse, 
the  mediastinum  was  opened  on  both  sides,  but  the  patient  rapidly 
succumbed. 

Post-mortem. — Pus  had  apparently  broken  through  the  floor  of  the 
tympanum  and  tracked  down  and  around  the  pharynx  and  larynx,  passing 
over  to  the  opposite  side,  and  eventually  infecting  the  mediastinum  on 
both  sides.  '  Alex.  B.  Tweedie. 

Tovey  (Jun.),  G.  L.— Operative  Treatment  of  Sinus  Thrombosis.  "Annals 
of  Otol.,  Rhinol.,  and  Laryngol.,"  vol.  xxi,  p.  362. 
A  useful  paper,  giving  a  summary  of  73  cases  (48  males,  25  females), 
which  is,  briefly,  as  follows :  Right  ear,  49  ;  left  ear,  24 ;  acute,  56  ; 
chronic,  17.  Temperature:  septic,  60;  variable,  with  remissions,  9; 
none,  4.  Chills  :  distinct,  41  ;  chilly  sensation,  19 ;  none,  13.  Eyes  : 
optic  neuritis,  12  ;  slight  engorgement,  7  ;  no  change,  54.  Blood  :  white 
count,  15,000;  red  count,  78|.  Diagnosis:  made  before  mastoid  opera- 
tion, 32  ;  secondary  to  mastoid  operation,  30  ;  at  time  of  mastoid  opera- 
tion, 11  (sinus  wall  necrosed  in  3).  Metastases  :  6  cases  after  ligature 
of  vein.  Result :  well,  61 ;  died,  12  (cavernous  sinus  thrombosis,  2  ; 
general  septicaemia,  with  metastases,  4;  admitted  unconscious  and  in, 
extremis,  5  ;  scarlatina  intercurring  during  convalescence,  1).  Sinus 
thrombosis  found  as  complication  in   following  fatal  cases :  tuberculous 
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menina^itis,   1;    septic   meningitis,   6;    temporo-splienoidal    abscess,  3; 
cerebellar  abscess,  1.  Macleod  Yearsley. 


MISCELLANEOUS. 


Marshall. — Correction  of  External  Nasal  Deformities.     "  The  Journal 
of  the  American  Medical  Association,"  Jauiiarj  18,  1913. 

For  the  correction  of  external  deformities  of  the  nose,  most  of  which 
are  combined  -with  serious  nasal  obstructions,  the  author  has  devised  a 
new  operation,  the  essential  feature  of  which  is  to  cut  through  the  nasal 
process  of  the  superior  maxillarv  bone.  The  technique  of  the  operation  is 
as  follows :  With  a  narrow-bladed  knife  an  incision  is  made  directly  over 
the  nasal  process  of  the  superior  maxillary  bone  at  the  point  where  the 
elevation  Avhich  makes  the  nasal  prominence  begins.  The  incision  is 
made  parallel  to  the  noi'uial  line  of  the  nose,  a  length  of  025  cm.  The 
nasal  process  is  cut  through  at  this  point  with  a  bevelled  cliisel,  and 
pressure  is  thus  made  by  an  assistant  to  control  bleeding,  Avhile  the 
opposite  side  is  treated  in  like  manner.  By  means  of  a  broad-bladed 
forceps,  one  blade  of  which  enters  the  nasal  passage,  the  opposite  blade 
remaining  outside,  the  operator  completes  by  a  fracture  the  mobility  of 
the  nasal  process  along  its  entire  line.  Both  sides  are  similarly  dealt 
with.  If  there  is  a  nasal  obstruction  through  the  malposition  of  the 
septum,  the  septum  is  seized  with  the  same  forceps  and  forced  into  a 
correct  position  by  loosening  its  articidations  without  separating  them. 
The  nose  is  not  likely  yet  to  be  in  a  straight  line,  the  defect  lying  at  the 
suture  between  the  frontal  and  upper  extremities  of  the  two  nasal  bones 
and  both  processes  of  the  superior  maxilla.  The  faulty  angle  can  be 
straightened  by  a  sharp  stroke  with  the  mallet  at  this  point,  guarded  by 
a  rubber-covered  lead  plate,  the  force  being  directed  downwards  from  the 
frontal  bone,  biit  toward  the  obtuse  angle.  Elevation  can  be  assisted 
sometimes  to  advantage  with  a  large  urethral  sound. 

The  lines  of  incision  are  covered  by  iodoform  gauze  and  collodion  ;  the 
lower  part  of  the  nose  is  encased  in  a  collodion  dressing,  and  in  some 
cases  nasal  splints  are  inserted  for  twenty-four  hours  or  more. 

BirJcett  {Royers). 


REVIEWS. 


Asthma  and  its  Radical  Treatment.  ByJAS.  Adam,  M.D.,  F.R.F.P.S. 
Pp.184.  Illustrated.  London:  Henry  Kimpton,  1913.  Price  5s. 
The  author  treats  his  subject  imder  eleven  headings,  and  of  these  not 
the  least  interesting  are  his  introductory  remarks,  wherein  he  condemns 
the  labelling  of  asthma  as  a  neurosis,  and  formulates  his  thesis,  viz. 
that  asthma  is  primarily  a  toxsemia.  He  brings  evidence  that  arterial 
tension  is  low  rather  than  higli  in  asthmatics,  even  during  "  an  attack," 
and  cites  the  periodicity  of  asthma,  the  urine  conditions,  as  well  as  the 
results  he  has  obtained  from  dietetic  treatment  to  support  his  view  that 
asthma  is  a  toxaemia.  Ehinologists  will  be  interested  in  the  sections 
where  the  author  directs  attention  to  nasal  abnormalities  in  connection 
with  asthma.  He  lays  stress  on  the  importance  of  removing  adverse  nasal 
conditions,  but  equally  emphasises  the  importance  of  having  regard  to  the 
essential  underlying  cause  of  asthma,  viz.  the  toxsemic  state,  and  regards 


January,  1914.]  Rhiiiology  aiid  Otology.  55 

the  nasal  affectious  as  factors  wliicli  teud  to  excite  attacks,  thougli  not  the 
essential  cause  of  the  disease  we  term  asthma. 

The  author  states  (page  82)  that  "  it  is  a  mistake  to  say  that  the 
respiratory  difficvilty  is  mainly  expiratory.  If  you  systematically  ask 
asthmatics  whether  their  greater  difficulty  is  respiratory  or  expiratory, 
the  majority  will  say  inspiratory,  some  will  say  both,  others  expiratory." 
One  may  reply  that  this  affords  no  proof  that  the  difficulty  is  essentially 
inspiratoiy,  for  it  is  useless  to  rely  merely  on  patients'  impx^essions,  and 
further,  that  on  page  13  the  author  himself  affords  the  explanation,  which 
refutes  what  he  says  on  page  82. 

It  is  extraordinary  that  most  writers  on  asthma  appear  to  hold  a  brief 
for  the  continuous  bronchial  spasm  theory  as  the  essential  factor  in 
asthmatic  attacks,  failing  to  see  that  the  evidence  that  the  bronchioles 
actively  dilate  as  well  as  contract  is  at  least  ec[ual  to  the  evidence  that 
they  can  only  contract.  Dr.  Adam  shares  the  common  fate  of  those  who 
try  to  find  some  logical  explanation  of  continuous  bronchial  spasm, 
resulting  in  pulmonary  distension,  and  here  his  usually  soimd  reasoning 
is  abandoned. 

The  chapter  on  treatment  is  most  valuable,  and  lays  down  a  dietetic 
regimen  which  the  author  has  found  very  successful.  He  fully  believes 
in  removing  nasal  defects.  Francis  is  given  the  credit  of  treating  the 
nose  by  cauterisation,  though  Francis  did  not  introduce  the  method  of 
cauterisation. 

We  have  exercised  the  prerogative  of  a  critic  to  criticise  one  of  the 
most  illuminative  monographs  on  asthma  it  has  been  our  privilege  to 
read,  for  the  author  has  kept  himself  abreast  of  recent  work,  both 
physiological  and  clinical,  and  his  views,  based  on  a  ripe  personal 
experience,  are  well  balanced.  Dr.  Adam  combines  the  wide  knowledge 
of  the  practised  physician  with  the  special  rhiuological  experience  in 
relation  to  asthma,  avoiding  the  usual  agnosticism  of  the  one  and  the 
too  often  restricted  views  of  the  other. 

Although  on  some  points  we  cannot  follow  the  author  entirely,  we  are 
sure  that  very  few  physicians  or  rhinologists  can  read  this  small  yet 
excellent  monograph  without  deriving  pleasure  for  himself  and  profit 
for  his  patients.  P.    Watson- Williams. 

Diseases  of  the  Ear.  By  Philip  D.  Kerrison,  M.D.  Pp.  588.  331 
illustrations  in  the  text,  and  2  full  pages  in  colour.  Philadelphia 
and  London  :  J.  B.  Lippincott  Co.     Price  21s.  net. 

In  this,  the  latest  addition  to  otological  literature,  Dr.  Kerrison  has- 
presented  the  subject  to  his  readers  in  a  way  alike  comprehensive,  logical 
and  clearly  expressed.  The  illustrations,  many  of  them  in  colour,  and 
diagrams  are  well  selected  and  apposite  to  the  text. 

After  dealing  with  methods  of  examination  and  diagnosis,  useful 
chapters  on  acute  and  chronic  middle-ear  diseases  are  given.  Among 
other  points  insisted  upon  are :  that  a  negative  Rinne  reaction  always 
indicates  partial  or  complete  stapedial  ankylosis,  agreeing  with  Bezold 
that  the  ratio  between  air-  and  bone-conduction  is  never  absolutely 
reversed  without  structural  alteration  of  the  mobility  of  the  stapes  ;  that 
treatment  of  the  Eustachian  tube  via  the  uaso-pharynx  in  non-suppurative 
conditions  is  of  paramount  importance  ;  and  that  a  marginal  perforation 
of  the  membrane  in  chronic  suppuration  always  means  osseous  necrosis. 

The  methods  of  conducting  tests  of  labyrinthine  function,  rotatory, 
caloric  and  galvanic,  together  with  their  meaning,  are  dealt  with  in  an 
admirable  chapter  expressed  with  somewhat  unusual  clearness,  and  the 
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use  of  labyrinthine  signs  and  symptoms  in  the  differential  diagnosis  of 
allied  labyrinthine  affections  is  very  carefully  worked  out.  It  is  to  be 
noted  that  the  fact  is  emphasised  that,  in  diffuse  labyrinthine  suppura- 
tion, the  radical  operation  alone — without  at  the  same  time  opening  and 
draining  the  labyrinth — actually  adds  to  the  danger  of  intracranial 
infection. 

In  suspected  lateral  sinus  thrombosis,  Kerrison  is  opposed  to  opening 
the  sinus  unless  there  is  very  definite  evidence  of  the  presence  of  a  clot. 
He  confesses,  however,  that  this  view  will  not  have  the  support  of  many 
distinguished  aural  surgeons.  Aspiration  movements  of  the  sinus  are, 
he  has  fouud,  very  suggestive  of  the  presence  of  a  thrombus. 

The  chapters  dealing  with  aural  operations  are  satisfactoiy.  In 
operating  for  acute  mastoiditis  he  does  not  consider  it  advisable  to  take 
too  much  pains  to  secure  a  smooth  bone  cavity  ;  too  great  smoothness,  he 
believes,  interferes  with  the  formation  of  granulations.  In  the  radical 
mastoid  operation  he  does  not  favour  primary  skin-grafting. 

Valuable  chapters  are  those  on  the  use  of  salvarsan  and  vaccines  in 
the  treatment  of  aural  disease.  With  regard  to  the  former,  the  author 
gives  its  indications,  with  statistics  dealing  with  the  frequency  of  cranial 
nerve  lesions  following  its  use.  He  considers  the  leucocyte  extract  of 
His  to  be  of  decided  value  in  selected  cases. 

Although  there  is  little  that  is  original  or  entirely  new  in  Dr.  Kerrison's 
text-book,  it  is  valuable  from  the  fact  that  it  brings  into  line  most  of  the 
latest  work  upon  its  subject,  and,  as  such,  it  should  prove  of  great  use  to 
students  and  practitioners  of  otology.  Macleod  Yearsley. 


NOTES   AND   QUERIES. 

"  It  would  be  interestinp^  to  learn  hoAV  far  the  linguistic  peculiarities  of  a  race 
are  moulded  by  its  susceptibility  to  colds  in  the  head. 

"  The  pronunciation  of  the  gutturals  and  sibilants  of  the  Teuton  and  Sclav  is 
unaffected  by  the  circvmistance  that  the  speaker  may  be  siiffering  from  nasal 
catarrh. 

"  The  melodiovis  tones  of  Italy,  Spain  and  many  other  Celtic  nations  can  only  be 
produced  by  generations  of  men  accustomed  to  inhabit  lands  where  the  air  is  soft 
and  warm,  and  conducive  to  indolence  rather  than  to  obstruction  of  the  nose."  — 
From  "  How  to  Avoid  Colds  :  liy  One  who  does  "  (Anon). 

Salicylate  of  Iron  fob  Acute  Tonsillitis  and  Erysipelas. 

M.  C.  S.  Lawrence  spenks  highly  of  this  drug  in  the  diseases  mentioned.  He 
has  found  it  abort  the  development  of  the  latter.  The  dose  is  3  to  10  grains,  every 
three  hours.— Practitioner,  March,  1913,  p.  633. 


It  gives  us  great  pleasure  to  intimate  that  Prof.  Killian,  of  Berlin,  has  been 
unanimously  elected  Semon  Lecturer  in  Laryngology  of  the  University  of  London 
for  1914,  and  that  he  has  accepted  the  nomination.  The  Lecture  will  be  delivered 
towards  the  end  of  May. 

We  have  much  pleasure  in  informing  our  readers  that  Prof.  Killian  has  been 
elected,  by  the  Verein  Deutscher  Laryngologen,  President  of  the  next  International 
Congress  of  Laryngology,  to  be  held  in  Hamburg  in  1915  contemporaneously  with 
the  International  Congress  of  Otology  under  the  presidency  of  Prof.  Denker. 


The  Cure  of  Deafness  by  Eadium. 

"  Eetzius  "  asks  :  "  Can  you  or  your  readers  inform  me  as  to  whether  any  further 
evidence  has  come  to  hand  as  to  the  utility  of  radium  in  deafness  ?  A  reply  vinder 
the  following  heads  would  be  much  valued: 

"  (1)  Nature  of  aural  disease  in  which  it  is  most  likely  to  prove  useful. 

"  (2)  Dose,  method  of  application,  and  frequency  and  duration  of  seances." 
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Under  the  care  of  A.  LoGAX  Turner,  M.D.,  F.R.C.S.E.,  F.R.S.E. 

I.  A  PECULIAR  FORM  OF  HYPERPLASIA  OF  THE 
MUCOUS  MEMBRANE  OF  THE  UPPER  RESPIRA- 
TORY  TRACT. 

By  a.  Logan  Turner,  M.D.,  F.R.C.S.E.,  F.R.S.E. 

The  above  title  has  been  given  to  this  paper  partly  because  the 
two  cases  described  in  it  cannot  be  placed  under  any  hitherto  well- 
recognised  type  of  disease,  and  partly  because  a  somewhat  similar 
if  not  identical  condition  has  been  previously  discussed  under  the 
same  title  by  Sir  Felix  Semon.  It  will  probably  prove  more 
satisfactory  to  give  a  detailed  account  of  my  own  cases  in  the  first 
place  and  then  to  discuss  them  along  with  the  small  series  of 
published  cases  which  resemble  them  in  some  important  features 
though  differing  in  others.  The  earlier  history  of  the  first  case  has 
already  appeared  in  the  Transactions  of  the  Laryngological 
Society  of  London,  1904,  but  its  subsequent  course  is  now  dealt 
Avith  for  the  first  time.  The  second  case  has  not  been  previously 
published,  but  was  shown  at  the  meeting  of  the  Scottish  Otological 
and  Laryngological  Society  in  November,  1913. 

Case  1.— J.  M.  G ,  male,  aged  forty-four,  was  first  seen  on  July  2,  1903, 

-suffering  from   acute   laryngeal   obstraction  which   necessitated   an   immediate 
i;racheotomy.     The  history  obtained  from  his  medical  adviser.  Dr.  Brown  Darling, 
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was  to  the  effect  that  the  patient  had  suffered  for  foiu-  days  from  an  acute  sore 
throat  with  elevation  of  temperature.  There  was  considerable  swelling  of  the 
vivula  and  soft  palate,  but  no  evidence  of  any  false  membi'ane.  On  the  third  day 
of  the  illness  considerable  difficulty  in  brea^thing  supervened,  bvit  not  sufficient  to 
demand  immediate  operation.  On  the  following  morning,  however,  owing  to  great 
respiratory  distress  accompanied  with  cyanosis,  tracheotomy  was  hurriedly 
performed  by  Dr.  Darling.     No  membrane  was  coughed  up. 

Two  days  later  I  had  an  opportunity  of  examining  the  patient.  The  nose  and 
naso-pharynx  showed  no  abnormality.  The  uvula  and  soft  palate  were  oedematoiis ; 
the  epiglottis  was  red  and  swollen  and  curved  backwards  so  as  to  form  a  narrow 
horse-shoe-shaped  slit.  The  arytsenoids  were  markedly  swollen  and  no  view  of 
the  interior  of  the  larynx  could  be  obtained.  The  mvxcosa  showed  no  evidence  of 
any  false  membrane. 

Further  inquiry  into  the  patient's  history  threw  no  definite  light  upon  the 
nature  of  the  affection.  He  had  been  in  his  usual  state  of  health,  attending  to 
his  business,  and  had  retired  to  bed  feeling  perfectly  well,  but  three  hours  later 
had  wakened  with  great  pain  in  his  throat  and  slight  difficulty  in  breathing.  Ho 
was  a  tall,  well- developed  man  and  had  not  suffered  from  any  similar  attacks 
previously  ;  he  had  not  had  his  throat  examined  prior  to  the  present  illness.  No 
history  of  syphilis  could  be  obtained.  He  had  no  pvilmonary  trouble,  cough  or 
expectoration. 

On  the  tenth  day  after  the  tracheotomy  the  tube  was  removed  and  the  wound 
rapidly  closed.  Slight  inspiratory  difficulty  was  still  complained  of  when  a  deep 
inspiration  was  taken.  During  sleep  some  inspiratory  stridor  was  occasionally 
noted. 

A  second  examination  of  the  throat  vpas  obtained  three  months  later  (October, 
1903).  The  appearances  were  very  similar  to  those  observed  immediately  after 
the  acute  attack.  The  uvula  and  the  soft  palate,  especially  on  the  left  side,  were 
cedematoiis ;  the  swelling  presented  a  smooth  surface  and  had  a  slight  yellowish 
appearance.  The  epiglottis  was  thickened,  rigid,  and  citrved  backwards ;  the 
arytaenoids,  especially  the  left,  were  oedematous  and  pale  in  colour;  only  the 
posterior  part  of  the  right  vocal  cord,  normal  in  appearance,  could  be  seen.  There 
was  no  evidence  of  ulceration.     The  voice  was  natural.     There  was  no  dysphagia. 

At  this  date  a  consultation  was  arranged  with  Dr.  P.  M'Bride,  who  was  in 
favour  of  the  syphilitic  nature  of  the  affection,  and  a  course  of  potassium  iodide 
and  mercury  was  commenced. 

On  December  8,  1903,  after  two  months  of  antispecific  treatment,  the  throat 
was  again  examined.  During  this  period  the  patient  had  felt  very  much  better 
and  had  had  no  further  respiratory  difficulty.  The  local  condition,  however,  was 
practically  the  same  as  it  had  been  in  July  and  October ;  it  is  unnecessary  to 
recapitiilate  the  appearances  then  observed.  An  additional  area  of  swelling  was 
for  the  first  time  noticed ;  the  left  lateral  wall  of  the  pharynx  had  become  swollen 
and  presented  a  thickened  band  similar  in  appearance  to  the  oedema  of  the  soft 
palate.  A  small  piece  of  tissue  was  removed  from  the  thickened  band  on  the  left 
lateral  pharyngeal  wall.  Microscopic  examination  revealed  no  evidence  of  tuber- 
culosis, syphilis  or  malignancy.  The  connective-tissue  spaces  were  oedematous, 
the  blood-vessels,  both  arterial  and  venous,  Avere  much  engorged,  and  there  were 
areas  of  small-cell  infiltration.     No  bacteriological  examination  was  made. 

On  January  loth,  1904,  the  patient  kindly  consented  to  show  himself  at  the 
meeting  of  the  Laryngological  Society  of  London,  and  the  opinions  there  expressed 
wiU  be  referred  to  later.  Up  to  this  stage  the  facts  concerning  the  patient  have 
already  been  recorded  in  the  Transactions  of  the  Society. 
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PLATE     I. 


Appearance  presented  by  the  soft  i^alate,  fauces  and  pharynx 
in  Case  2. 


To  Illustrate  Dr.  A.  Logan  Tcrner's  Paper  ox  a  Peculiar  Form  of 
HypERrLAsiA  OF  THE  Mucous  Membrane  of  the  Upper  Eespiratory 
Tract. 
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The  subsequent  history  of  the  case,  covering  a  period  of  almost  ten  years,  may 
now  be  briefly  described.  During  the  period  fi*om  1904-1910,  the  patient  suffered 
frequentlj'  from  colds,  and  on  these  occasions  he  had  some  respiratory  trouble. 
His  throat  was  examined  occasionally  by  his  medical  adviser  and  little  change  was 
observed  in  it.  In  March,  1910,  he  had  a  second  severe  attack  of  laryngeal  obstruc- 
tion which  nearly  made  tracheotomy  again  necessary.  At  this  date  he  consulted 
Dr.  John  Macintyre,  who  suggested  that  he  should  see  Sir  Almroth  Wright  with 
a  view  to  commencing  a  course  of  vaccine  treatment.  A  gro^vth  of  Strejptococcus 
■pyogenes  was  obtained  from  the  throat  and  an  autogenous  vaccine  was  given.  The 
vaccines  were  continued  almost  without  interruption  for  eighteen  months,  that  is 
until  the  end  of  the  year  1912.  During  that  period  and  subsequently  the  catar- 
rhal attacks  almost  disappeared  and  he  has  had  no  trouble  with  his  breathing 
His  general  health  has  been  excellent. 

In  October,  1913,  I  again  had  an  opportunity  of  examining  his  throat.  The 
uvula  and  soft  palate  presented  practically  a  normal  appearance.  The  left  pos- 
terior pillar  of  the  fauces  was  uniformly  thickened,  smooth,  and  of  a  greyish  colour. 
The  epiglottis,  of  a  reddish  colour  and  thicker  than  normal,  was  curved  backwards 
and  rigid.  The  left  arytsenoid  was  large  and  pale  and  the  left  aryepiglottic  fold 
had  a  thickened  rolled  sausage-like  appearance,  pale  in  its  more  prominent  part  and 
slightly  pink  laterally.  The  left  vocal  cord  was  concealed  from  view,  but  the  right 
cord  could  be  seen,  normal  in  outline.  The  oedema  of  the  uviila  and  soft  palate, 
the  thickened  band  on  the  left  lateral  wall  of  the  pharynx  and  the  slight  swelling 
of  the  right  arytsenoid  observed  in  1903  had  disappeared  at  this  date. 

Case   2. — J.   F ,  female,  aged  fifty-two,   unmarried,   was   sent  to   me   in 

November,  1912,  by  Dr.  Burn-Murdoch.  She  complained  of  an  occasional  choking 
feeling  in  the  throat  and  sometimes  she  experienced  slight  difficulty  in  breathing. 
These  symptoms  had  troiibled  her  for  six  months.  She  had  not  been  subject  to 
sore  throats,  bv\t  was  liable  to  take  colds. 

The  patient  was  one  of  a  family  of  eight,  and  was  born  and  brought  up  in  the 
Highlands  of  Scotland.  She  had  never  been  outside  her  own  country  and  had 
spent  thirty-five  years  of  her  life  in  domestic  service,  latterly  being  employed  as  a 
cook.  She  had  always  enjoyed  good  health,  though  occasionally  she  had  suffered 
from  anaemia.  There  was  no  history  of  any  acute  illness.  Her  father  died  of  con- 
sumption at  the  age  of  sixty-six,  but  there  was  no  evidence  of  tubercle  in  any  of 
his  children.  Her  mother  died  at  the  age  of  sixty-seven,  but  the  nature  of  her 
last  illness  was  not  very  definite. 

The  patient  presented  a  well-nourished  appearance.  Her  complexion  was  pale, 
with  perhaps  a  slight  tinge  of  coloxir  in  the  malar  regions,  and  she  had  a  certain 
heaviness  of  expression.  There  was  no  cedema  of  the  lower  eyelids,  and  no 
thickening  of  the  tissues.  The  skin  was  not  rough,  nor  were  the  hands  broadened. 
The  interior  of  the  nose  showed  no  abnormality,  nor  was  any  change  observed 
in  the  naso-pharynx,  though  a  good  examination  of  this  region  was  not  obtained 
on  account  of  the  condition  of  the  soft  palate.  The  tongue  and  buccal  mucosa 
were  normal.  The  soft  palate,  fauces  and  pharynx  were  here  and  there  smeared 
with  a  thin  layer  of  sticky  mucoid  secretion,  necessitating  the  application  of  a 
cotton -wool  mop  for  its  complete  removal.  The  surface  of  the  soft  palate  and 
uvula  presented  a  peculiar  smooth,  shiny  appearance  in  which  a  slight  yellowish 
tinge  was  visible  (Plate  I).  In  association  with  this  there  was  a  more  or  less 
uniform  thickening  of  the  soft  palate  and  uvula,  the  free  edges  of  which  had  a  thick- 
ened, rolled  appearance  (Plate  II,  fig.  1).  At  first  sight  the  impression  was  formed 
that  the  uvula  had  been  removed,  because  only  a  short  rounded  stump  represented 
that  structure.   No  such  operation,  however,  had  been  performed.    On  the  left  side 
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the  infiltration  also  involved  the  posterior  favicial  pillar  so  that  it  projected  from 
behind  the  tonsil.  The  anterior  faucial  pillars  were  not  thickened.  There  was 
no  evidence  of  iilceration.  The  movements  of  the  soft  palate  wei'e  somewhat 
restricted,  and  on  palpation  it  felt  firmer  to  the  touch  than  the  normal  palate. 
In  the  centre  of  the  posterior  pharyngeal  wall  there  was  an  area  of  normal 
mncous  membrane,  but  on  each  side  of  this  a  slightly  thickened  vertical  band  of 
tissue  was  observed  extending  upwards  behind  th.e  soft  palate,  that  on  the  left 
side  being  slightly  more  pronounced  than  on  the  right.  The  extent  of  these 
bands,  however,  was  somewhat  limited,  as  they  did  not  encroach  upon  the 
naso-pharynx  above,  nor  did  they  extend  downwards  to  any  appreciable  distance 
into  the  laryngo-pharynx.  They  were  of  a  greyish  colour  faintly  tinged  with 
pink. 

Owing  to  the  thickening  of  the  soft  palate  and  its  consequent  restricted 
movement,  posterior  rhinoscopy  was  somewhat  interfered  with,  but  no  thickening 
of  the  naso-pharynx  was  apparent,  and  the  choanse  could  be  clearly  defined. 

Laryngoscopy  revealed  the  following  changes  in  the  larynx  :  The  epiglottis 
was  uniformly  thickened  and  rigid,  and  its  smooth  surface  was  of  a  pinkish 
colour  faintly  tinged  with  yellow.  Both  arytaenoids,  especially  the  left,  were 
swollen,  the  swelling  involving  the  ary-epiglottic  folds  (Plate  II,  fig.  2).  In  colour 
these  structures  offered  a  distinct  contrast  to  the  epiglottis,  being  pale  and  more 
closely  resembling  the  pseudo-cedematous  infiltration  of  tubercle.  There  was  an 
entire  absence  of  iilceration.  The  swelling  of  the  upper  laryngeal  aperture  pre- 
vented inspection  of  the  interior  of  the  larynx  during  quiet  respiration,  but,  on 
phonation,  the  normal  vocal  cords  moving  freely  became  visible  in  part.  The  voice 
Avas  unaffected. 

As  the  case  was  obviously  one  of  unusual  interest,  the  patient 
was  admitted  to  hospital  for  a  more  complete  examination.  No 
subcutaneous  oedema  or  localised  infiltrations  were  detected  else- 
where on  the  body.  The  urine  was  normal.  There  was  no 
evidence  of  bronchial  or  pulmonary  mischief  and  von  Pirquet's 
reaction  was  negative.  Wassermann's  reaction  was  also  negative. 
Examination  of  the  blood  gave  the  following  result :  red  blood- 
corpuscles,  3,200,000 ;  white  cells,  6400 ;  polymorphonuclears,  64 
per  cent. ;  lymphocytes,  32  per  cent, ;  no  glandular  enlargement 
could  be  detected  anywhere  in  the  body. 

Swabs  were  taken  from  the  sticky  secretion  on  the  posterior 
pharyngeal  wall  and  cultures  were  made,  I  must  here  express  my 
great  indebtedness  to  Dr.  N.  Hay  Bolton  for  his  careful  bacterio- 
logical report  and  for  the  preparation  of  the  tissue  removed  from 
the  soft  palate.  Secretion  was  obtained  from  the  throat  on  two 
separate  occasions  and  the  same  organisms  were  found  in  both 
samples.  Two  varieties  of  cocci  and  two  forms  of  bacilli  were 
cultivated. 

Small  cocci  mostly  in  pairs,  rounded  or  slightly  oval,  forming 
on  agar  plates,  rounded,  yellowish,  granular  colonies  and  producing 
on  gelatine  plates  a  slow  liquefaction.     After  being  subjected  to  a 
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PLATE    II. 


Fig.  1. — Black  and  white  sketch  of  the  fauces  and  phai-ynx  in  Case  2,  J.  F — 
showing  infiltration  of  soft  palate,  jiosterior  pillars  and  pharyngeal  walls. 


Fig.  2. — The  infiltrated  appearance  of  the  upper  laryngeal 
aperture  in  Case  2,  J.  F . 


To  Illustrate  Dr.  A.  Logan  Turner's  Paper  on  a  Peculiar  Form  of 
Hyperplasia  of  the  Mucous  Membrane  of  the  Upper  Respiratory 
Tract. 


Ad  lard  &=  Son,  Impr. 
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PLATE    III. 


Fig.  3. —  x  (iU  diani.     Showinjj;-  arraiigvmfiit  of  intact  ei^ithelium,  small  cell 
infiltration,  lymph  node  and  ^land  acini. 


Fig.  4. —  x  200  diam.     Showing  loose  connective-tissue  stroma  and  cells. 

To  Illustrate  Dr.  A.  Logan  Turner's  Paper  on  a  Peculiar  Form  of 
Hyperplasia  of  the  Mucous  Membrane  of  the  Upper  Respiratory 
Tract. 

Adlard  Sr^  Son,  liiipi 
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variety  of   tests,  the   organism   was  identified  as   the  Micrococcus 
fiubjlavus. 

A  small  round  coccus  in  short  chains,  mainly  diplococci  grown 
on  agar  and  gelatine  plates  as  small,  whitish,  semi-transparent 
granular  colonies  identified  as  the  pneumococcus .  Two  varieties  of 
bacillus,  one,  small  with  rounded  ends  occurring  singly  and 
identified  as  Bacillus  cogenes  alhns,  the  other,  occurring  both 
singly  and  in  chains  of  two  and  three,  and  probably  the  Bacillus 
spiniferus. 

A  piece  of  tissue  was  removed  from  the  thickened  edge  of  the 
soft  palate  close  to  the  base  of  the  uvula,  and  a  number  of  sections 
were  stained  in  a  variety  ot:  ways  both  for  bacteriological  and 
histological  examination.  The  stains  used  for  the  detection  of 
organisms  weremethylene-blue,  carbol  thionine  blue,  Kuhne's  blue 
and  Gram's  method.  No  organisms  were  found  in  the  tissues. 
For  histological  purposes  haematoxylin  and  eosin,  litematoxylin  and 
picro-fuchsin,  eosin  and  methylene-blue  were  employed.  The 
tissue  showed  the  following  structure  (PI.  Ill,  figs.  3  and  4).  The 
surface  epithelium  was  normal  and  intact  and  presented  the 
oi'dinary  arrangement  of  the  papillte.  The  sub-epithelial  tissue 
consisted  of  a  finely  fibrillar  connective-tissue  stroma  showing  an 
increase  from  the  normal,  the  fibrils  being  separated  by  oedema. 
In  certain  areas,  especially  beneath  the  surface  epithelium  and 
between  the  clumps  of  gland  acini,  there  was  an  increase  in  the 
small-cell  infiltration,  being  more  noticeable  in  the  latter  situation. 
The  cells  for  the  most  part  were  mononuclear,  though  polymorpho- 
nucleai-  and  plasma-ceils  could  be  detected.  Here  and  there  a 
lymph-node  was  visible.  The  blood-vessels  and  lymph-spaces  were 
somewhat  dilated.  The  mucous  glands,  round  which  there  was 
considerable  small-cell  infiltration,  showed  no  change  in  their 
epithelial  cells.  There  was  no  evidence  of  tubercle,  syphilis  or 
rhinoscleroma.  The  appearances  suggested  a  subacute  inflammatory 
process. 

The  patient  was  examined  from  time  to  time  during  1913,  and 
although  the  local  appearances  have  undergone  no  change,  on 
moie  til  an  one  occasion,  some  slight  improvement  was  observed  in 
the  throat,  difficult  to  describe,  but  sufficiently  obvious  to  the  eye 
to  be  commented  upon.  It  was,  however,  never  more  than  of  a 
temporary  nature.  Her  facial  appearance  suggested  the  possibility 
of  a  myxoedematous  change  and  a  course  of  thyroid  was  commenced, 
and  continued  over  a  period  of  three  months  without  bringing 
about  anv  alteration  in  the  local  condition,  although  the  patient 
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expressed  herself  as  enjoying  better  health  during  its  administra- 
tion. At  the  beginning  of  1914  the  patient  has  again  taken 
service  as  a  cook. 

In  1901  Brown  Kelly  reported  in  the  Lancet  of  April  6  under 
the  title  of  "  Sclerotic  Hyperplasia  of  the  Pharynx  and  Naso- 
pharynx "  the  case  of  a  man,  aged  thirty-four,  who  for  eight  years 
had  been  subject  to  slight  sore  throats,  and  during  the  last  three 
years  experienced  the  sensation  of  having  something  in  his 
pharynx.  Examination  showed  the  uvula  pale  in  colour,  smooth 
on  the  surface  and  of  fibrous  consistence,  hanging  like  a  curtain 
and  concealing  the  posterior  pharyngeal  wall.  In  the  centre  of 
this  wall  there  was  a  narrow,  mesial  tract  of  normal  tissue,  while 
on  each  side  lay  a  broad  prominent  band  extending  on  to  the 
lateral  wall  and  incorporating  part  of  the  right  and  the  whole  of 
the  left  posterior  faucial  pillar.  Each  of  these  bands,  smooth  in 
outline  and  of  a  uniform  grey  colour,  passed  upwards  into  the  naso- 
pharynx and  downwards  into  the  lower  part  of  the  pharynx,  in  the 
latter  situation  overhanging  the  arytfenoids  and  lying  in  contact 
with  the  margins  of  the  epiglottis.  Tlie  larynx,  so  far  as  it  was 
possible  to  see  it,  was  normal.  The  naso-pharynx,  examined  after 
removal  of  the  uvula,  hardly  admitted  the  end  of  the  forefinger, 
being  reduced  in  size  by  the  upwiird  continuation  of  the  phai-yngeal 
bands  and  the  thickening  of  the  soft  palate.  The  thickening  on 
the  roof  of  the  space  was  most  marked  laterally  and  presented  a 
smooth,  grey,  firm  appearance  concealing  the  choanal  arches,  the 
Eustachian  tubes  and  part  of  the  nasal  septum.  The  infiltration 
was  everywhere  devoid  of  ulceration.  Practically  no  change  was 
observed  in  the  local  condition  during  the  two  years  in  which  the 
patient  was  under  observation.  On  one  occasion,  however,  he 
developed  an  acute  septic  condition  of  the  throat,  during  which 
there  was  considerable  increase  in  the  local  swelling,  especially  on 
the  left  side. 

Through  the  kindness  of  Dr.  Brown  Kelly  I  have  been  able  to 
give  the  further  history  of  this  case.  In  June,  1901,  the  uvula  was 
found  to  have  become  soft  and  flexible,  and  the  band  on  the  right 
side  of  the  pharynx  had  shrunk  to  some  extent ;  the  naso-pharynx 
was  therefore  more  open  and  a  better  view  also  could  be  obtained 
of  the  larynx.  In  1903  the  entire  right  half  of  the  larynx  was 
visible  owing  to  further  shrinkage  of  the  right  lateral  band.  In 
1905,  on  the  other  hand,  all  the  affected  areas  were  again  larger, 
while  in  1907  the  hyperplasias  were  slightly  smaller  than  in  1903. 
In  December,  1913,  the  uvula  was  large  and   soft  and   measured 
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f  in.  in  breadth ;  the  right  lateral  band  had  diminished  consider- 
ably so  that  this  region  did  not  appear  abnormal.  The  left  lateral 
band,  on  the  other  hand,  was  markedly  enlarged,  and  its  smooth  red 
surface  resembled  that  of  a  gumma ;  it  passed  upwards  into  the 
naso-pharynx  so  as  to  conceal  to  some  extent  the  corresponding 
choanal  arch,  while  below  it  slightly  overhung  the  left  arytasnoid. 
While  the  infiltration  has  lost  its  hard  consistence  and  diminished 
somewhat  in  size  since  the  case  was  reported  in  April,  1901,  during 
the  last  six  years  scarcely  any  further  change  of  this  kind  has  been 
observed. 

In  the  Lancet  of  February  25,  1905,  Sir  Felix  Semon  described 
two  cases  of  chronic  hyperplasia  of  the  mucous  membrane  of  the 
pharynx  and  larynx,  and  referred  to  a  third  which  had  been 
under  his  observation.  Case  1  was  that  of  a  lady,  aged  thirty, 
who  had  complained  for  many  months  of  general  discomfort  in  her 
throat  and  of  considerable  difficulty  in  swallowing.  Her  general 
health  had  not  suffered.  Her  soft  palate,  uvula  and  arches, 
posterior  wall  of  pharynx,  epiglottis,  ary-epiglottic  folds  and  ary- 
ttenoid  regions  were  uniformly  thickened,  and  presented  a  peculiar 
yellowish,  shiny,  somewhat  gelatinous-looking  appearance,  sug- 
gesting very  much  the  aspect  of  a  lardaceous  kidney.  The 
infiltration  was  markedly  smooth.  The  mobility  of  the  aryttenoids 
was  unimpaired.  The  patient  was  kept  under  observation  for 
nearly  two  years,  during  which  time  no  method  of  treatment  was 
of  any  avail.  Two  years  later,  however,  she  reported  herself  with 
the  throat  in  a  perfectly  normal  condition. 

The  second  case  detailed  by  Semon  had  been  showni  to  the 
Laryngological  Society  of  London  on  November  7,  1902.  The 
patient  was  also  a  woman  with  a  history  of  long-standing  throat 
trouble  and  occasional  difficulty  in  swallowing.  The  uvula  and 
adjacent  parts  of  the  soft  palate  were  considerably  infiltrated  and 
at  the  same  time  quite  smooth  to  sight  and  touch,  while  the  most 
characteristic  point  consisted  in  the  peculiar  yellowish  colour  of 
the  affected  parts,  resembling  the  appearance  of  a  waxy  kidney. 
The  mucous  membrane  over  the  arytenoid  cartilages  was  in  a 
.similar  condition,  the  left  being  slightly  more  oedematous,  simu- 
lating the  ordinary  pseudo- oedematous  infiltration  of  tuberculosis, 
but,  though  more  transparent  than  its  fellow,  both  had  a  yellow 
colour.  Kidneys  and  lungs  were  healthy.  The  condition  appeared 
to  vary  from  day  to  day.  When  examined  five  months  later  she 
expressed  herself  as  feeling  distinctly  better,  and  the  uvula  and 
right  arytsenoid  looked  much  less  infiltrated  than  they  had  been 
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at  the  previous  examination.     The  patient  had  been  treated  with 
arsenic  and  iron. 

The  third  of  Semen's  cases  was  a  woman,  aged  forty,  whom  he 
saw  on  only  one  occasion.  The  local  appearances  were  similar  to 
those  obsei'ved  in  the  first  case,  but  much  less  developed. 

A  careful  search  through  the  Transactions  of  the  Laryngo- 
logical  Society  of  London  and  of  the  Section  of  Laryngology  of 
the  Royal  Society  of  Medicine  from  1902  to  1913  inclusive  has  not 
disclosed  the  report  of  any  cases  exactly  similar  to  the  six  above 
detailed.  It  is  true  that  there  are  a  few  which  at  first  sio'ht  mig-ht 
be  regarded  clinicall}^  as  resembling  the  above,  but  more  minute 
examination  has  revealed  important  points  of  difference.  Thus, 
Dundas  Grant  in  February,  1903,  showed  a  patient  in  whom  the 
palate  and  pillars  of  the  fauces  were  slightly  thickened  and  the 
epiglottis  and  ary-epiglottic  folds,  especially  the  left,  were  affected 
with  a  pale,  somewhat  solid  oedema  free  from  ulceration.  Under 
anti-syphilitic  treatment  the  condition  greatly  improved.  In 
March,  1903,  Lambert  Lack  showed  a  boy  with  oedematous 
thickening  of  tlie  palate  and  larynx.  Microscopical  sections  of  the 
enlarged  epiglottis  demonstrated  numerous  roundish  nodules  which 
strongly  resembled,  though  they  were  not  characteristic  of,  tubercle.^ 
In  December,  1912,  C.  W.  M.  Hope  showed  a  Avoman,  aged  thirty, 
with  a  solid  white  swelling  of  the  uvula  and  adjacent  soft  palate 
aiid  with  a  similar  condition  of  the  epiglottis,  arytaenoids  and 
ary-epiglottic  folds.  As  the  patient  had  lived  in  Norway  leprosy 
was  suggested ;  the  palate  was  not  antesthetic.  The  Wassermann 
reaction  was  positive.  Mr.  Hope  has  kindly  informed  me  (November, 
1913)  that  after  two  injections  of  salvarsan  the  affected  parts 
resumed  their  normal  appearance  with  the  exception  of  the  uvula, 
which  still  presented  a  white,  swollen  appearance. 

Text-books  on  diseases  of  the  throat  published  both  in  this 
country  and  abroad,  so  far  as  I  have  been  able  to  consult  them,  do 
not  appear  to  deal  with  this  condition. 

When  we  attempt  to  summarise  the  more  important  features 
observed  in  the  patients  affected  Avith  this  form  of  chronic  hyper- 
plasiaj  it  must  be  noted  that  of  the  six  cases  four  Avere  Avomen  and 
tAvo  men,  that  Avhile  the  age  in  one  case  Avas  not  stated,  the  remain- 
ing five  Avere  30,  34,  40,  44,  and  52  respectively.     All  of  them  had 

Dr.  Lambert  Lack  also  showed  a  boy,  aged  nine,  with  diffuse  thickening  of  the 
uvula,  pillars  of  fauces,  adjacent  part  of  soft  palate,  and  upper  laryngeal  aperture  : 
condition  chronic,  not  ulcerating,  probably  due  to  congenital  syphilis  ;  positive 
Wassermann,  no  response  to  iodide,  mercury  and  salvarsan.  Microscopic  sections 
threw  no  light  on  pathology  {Trans.  Roy.  Soc.  Med.,  January,  1914). 
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apparently  enio3'ed  good  health,  aiid  Avith  the  exception  of  the 
thi'oat  affection  there  was  no  evidence  of  disease  elsewhere.  The 
outstanding  clinical  feature  was  a  smooth^  uniform,  more  or  less 
diffuse  infiltration  of  the  uvula  and  soft  palate  along  with  tlie 
palatal  pillars,  the  posterior  wall  of  the  pharynx  and  the  structures 
forming  the  upper  aperture  of  the  larynx.  In  Brown  Kelly's  case 
only  the  larynx  was  unaffected,  and  a  further  difference  was 
observed  in  his  case  in  the  fact  that  tiie  infiltration  involved  the 
naso-pharynx.  An  entii-e  absence  of  ulceration  characterised  all 
the  cases,  and  probably  owing  to  this,  pain  was  not  a  symptom  that 
was  complained  of. 

It  is  evident  from  the  descriptive  accounts  that  the  colour  of 
the  affected  parts  is  not  identical  in  each  case,  and  certain  varia- 
tions can  be  noted.  Thus  in  Brown  Kelly's  patient  the  uvula  was 
pale  and  the  thickened  pharyngeal  bands  were  of  a  grey  colour. 
Semon  emphasised  the  shiny  aspect  and  yellow  coloration  of  the 
soft  palate  in  his  cases,  recalling  to  his  mind  the  appearance  of  the 
waxy  kidney,  and  while  the  same  yellowish  tinge  was  visible  to  a 
slighter  extent  in  the  laryngeal  infiltration,  the  ai-yteenoid  sw^ellings 
bore  some  resemblance  to  the  pseudo-oedematous  infiltration  of 
tubercle.  In  the  second  of  my  two  cases  the  shiny  appearance  of 
the  soft  palate  was  quite  distinctive  and  a  yellowish  tinge  was 
observed.  In  both  of  my  cases  the  epiglottis  showed  a  reddish 
coloration  which  contrasted  with  the  paler  appeai-ance  of  the  ary- 
ta?uoids  and  aryepiglottic  folds.  In  none  of  the  cases  were  the 
movements  of  the  vocal  cords  interfered  with,  the  voice  in  every 
instance  being  unaffected. 

The  following  facts  may  be  noted  in  connection  with  the  clinical 
course  of  these  cases.  In  Brown  Kelly's  patient,  observed  at  inter- 
vals during  a  period  of  fourteen  years,  the  hyperplasia  lost  its  hard 
consistence  and  diminished  in  size  at  first.  Later,  further  diminu- 
tion was  noticed,  but  during  the  last  six  years  there  has  been 
scarcely  any  change.  In  one  of  Semon's  cases  the  throat  and 
lai'ynx  had  returned  to  a  perfectly  normal  condition  four  years  after 
she  was  first  examined,  though  during  the  first  half  of  this  period  no 
change  in  the  local  appearances  was  observed.  In  another  of  his 
patients  the  uvula  and  the  right  arytfenoid  appeared  to  be  less  infil- 
trated four  months  after  the  first  examination.  My  first  patient,  seen 
from  time  to  time  during  a  period  of  ten  years,  showed  distinct 
evidence  of  improvement.  The  uvula,  soft  palate  and  pharynx 
resumed  their  normal  appearance,  and  the  slight  swelling  of  the 
right  arytaenoid  noticed  at  first  had  also  disappeared.     The  changes 
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observed  in  the  epiglottis^  left  aiytaeuoid  and  left  ai'y-epiglottic  fold, 
however,  remained.  In  my  second  case,  which  has  now  been  under 
observation  for  fifteen  months,  no  change  has  been  noticed.  There 
is  no  doubt,  however,  that  the  local  condition  appears  to  vary  from 
time  to  time,  the  infiltration  appearing  to  be  reduced  and  the  surface 
colouring  somewhat  modified  at  one  visit  while  at  the  next  the 
parts  again  tally  with  the  description  originally  made.  Even  after 
a  prolonged  period  of  ten  and  fourteen  years  neither  ulceration 
nor  cicatrisation  can  be  demonstrated. 

Histological  examination  reveals  a  similarity  of  structure.  The 
general  characters  common  to  all  are  to  be  found  in  the  normal, 
intact  epithelium,  in  the  finely  fibrillar  network  of  connective  tissue, 
which,  associated  with  some  oedematous  infiltration,  is  responsible 
for  the  increased  thickening  of  the  parts.  Collections  of  small 
cells,  mostly  of  mononuclear  and  polymorphonuclear  types,  are 
found  in  relation  to  the  surface  epithelium,  to  the  gland  acini  and 
blood-vessels.  The  mucous  glands  show  no  change  and  the  walls 
of  the  arterioles  are  not  thickened.  There  is  no  evidence  of  tubercle, 
syphilis  or  rhinoscleroma,  and  no  specific  micro-organisms  have 
been  detected. 

There  does  not  appear  to  be  any  specific  line  of  treatment. 
The  condition  has  not  been  improved  under  mercury  and  potassium 
iodide.  I  have  not  experimented  with  salvarsan.  Arsenic  and 
iron  have  had  no  obvious  effect.  Thyroid  treatment  did  not 
diminish  the  infiltration  in  my  second  case,  though  the  patient  felt 
generally  better  while  taking  it.  In  the  light  of  the  general  and 
local  improvement  following  the  vaccine  treatment  suggested  by 
Macintyre  in  my  first  case  a  further  trinl  with  vaccines  might  be 
made  in  other  cases  of  a  similar  nature,  though  too  much  impoi"t- 
ance  must  not  be  attached  to  this  therapeutic  measure,  seeing  that 
spontaneous  disappearance  of  the  hyperplasia  occurs  from  time  to 
time  in  these  cases. 

It  is  obvious,  therefore,  from  a  consideration  of  the  six  cases 
reported  by  Brown  Kelly,  Semon  and  myself,  that  we  have  to  deal 
with  a  pathological  condition  of  the  fauces,  pharynx  and  larynx, 
Avhich  cannot  be  placed  in  the  category  of  any  of  the  hitherto  Avell- 
recognised  diseases  affecting  this  part  of  the  body.  Brown  Kelly,  in 
his  paper,  discussed  the  respective  claims  of  rhinoscleroma,  tertiary 
and  hereditary  syphilis,  but  in  the  absence  both  of  clinical  and 
histological  evidence  confirmatory  of  any  of  these  conditions  he 
was  obliged  to  reject  in  his  case  any  such  diagnosis.  He  pointed 
out,    however,    that    the    condition    might    be    analogous    to    the 
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affection  known  as  subglottic  hypertrophic  laryngitis,  and  demon- 
strated that  the  clinical  historyj  the  appearance  of  the  infiltrations 
and  their  histological  changes  presented  many  points  of  resemblance 
in  the  two  affections.  Semon,  in  discussing  the  possible  a3tiology  of 
these  rare  cases,  is  disinclined  to  accept  their  identity  or  analogy 
with  hypertrophic  subglottic  laryngitis,  and  prefers  the  application 
of  the  term  "  chronic  hyperplasia  "  as  descriptive  of  the  condition 
which  we  have  been  discussing  until  more  light  is  thrown  upon  its 
aetiology. 

I  do  not  think  that  any  fresh  light  has  been  thrown  on  this  by 
a  study  of  the  additional  case  now  published.  The  impression  of 
incipient  myxoedema  which  was  suggested  by  the  facial  expression 
of  the  patient  had  to  be  abandoned  after  three  months  of  thyroid 
treatment,  and  there  is  no  evidence  in  the  other  cases  to  support 
this  view.  The  possibility  of:  a  septic  origin  must  not  be  lost  sight 
of.  Semon,  in  discussing  the  £eti<jlogy  of  the  condition,  regarded 
my  first  case  as  differing  from  Brown  Kelly's  and  his  own  on  the 
ground  that  it  was  probably  the  result  of  an  acute  septic  infection, 
the  obstructive  symptoms  coming  on  suddenly  and  demanding 
tracheotomy.  As  no  previous  examination  of  the  throat  had  been 
made  in  this  case,  it  is  impossible  to  say  whether  the  peculiar 
appearances  afterwards  observed  owed  their  origin  to  this  attack,  or 
whether  the  acute  obstruction  was  due  to  an  inflammation  super- 
imposed upon  an  already  existing  hyperplasia.  The  occurrence  of 
a  second  acute  obstructive  attack  seven  years  later  and  almost  as 
severe  as  the  first  seems  to  furnish  evidence  in  favour  of  the  latter 
view.  Kelly's  patient  had  been  subject  to  slight  attacks  of  sore 
throat  for  eight  years,  and  one  of  Semen's  cases  had  had  long- 
standing throat  trouble.  When  we  recall,  however,  the  frequency  / 
with  which  the  throat  is  the  site  of  septic  infection  and  the  rarity! 
of  the  condition  now  under  consideration,  it  is  difficult  to  associate] 
its  origin  with  a  septic  basis.  Nor  does  the  improvement  in  one 
case  under  vaccine  treatment  furnish  conclusive  evidence  of  its 
origin,  because  both  improvement  and  cure  have  resulted  without 
any  treatment  being  employed. 

It  will  not  be  out  of  place  to  conclude  by  quoting  from  Mr.  \ 
Shattock's  report  on  the  histological  examination  Avhich  he  made  \ 
from  the  tissue  removed  from  one  of  Semon's  cases.  "  The 
examination  shows  no  more  than  the  anatomical  character  of  the 
condition — it  does  not  demonstrate  its  cause.  The  lesion  presents 
none  of  the  structural  features  of  tuberculosis,  syphilis  or  rhino- 
scleroma.     The  overgrowth  of  connective  tissue  has  no  relationship 
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with  a  neuro-fibromatous  pachydermia  since  the  nei'ves  are  not 
involved  in  the  general  fibromatosis.  The  enlai'gement,  again,  is 
not  due  to  a  dilatation  of  lymph-spaces  as  in  a  lymphangiomatous 
or  lymphangiecLatic  lesion.  Nor  does  it  bear  relegating  to  the 
group  of  angio-neurotic  ne'demas  observed  in  the  skin,  since  the 
lesion  was  not  sudden  either  in  its  onset  or  at  any  time  in  its  rate 
of  extension.  The  complete  absence  of  chronic  arterial  change 
further  removes  any  relationship  between  the  disease  and  ery- 
thromelalgia,  seeing  that  in  the  cases  of  the  last-named  condition 
which  have  been  histologically  examined  local  arterial  disease  has 
been  observed." 

Eeferknces. 

A.  Brown  Kelly. — The  Lancet,  April  6,  1901. 

Sir  Felix  Semon. — Trans.  Lond.  Lar.  Soc,  November,  19U2. 

J.  DuNDAs  Grant. — Ibid.,  February,  1903. 

H.  Lambert  Lack. — Ibid..  March,  1903. 

A.  Logan  Turner. — Ibid.,  January',  1904. 

Sir  Felix  Semon. — The  Lcmcet,  February  25,  1905. 

C.  W.  M.  Hope.— Proc.  Roy.  Soc.  Med  ,  Sect,  of  Laryiigol.,  December,  1912. 


NOTE    ON    A    TUMOUR  OF   THE   SOFT   PALATE   CONSISTING 
MAINLY  OF  SALIVARY  GLAND  TISSUE. 

By  Thomas  Guthrie,  M.A.,  M.B.,  B.C.,  F.R.C.8., 

Hon.  Laryngologist  to  the  Liverpool  Royal  Infirmary  ;    Hon.  Aui-ist  and 
Laryngologist  to  the  Victoria  Central  Hospital.  Liscard. 

Wifli   a  Pathological  Bepoii  by  Pkofessor  Ernest  Glynn, 
Professor  of  Pathology  in  the  University  of  Liverpool. 

The  following  case  appeai-s  to  me  worthy  of  record  in  view  of  the 
remarkable  structure  of  the  growtli  : 

E.    R ,    a    boy,   aged    eight,   was    brought    to    the    Throat 

Department  of  the  Liverpool  Royal  Infirmary  by  his  mother,  who 
stated  that  adenoids  had  been  removed  about  eighteen  months 
previously  at  another  hospital,  but  the  boy  still  did  not  appear  to 
breathe  freely  through  his  nose.  On  examination  it  was  found 
that  no  adenoids  were  present,  but  a  somewhat  pear-shaped  mass, 
the  size  of  a  small  bean,  was  seen  hanging  from  the  soft  palate 
about  one  eighth  of  au  inch  to  the  right  of  the  uvula.  Tlie  growth 
was  covered  with  normal  mucous  membrane  similar  to  that  of  the 
surrounding  parts,  and  showed  no  signs  of  ulceration.    The  narrow 
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upper  end  or  pedicle  appeared  to  be  attached  to  the  posterior 
surface  of  the  soft  palate  immediately  above  its  lower  margin.  The 
rounded  lower  end  hung  down  below  the  level  of  the  tip  of  the 
uvula. 

The  loop  of  a  snare  was  passed  over  the  growth^  and  its  pedicle 
— which  proved  to  be  considerably  tougher  than  was  expected — 
severed  from  its  attachment  to  the  palate.  Bleeding  was  practically 
absent. 

The  tumour  was  submitted  for  microscopical  examination  to 
Prof.  Ernest  Glynn,  who  reported  as  follows  : 


Fig.  ]. 


Report  by  Prof.  Ernest  Glyxx. 

The  tumour  is  pear-shaped,  and  measured,  when  cut  through 
the  middle,  9  mm.  longitudinally  and  6  mm.  transversely.  It  mainlv 
consists  of  a  mixed  salivary  gland  of  the  submaxillary  type. 

The  surface  of  the  tumour  is  covered  with  squamous  epithelium, 
on  to  which  the  mouths  of  several  small  ducts  lined  by  columnar 
epithelium  open.  Underneath  the  squamous  epithelium  there  is  a 
thin  layer  of  fibrous  tissue,  in  places  containing  nodules  of  typical 
lymphoid  tissue,  the  largest  being  30 /i  deep. 

The  salivary  tissue  resembles  exactly  that  of  the  normal  human 
submaxillary,  except  in  the  following  details  : 

(1)   It  is  divided  into  small  lobules  separated  by  fairly  dense 
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Fig.  2. — Section  through  the  whole  tumour  magnified  five  times,  (a) 
Lobulated  salivary  gland.  (b)  Superficial  squamous  epithelium, 
(c)  Layer  of  lymphoid  tissue  with  two  ducts,  (d)  Mass  of  small 
ducts,     (e)  Stalk  of  tumoiu-. 

(From  a  microphotograph  prepared  in  the  Pathological  Department 
of  Liverpool  University.) 


Fig.  3. — Section  of  a  part  of  the  tumovir  magnified  200  times. 

(From  a  microphotograph  prepared  in  the  Pathological  Department 

of  Liverpool  University.) 
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bands  of  fibrous  tissue,  and  the  delicate  periacinous  stroma  is 
infiltrated  with  lymphocytes  and  plasma-cells. 

(2)  The  acini  consist  mainly  of  mucous  cells  ;  serous  cells  are 
very  scanty,  bat  the  demilunes  of  Heidenhain  are  unusually 
numerous. 

Most  of  the  ducts  open  by  separate  orifices  at  the  apex  of  the 
tumour ;  some  can  be  seen  penetrating  the  lymphoid  tissue. 

The  tumour  has  evidently  originated  from  a  "  rest "  of  salivarv 
gland  deposited  in  the  palate  during  foetal  life. 

Owing  to  its  position,  the  tumour  has  been  irritated,  as  indicated 
by  the  infiltration  of  the  periacinous  tissue  with  lymphocytes  and 
plasma-cells. 

So  far  as  I  have  been  able  to  examine  the  literature,  I  have  not 
discovered  any  record  of  a  similar  case.  As  stated  in  Prof.  Grlynn's 
report,  and  clearly  shown  by  the  accompanying  plates,  the  growth 
consists  for  the  most  part  of  typical  salivary  gland  tissue.  It 
therefore  bears  no  relationship  to  the  so-called  "  mixed  parotid  " 
tumours,  a  number  of  which  have  been  described  in  connection 
with  the  palate,  since  these  tumours  do  not  contain  salivary  o-land 
tissue,  and  are,  in  fact,  endotheliomata. 


SUSPENSION    LARYNGOSCOPY    IN    CHILDREN,    WITH 

PARTICULAR   REFERENCE   TO   THE   TREATMENT 

OF    PAPILLOMA.^ 

By  W.  Albkecht, 
Berlin. 

Operations  on  the  larynx  have  been  materially  facilitated  by 
Killian's  suspension  laryngoscopy.  This  is  particularly  true  of 
operations  on  children,  in  whom  endolaryngeal  treatment  is  ahvays 
so  difficult  that  every  improvement  in  technique  is  of  the  greatest 
importance.  There  is  no  need  to  describe  in  detail  the  general 
technique  of  suspension  laryngoscopy,  especially  as  the  procedure 
is  much  simpler  in  children  than  in  adults.  The  reasons  for  this 
are  to  be  found  partly  in  the  upright  position  of  the  epiglottis, 
which  often  permits  of  a  satisfactory  view  as  soon  as  the  base  of 
the  tongue  is  pressed  upon,  and  partly  in  the  slender  build  of  the 
neck  characteristic  of  childhood.  A  gracefully  moulded,  easily 
movable  neck  is  naturally  one  of  the  most  important  conditions  for 
'  Eead  at  the  Verein  deutscher  Larjmgologen,  Stuttgart,  May,  1913. 
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the  safe  and  easy  performance  of  suspension  laryngoscopy,  seeing 
that  the  more  slender  the  neck  is,  the  further  can  the  head  be  bent 
backwards,  and  the  more  the  head  can  be  extended  the  more 
securely  does  the  instrument  rest.  The  narcosis  is  the  only  un- 
pleasantness, and  this  objection  is  not  limited  to  suspension  laryngo- 
scopy, since  chloroform  must  be  resorted  to  in  all  major  manoeuvres 
in  the  child's  larynx. 

Clinically  the  procedure  has  rendered  more  certain  : 

(1)  The  removal  of  the  larger  "  infantile  nodes. "^ 

(2)  The  operative  treatment  of  laryngeal  tuberculosis. 

(3)  The  operative  treatment  of  papilloma. 

To  these  three  I  may  add  a  fourth,  enucleation  of  the  tonsils, 
although,  strictly  speaking,  it  belongs  rather  to  suspension  pharyn- 
goscopy  than  to  suspension  laryngoscopy.  In  operating  under 
narcosis  and  with  the  head  dependent  suspension  gives  a  first-rate 
view  of  the  tonsillar  region,  so  that  enucleation  can  be  effected  in 
a  few  minutes  under  the  strictest  visual  control. 

Of  its  use  in  the  treatment  of  "  screamer's  nodes  "  all  Ave  need 
«ay  is  that  we  thereby  obtain  an  easy  access  to  the  field  of  operation, 
and  are  able  to  remove  them  from  their  situation  with  precision. 

In  treating  tuberculosis,  on  the  other  hand,  we  must  premise 
our  remarks  by  observing  that  we  do  not  treat  every  case  of 
laryngeal  phthisis  in  children  endo-laryngeally,  for  we  await  the 
effects  of  the  constitutional  treatment  of  the  disease  before  resorting 
to  any  local  treatment.  It  is  only  when  there  are  signs  of  dyspnoea 
that  we  adopt  endo-laryngeal  measures.  Two  cases  of  this  kind 
have  come  under  our  care.  In  these  the  laryngeal  lumen  was 
reduced  by  gi'anulations  and  infiltration  to  a  small  slit.  The 
diseased  tissues  were  removed  with  the  double  curette,  and  since 
that  time,  several  months  ago  now,  both  children  have  been  able 
to  breath  quite  freely. 

But  this  power  of  operating  thoroughly  is  not  the  only  advan- 
tage. Another  vei*y  favourable  circumstance  lies  in  the  fact  that 
we  can  now  operate  with  greater  safety.  In  all  stenosiiig  laryngeal 
disease,  as  everybody  knows,  we  must  always  be  apprehensive  of  a 
sudden  attack  of  asphyxia  during  operation.  With  suspension 
laryngoscopy  once  the  spatula  is  properly  in  position  any  such 
danger  is  quickly  got  rid  of,  for  the  extended  position  of  the  head 
at  once  enables  us  to  pass  a  straight  tube  right  into  the  trachea 

^  "  Infantile  nodes "  (Kinderknotchen)  on  the  cords  are  analogous  to  the 
"  singer's  nodes"  of  adult  life.  They  are  ascribed  to  habitual  crying  or  screaming 
in  children.     They,  therefore,  might  be  termed  "  screamer's  nodes." — Trans. 
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and  so  to  perforin  a  kind  of  direct  intubation.  For  this  purpose 
Killian's  infantile  tube  is  specially  well  fitted,  the  mandrin  of  which 
easily  finds  its  way  among  projecting  infiltrations.  I  was  able  in 
two  cases  to  persuade  myself  of  the  truth  of  this  remark  ;  there 
was  no  asphyxia,  certainly,  but  the  experimental  introduction  of 
the  tube  was  adopted  for  prophylactic  reasons. 

The  great  field  for  suspension  laryngoscopy,  however,  is  in  the 
treatment  of  papilloma.  Here  its  advantages  are  most  apparent. 
The  area  of  operation  lies  peaceably  before  our  eyes.  We  have  • 
both  hands  free.  The  left  hand  can  be  used  to  mop  up  the  bleeding 
while  the  rig-ht  is  in  action,  or  with  a  sound  in  tlie  left  hand  we 
hold  aside  folds  of  mucous  membrane,  the  ventricular  bands,  or  the 
vocal  cords,  and  so  ai-e  able  to  carry  out  a  searching  scrutiny  of 
the  various  parts. 

To  come  to  detail,  we  set  about  the  operation  as  follows  :  First 
of  all  the  larger  papillomatous  masses  are  removed  with  a  fine 
double  spoon-forceps;  then  the  projections  which  remain  are 
smoothed  off  with  the  double  cm-ette.  When  once  the  laryngeal 
lumen  has  been  freed  particular  attention  is  paid  to  the  ventricles 
of  Morgagni  and  to  the  subglottic  space,  since  in  these  regions 
remnants  of  papillomata  are  still  discoverable.  Finally,  I  pass  a 
simple  curette  over  the  whole  mucous  surface  of  the  larynx.  I 
should  like  particularly  to  recommend  this  simple  curettage.  We 
can  easily  note  how  with  gentle  pressure  the  still  diseased  mucosa 
can  be  scraped  away  Avhile  the  healthy  tissue  offers  resistance  and 
remains  behind.  I  have  on  several  occasions  been  surprised  to 
find  how  much  papillomatous  mucosa  there  was  to  be  removed 
with  the  curette,  and  that  this  tissue  is  actually  diseased  can  easily 
be  proved  by  histological  examination. 

So  far  I  have  treated  in  this  way  nine  papillomatous  cliildren. 
The  results  to  date  are  :  Two  children  are  still  under  treatment,  for, 
in  spite  of  two  operations,  they  keep  showing  recurrences.  In  both 
of  these  cases  the  larynx  was  filled  with  papillomata  and  the  upper 
half  of  the  trachea  was  also  affected.  Both  of  the  children  are,  of 
cotirse,  Avearing  a  tracheotomy  tube,  and  to  some  extent  we  may 
attribute  the  continuing  recurrences  to  this  fact.  It  is  frequently 
possible  to  observe  that  the  irritation  of  the  tube  encourages  the 
growth  of  papillomata  in  its  neighbourhood,  and  that  from  the 
moment  the  tube  is  dispensed  with,  they  manifestly  retrogress. 

Of  the  seven  remaining  children  one  has  remained  free  of  any 
recurrence  for  ten  months  ;  two  for  seven  months  ;  three  for  six 
months ;  and  one  for  four  months.     In  three  of  the  cases  a  single 
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operation  proved  to  he  sufficient ;  in  the  others,  further  interven- 
tion was  necessary,  hut  none  have  required  more  than  four  opera- 
tions. Three  of  the  seven  cases  are  of  particular  interest  as  they 
provide  us  with  a  comparison  with  the  older  procedure- — ^operation 
through  the  tube  spatula.  The  first  case,  a  girl,  aged  nine,  had 
been  under  treatment  in  the  clinic  for  a  year.  To  begin  with,  the 
whole  of  the  larj'ngeal  space  was  filled  with  papillomata,  looking 
like  a  cauliflower  in  the  larynx.  With  the  tube  spatula  they  were 
again  and  again  removed  as  thoroughly  as  possible  at  different 
times,  but  every  time  the  spatula  was  inserted  the  larynx  showed 
itself  full  of  papillomata.  After  the  first  clearance  under  suspen- 
sion laryngoscop}"  the  lumen  remained  free,  so  that  we  were  able,  for 
the  first  time  for  several  years,  to  dispense  Avith  the  tracheotomy 
tube.  Six  weeks  later  a  few  small  warts  had  to  be  removed,  but 
this  was  the  last  time.  Since  then,  ten  months  ago,  there  has  been 
no  sign  of  any  recurrence  and  tlie  voice  has  become   cpiite   clear. 

With  the  other  two  children  we  are  able  to  record  the  same 
result.  In  one  of  them,  a  boy,  aged  four,  the  case  was  complicated 
by  papillomata  in  the  trachea  as  far  as  the  bifurcation.  Since 
the  fourth  intervention  in  this  case,  seven  months  ago,  the  larynx 
and  trachea  have  remained  free  of  disease. 

The  time  during  which  the  treatment  has  been  under  observa- 
tion is,  of  course,  too  brief  to  permit  of  a  conclusive  decision  being 
arrived  at,  and  I  am  quite  well  aware  that  a  recurrence  of  papil- 
loma may  set  in  after  an  interval  of  years.  At  tlie  same  time  our 
present  experiences  justify  a  more  favourable  prognosis  than  was 
formerly  possible.  A  year  ago  my  views  on  the  treatment  of 
papillomata  were  pessimistic.  Since  we  have  taken  up  suspension 
laryngoscopy  I  have  become  an  optimist.  D.  M.  {trans.). 


CLINICAL    NOTE. 


A    METHOD    OF    DEALING    WITH    SEPTAL    PERFORATIONS. 

By  W.  J.  Harrison,  M.B., 

Newcastle-on-Tj-ne. 

Some  time  ago,  when  doing  a  suljmucous  resection  ou  a  boy  for  a  marked 
deflection  of  the  septum,  I  unfortunately  tore  both  flaps  immediately 
opposite  to  each  other  near  the  flooi-  of  the  nose.  The  gap  left  was 
such  that  drawing  the  edges  together  was  out  of  the  question,  and  a 
perforation  appeared  inevitable.     A  fairly  large  piece  of  cartilage  which 
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had  been  i-emoved  was  trimmed  to  a  size  somewhat  larger  than  the 
perforation,  and  then  inserted  between  the  flaps  so  that  it  closed  the 
opening.  The  nose  was  then  packed  with  Hill's  absorbent  splints 
previously  smeared  with  vaseline,  and  these  were  carefully  removed 
twenty-four  hours  later.  The  edges  of  the  tear  granulated  over  the 
cartilage,  and  in  a  short  time  there  was  no  sign  of  any  perforation  having 
taken  place. 

At  the  time  I  did  not  know  that  this  proceeding  had  been  done 
before,  but  I  have  lately  read  an  article  by  Dr.  Perry  G.  Goldsmith,^  of 
Toronto,  in  which  he  mentions  doing  the  same  thing  with  satisfactorv 
results.  As  he  says  that  so  far  as  he  knows  the  method  is  original, 
others  mav  not  have  tried  it,  therefore  I  record  tlie  above  case. 


SOCIETIES'     PROCEEDINGS. 


ROYAL    SOCIETY    OF    MEDICINE.— OTOLOGICAL 

SECTION. 


November  21,  1913. 


Mr.  Richard  Lakk,  President,  in  tlie  Chair. 

A  New  Eustachian  Bougie. — W.  H.  Kelson.— The  instrument 
consists  of  a  sliding  scale  to  which  the  bougies  are  attached,  and  it  is  so 
arranged  that  the  distance  which  the  bougie  projects  beyond  the  end  of 
the  Eustachian  catheter  is  automatically  marked  on  the  scale.  The 
instrument,  including  the  bougies,  is  made  entirely  of  metal  and  so  is 
easily  sterilised  by  boiling ;  but  bougies  of  gum-elastic  or  other  material 
can  be  used  if  desired. 

The  President  said  the  instrument  was  an  ingenious  one,  and  it  was 
easily  sterilisable,  whereas  a  gum-elastic  one  was  nor. 

Dr.  FiTzGrERALD  PowELL  Said  he  was  interested  to  see  the  instrument, 
as  he  thought  the  bougie  for  this  purpose  was  a  thing  of  the  past.  He  had 
not  encountered  cases  which  required  the  use  of  a  bougie,  though  Dr. 
Kelson  seemed  to  have  had  such  to  treat.  There  must  be  only  a  small 
proportion  of  cases  in  which  it  was  impossible  to  secure  the  patency  of 
the  tube  through  the  catheter.  There  was  probably  not  much  danger  in 
the  use  of  the  instrttment  in  experienced  hands  if  employed  very  carefully. 
It  certainly  was  not  an  instrument  for  promiscuous  use. 

Mr.  Sydney  Scott  had  found  the  bougie  very  useful  in  a  few  selected 
cases — i.e.  to  clear  a  temporary  obstruction  such  as  thick  mucus,  and  so 
thus  removing  an  obstacle  to  inflation.  He  would  be  a  little  afraid  to  use 
such  fine  bougies  as  Dr.  Kelson  had  shown  because  of  the  risk  of  making 
false  passages. 

Dr.  H.  F.  Mole  also  expressed  the  fear  that  such  a  fine  bougie  might 
cause  injury.  Some  cases  admittedly  were  im];)roved  by  the  passage  of  a 
bougie,  specially  perhaps  those  which  were  improved  hy  politzerisation  but 
in  which  this  improvement  was  very  temporary. 

1  Perry  G.  Goldsmith.  M.D.,  "The  After-treatment  of  Xose,  Throat,  and  Ear 
Operations,"  Journ.  of  Lartnol.,  Ehixol.,  axd  Otol  ,  December,  1912. 
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Dr.  Kelson  replied  that  lie  would  like  to  know  what  members  would 
do  when,  being  satisfied  that  thev  had  got  the  catheter  in  the  right 
position,  they  found  they  were  unable  to  get  a  satisfactory  result,  owing 
to  the  interposition  of  something,  such  as  a  plug  of  mucus.  His  instru- 
ment provided  a  means  of  removing  such  obstruction.  When  emphysema 
was  caused  it  was  because  the  instrument  was  not  in  the  right  place,  but 
had  perforated,  not  the  tube,  but  the  adjacent  soft  tissue.  Metal  catheters 
without  any  bougie  were  liable  to  do  this  occasionally. 

Lateral  Sinus  Thrombosis,  with  Pyaemia.— F.  F.  Muecke.— The 

patient,  a  male,  aged  forty-six,  was  sent  to  the  Loudon  Hospital  from  the 
Eastern  Fever  Hospital,  into  which  place  he  was  admitted  two  days  pre- 
viously as  a  case  of  typhoid  fever.  The  history  commenced  nine  weeks 
previously  with  severe  earache  on  the  left  side,  which  was  quickly  followed 
by  a  discharge.  The  discharge  was  maintained  for  seven  and  a  half  weeks, 
when  it  suddenly  stopped  and  the  patient  was  seized  with  what  he  took 
to  be  a  bilious  attack — headache,  malaise,  nausea,  etc.  The  attack 
gradually  increased  in  severity,  and  at  the  end  of  eight  days  he  was  sent 
to  the  Fever  Hospital,  where  he  developed  stiffness  and  pain  on  the  left 
side  of  the  neck. 

On  admission  his  temperature  was  102'5°  F.,  pulse  100.  He  was 
obviously  extremely  ill,  but  complained  of  nothing  except  the  pain  in  the 
neck.  There  was  no  headache,  no  nausea  or  vomiting,  no  mastoid  redness 
or  tenderness,  and  no  auricular  displacement.  A  bead  of  pus  was  seen 
coming  through  a  small  perforation  in  the  upper  half  of  the  drum,  and 
there  Avas  redness  and  oedema  at  the  upper  posterior  angle  of  the  bonv 
meatus.  The  neck  presented  a  diffuse  red,  tender  swelling  along  the 
course  of  the  internal  jugular  vein.  No  definite  history  of  a  rigor  could 
be  obtained,  only  obscure  shivering  attacks.  An  examination  of  his  blood 
showed  an  increase  in  the  polynuclear  neutrophiles  and  large  hyaline  cells, 
and  a  pure  culture  of  streptococci  was  obtained  from  a  finger  punctvire. 
The  cerebro-spinal  fluid  was  normal. 

At  the  operation  the  lateral  sinus  at  its  bend  was  found  to  be  gan- 
grenous, and  the  vein  was  thrombosed  from  almost  the  torcula  to  the 
innominate  vein.  The  internal  jugular  was  ligatured  below  the  clot  and 
the  upper  part  dissected  out  and  stitched  to  the  upper  angle  of  the 
incision.  The  facial  vein,  being  partly  thrombosed,  was  also  ligatured. 
The  sinus  Avas  syringed  throiigh  from  above,  much  clot  being  thus 
removed.  The  clot  in  the  upper  part  of  the  sinus  was  also  removed.  The 
clot  was  found  to  be  teeming  witli  streptococci.  The  patient  made  a  good 
recovery,  but  on  the  second  day  slight  facial  paralysis  was  seen,  which 
became  absolute  on  the  fourth  day. 

An  examination  of  the  blood  a  week  after  operation  still  showed 
streptococci,  but  the  patient  was  doing  well,  except  for  an  evening  rise  of 
temperature  to  102°  F.  A  vaccine  was  injected  three  days  after  the 
operation,  and  on  five  other  occasions,  a  high  rise  of  temperature  being 
taken  as  an  indication.  Ten  days  after  the  operation  the  blood  was 
reported  to  be  sterile.  Twelve  days  later  the  left  leg  became  swollen  and 
painful,  and  it  was  found  that  the  popliteal  vein  Avas  thrombosed.  Four 
days  later  a  similar  condition  was  seen  in  the  right  leg.  Ten  days  later 
the  patient  complained  of  great  pain  over  the  right  Icidney,  and  blood 
and  pus  Avere  seen  in  the  urine  on  the  next  day.  Cystitis  quickly 
developed,  followed  by  left  epididymo-orchitis.  Four  days  later  symptoms 
of  acute  peritonitis  appeared,  and  a  laparotomy  was  performed  by  Mr. 
Warren.     On  recovering  from  the  operation  the  patient  slowly  began 
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to  mend,  and  was  sent  to  the  seaside  fom-teen  weeks  after  tlie  first 
operation. 

The  temperature  charts  show  an  average  evening  rise  to  102^  F. 
during  the  first  seven  weeks,  to  1005°F.  during  the  following  five  weeks, 
and  a  practically  normal  temperature  the  last  two  weeks. 

The  President  remarked  that  an  unusual  feature  was  the  large 
swelling  in  the  neck,  owing  to  the  abscess  involving  the  internal  jugular 
vein. 

Mr.  Sydney  Scott  had  never  seen  such  a  severe  case  of  true  pyaemia 
recover.  The  fact  that  there  was  peritonitis,  too,  must  be  almost 
unique. 

Mr.  Gr.  J.  Jenkins  asked  whether  Mr.  Muecke  looked  upon  the 
condition  as  septicaemic,  not  pyaemic.  There  seemed,  from  the  descrip- 
tion, to  have  been  a  general  infection  of  the  blood-stream.  There  was 
undoubtedly  a  great  vai'iation  in  the  resistance  of  individuals  to  strepto- 
coccus infection.  He  remembered  a  case  in  which  a  child  had  injured 
his  tongue  with  a  piece  of  wood ;  streptococci  could  be  grown  from  the 
blood  of  the  child  for  five  weeks  after  the  accident.  Death  ultimately 
resulted  from  uraemia. 

Dr.  Kelson  asked  whether  the  vaccine  given  was  autogenous,  and 
whether  Mr.  Muecke  attributed  any  large  part  of  the  recovery  to  it. 

Dr.  FitzGtEeald  Powell  said  it  was  very  interesting  to  note  the 
point  mentioned  by  Mr.  Jenkins,  viz.  how  long  these  cases  would  some- 
times go  on  without  showing  alarming  symptoms.  Some  time  ago  he 
was  asked  to  see  a  case  in  which  the  patient  was  thought  to  be  suffering 
from  rheumatism,  and  had  been  treated  for  such  for  some  weeks.  She 
did  not  look  alarmingly  ill.  There  was  a  history  of  suppuration  in  the 
ear,  and  at  the  time  he  saw  her  she  showed  head  symptoms  and  had  a 
pyaemic  abscess  in  the  right  knee.  Operation  exposed  the  lateral 
sinus  tlirombosed  by  septic  clot,  which  extended  to  the  opposite  sinus. 
The  patient  died,  and  the  lateral  sinus,  straight  sinus,  petrosal  and 
cavernous  sinuses  were  found  thrombosed — and  the  petrous  bone 
necrosed. 

Mr.  Muecke,  in  reply,  said  that  of  eighty  cases  at  the  London 
Hospital,  the  abscess  which  had  been  referred  to  occurred  in  only  four, 
and  they  were  all,  like  this  one,  late  cases.  It  was  agreed  that  the  case 
was  one  of  septicaemia  as  well  as  pyaemia,  as  shown  by  the  sections  of 
blood-clot  and  sinus  wall ;  blood  was  taken  from  the  top  of  the  vein,  and 
from  the  basilic  vein,  and  streptococci  were  found.  The  later  blood 
examinations  were  taken  from  finger  ^junctures,  so  as  to  avoid  further 
distress  to  the  patient,  already  so  ill.  The  vaccine  employed  was  an 
autogenous  one,  and  was  given  very  soon  afterwards.  It  had  a  very 
definite  result.  It  was  given  six  times  in  all,  and  each  time  the  tempera- 
ture promptlv  came  down.  The  indication  for  giving  the  vaccine  was  an 
exceptional  rise  of  temperature.  He  went  through  the  postmortem 
books  for  Mr.  Hunter  Tod,  who  was  working  on  these  cases,  and  he 
found  that  most  of  the  cases  found  jJOst-moHem  to  have  died  of  sinus 
disease  in  the  medical  wards  had  been  registered  as  typhoid  fever 
cases.  The  next  mistake  in  order  of  frequency  was  a  diagnosis  of  lung 
trouble.  Facial  nerve  trouble  after  the  operation,  even  though  that  nerve 
was  not  touched,  was  perhaps  due  to  the  after-plugging. 

Lateral  Sinus  Thrombosis  and  Paralysis  of  External  Rectus. 
— F.  F.  Muecke. — F -,  aged  fifteen.  Five  days'  history  of  severe  head- 
ache,  malaise,   and   nausea  ;  two  rigors  ;  paralysis  of  external  rectus  of 
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same  side  noticed  tlie  day  before  adaiittauce.  No  mastoid  redness  or 
tenderness.  Case  very  similar  to  that  above.  At  the  operation  the  vein 
was  found  thrombosed  from  near  the  torcula  to  the  common  facial 
junction.  The  operation  was  conducted  as  in  the  pi-evious  case.  The  sinus 
was  gangrenous  at  the  bend.  The  patient  made  an  excellent  recovery, 
except  for  an  acute  synovitis  of  the  elbow.  On  leaving  for  the  convales- 
cent home  there  was  a  slight  recovery  noticed  in  the  external  rectus.  It 
was  on  account  of  the  peculiar  association  of  sinus  thrombosis  and  external 
rectus  paralysis  that  the  exhibitor  showed  the  case. 

The  President  said  a  point  worth  considering  in  this  case  was  the 
paralysis  of  the  external  rectus.  Sometimes  it  occurred  in  chikh'en 
without  there  being  involvement  of  any  structure  beyond  the  mastoid 
region.  It  was  also  sometimes  found  in  association  with  labyrinth 
trouble  and  cerebral  abscess. 

Mr.  Gr.  J.  Jenkins  said  he  had  not  seen  many  cases  of  external  rectus 
paralysis,  and  the  cases  of  it  he  had  seen  Avere  mostly  associated  with 
acute  mastoiditis.  The  first  time  he  encountered  this  condition  he  con- 
sulted Dr.  Urban  Pritchard,  who  said  it  would  do  well  if  a  mastoid 
operation  were  done.  He  asked  Dr.  Pritchai-d  how  long  the  condition 
Avould  remain  after  operation,  and  he  said  a  fortnight.  This  prognosis 
proved  to  be  correct.  He  had  been  in  the  habit  of  explaining  it  by  the 
focus  of  irritation  in  the  mastoid  giving  rise  to  an  increased  blood-flow  to 
the  external  layer  of  the  dura,  on  the  posterior  surface  of  the  petrous, 
thereby  causing  a  thickening,  which  might  be  only  slight,  but  sufficient 
to  nip  the  sixth  nerve  on  its  passage  through  its  small  aperture.  It  was 
one  possible  e.xplanation.  In  all  his  cases  of  acute  mastoiditis  associated 
with  external  rectus  paralysis  the  external  rectus  had  recovered. 

Mr.  Sydney  Scott  was  interested  in  the  paralysis  of  the  sixth  nerve. 
The  early  cases  of  this  complication  which  he  had  particularly  noticed 
had  been  associated  with  infections  of  the  internal  ear,  and  he  had 
presumed  without  pathological  evidence  that  the  paralysis  was  due  to  the 
infection  spreading  from  the  labyrinth  to  the  meninges  direct  to  the  sixth 
nerve.  This  supposition  was  upset  by  a  case  of  pneumococcal  serous 
meningitis  which  recovei-ed  without  involvement  of  the  internal  ear,  and 
he  had  seen  other  cases  of  serous  meningitis  which  had  succumbed  with 
sixth  nerve  paralysis  without  inflammatory  involvement  of  this  nerve. 
The  experience  gathered  at  the  National  Hospital,  Queen  Square,  led  him 
to  say  that  the  most  important  factor  appeared  to  be  increased  intra- 
cranial pressure,  to  which  the  sixth  nerve  was  the  most  vulnerable. 
Sometimes  one,  sometimes  the  other  sixth  nerve  was  paralysed,  although 
neither  nerve  was  directly  involved  in  the  lesion  which  caused  the 
increase  of  intra-cranial  pressure.  He  had  come  to  agree  with  the 
explanation  advanced  by  the  neurologist,  that  transient  paralysis  of 
the  sixth  nerve  was  generally  due  to  increased  intra-cranial  pressure  and 
nipping  of  the  nerve  as  it  passed  through  the  dura  mater,  without  there 
being  any  inflammatory  change  of  the  dura  mater  or  of  the  nerve  itself. 
It  was  noteworthy  that  in  Mr.  Muecke's  case  headache  was  severe. 

Dr.  IJkban  Pritchard  said  that  in  the  light  of  his  old  pathology, 
which  in  so  many  respects  was  being  altered,  he  attributed  these  cases  to 
localised  meningitis,  including  congestion  at  the  site.  He  had  not  noted 
that  these  cases  specially  had  severe  headache,  indicating  the  presence  of 
increased  pressure.  Practically  they  invariably  recovered  after  the 
mastoid  operation,  the  congestion  or  localised  meningitis  being  relieved 
by  the  depletion  and  counter-irritation. 

Mr.  MuECKE,  in  reply,  said  he  had  not  previously  noticed  the  associa- 
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tion  metitioued  in  the  uotes,  au.l  he  thought  if  he  brought  it  forward  it 
might  deter  others  from  opening  the  dura.  In  neither  of  the  cases  was 
there  anv  outward  sign  of  antrum  <lisease  :  tlie  hardest  pressure  did  not 
reveal  mastoid  tenderness. 
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Dk.   D.  Pv.  Patkrsox,  Pre.ndent  of  the  Section,  in  the  Chair. 


Cases  of  Foreign  Bady  in  the  Bronchus,  illustrating  Points  of 
Interest— D.  R.  Paterson.— (a)  Piece  of  Button  reninved  jroia  Lrjt 
Bronchus  —A  girl,  aged  ten  :  admitted  to  hospital.  May,  1913.  bhe  was 
said  to  have  inhaled  a  small  piece  of  button  which  she  had  in  her  mouth 
Bevoud  a  slight  occasional  cough  there  were  no  symptoms,  and  the  child 
looked  well.  "  X-rav  examination  was  negative.  Though  symptoms  were 
absent  the  child  gave  such  an  intelligent  account  of  what  happened  that 
it  was  decided  to  explore  the  air-passages.  In  the  left  bronchus,  wedged 
in  the  branch  to  the  upper  lobe,  was  seen  a  small,  dark  body.  ^  As  the 
bronchus  was  small,  onlv  a  narrow  tube  was  practicable  :  the  hue.  tele- 
scopic forceps  drew  it  out,  but  in  passing  through  the  glottis  it  shpped 
from  their  ^a-asp.  Tortunatelv  it  remained  impacted  m  the  subglottic 
space  and  was  easilv  removed  with  the  crocodile  forceps.  The  body  was 
a  wedge-shaped  piece  of  a  black  coat-button,  |  in.  in  size. 

(b)  Piece  of  Mutton-Bone  impacted  in  Right  Bronchus.— The  patient, 
a<^ed  thirtv-two.  admitted  Julv,  1913,  was  a  hospital  nurse,  who  gave  a 
historv  that,  three  weeks  before,  whilst  eating  mutton  broth,  she  felt  a 
piece  of  bone  "  go  down  the  wrong  way."  There  was  choking  at  the 
time  which  soonpassed  off,  and.  bevond  an  indefinite  uneasiness  about 
the  chest  and  an  occasional  cough,  there  was  a  total  absence  of  symptoms. 
She  looked  well,  had  no  rise  of  temperature,  and  had  done  her  work 
re^^ularlv  Though  there  were  no  auscultatory  signs,  she  was  "  certain  it 
was  still'  there."  Accordinslv  she  was  placed  under  a  general  ansesthetic, 
and  at  the  bottom  of  the  right  bronchus  was  found  a  piece  of  fiat  bone 
^  in  square.  Its  sharp  edges  followed  the  long  axis  of  the  wall  ot  the 
bronchus,  allowing  the  air  to  pass  freely  to  and  fro.  Beyonu  a  slight 
iniection  of  the  mucosa  in  the  immediate  neighbourhood  there  was  no 
si«n  of  irritation,  though  the  bone  on  extraction  had  a  very  foul  odour. 

"  (c)  Feather,  6  in.  lonq,  in  Trachea  and  Right  Bronchus.— X  woman, 
aged  fortv-seven,  admitted  Julv.  1913,  had  worn  a  tracheotomy  tube  for 
two  vears  on  account  of  svphilitic  laryngeal  stenosis.  She  was  m  the 
habit  of  cleaning  the  tube  bv  pushing  down  a  long  feather  and  whilst 
doin<^this  a  portion  broke  off  and  could  not  be  recovered.  She  came  to 
hospital  fifteen  hours  later,  looking  very  ill,  with  dyspnoea  and  wheezmg. 
\n  attempt  to  lie  down  brought  on  much  distress.  A  bronchoscopic 
tube  was  passed  throu-h  the  tracheal  opening,  and  after  clearing  the 
profuse  secretions  which  filled  the  trachea,  the  feather  was  seized  and 
drawn   out  of  the  right  bronchus.      It  was  6  in.  long   and  was   very 
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offensive.  Tlie  mucosa  of  the  trachea  and  bronchus  was  covered  with  a 
dirty  grey  coating,  the  kinien  being  filled  with  frothy  secretion.  The 
patient  was  very  ill  for  a  few  days  with  bronchitis,  but  afterwards  did 
well. 

These  cases  illustrate  (1)  variations  in  the  degree  of  irritation  set  up 
by  a  foreign  body  in  the  bronchus.  The  first  two  patients  had  practically 
no  symptoms,  and  a  very  clear  account  in  each  was  the  only  ground  for 
interference.  Even  a  very  septic  piece  of  bone  maybe  tolerated  if  it  does 
not  obstruct  the  airway  or  imprison  secretions.  On  the  other  hand,  the 
third  case  shows  how  serious  a  condition  may  be  readily  produced  by  a 
septic  body.  (2)  In  the  first  case  there  was  a  not  uncommon  accident 
in  the  course  of  extraction — slipping  of  the  foreign  body  from  the 
forceps.  This  is  sometimes  attended  by  serious  consequences  when  it 
falls  into  the  other  bronchus.  It  is  a  practical  problem  how  best  to 
prevent  it. 

Removal  of  a  Green  Pea  from  the  Right  Bronchus  by  an 
improvised  Method.— Herbert  Tilley.  — On  August  6,  1913,  I  was 
asked  to  see  a  man,  aged  sixty-three,  who  had  suffered  from  a  harassing 
cough  for  thi*ee  days.  He  said  he  was  eating  some  peas  when  one  "  went 
the  wrong  way."  Examination  of  the  lungs  revealed  slight  dulness  on 
percussion  over  the  loAver  half  of  the  right  lung  posteriorly  ;  breath-sounds 
and  vocal  resonance  were  diminished  over  the  same  area. 

The  lower  pharynx,  larj'nx  and  upper  tiaclieal  regions  wei'e  anaes- 
thetised with  a  20  per  cent,  solution  of  cocaine.  The  bronchoscope  was 
passed  into  the  right  bronchus,  and,  when  a  quantity  of  mucus  was 
removed,  the  pea  could  be  easily  seen  impacted  at  the  end  of  the  main 
bronchus.  Fearing  it  would  be  very  soft  and  macerated,  I  did  not 
attempt  to  remove  it  Avith  forceps  or  hooks,  but  passed  the  end  of  the 
bronchoscope  firmly  on  to  the  pea  and  then  slowly  passed  a  well-fitting 
pkig  of  wool  soaked  in  liquid  paraffin  down  the  bronchoscope  until  it 
reached  the  foreign  body.  Then,  by  a  sudden  but  short  movement  of 
withdrawal  of  the  piston-plug,  the  pea  was  sucked  into  the  lower  end  of 
the  bronchoscope  and  removed  together  with  the  tube. 

It  is  well  known  that  foreign  bodies  such  as  nuts,  peas,  beans,  corn- 
seeds,  etc.,  which  quickly  soften  and  macerate,  are  peculiarly  dangerous 
when  they  enter  the  lower  air-passages,  and  are  equally  diflicult  to 
remove.     The  method  above  described  seems  worthy  of  report. 

The  President  added  that  an  interesting  case  had  been  i-eported  by 
Hinsberg,  in  which  a  plum-stone  had  got  lodged,  in  the  first  instance,  in 
the  right  bronchus.  It  was  seized  without  difficulty,  but  in  the  act  of 
extraction  it  slipped  from  the  forceps  and  dropped  into  the  left  bronchus. 
The  patient  got  into  a  serious  condition,  and  though  the  stone  was  seen 
and  grasped  it  could  not  be  moved,  and  the  woman  died  some  hours  later. 
At  the  autopsy  it  was  found  that  the  right  lung  had  been  entirely  shrunken 
for  many  years,  the  patient  using  practically  solely  the  left  lung,  which 
had  become  blocked  up  by  the  entrance  of  this  foreign  body  A  foreign 
body  obstructing  a  bronchus  soon  abolishes  the  respiratoi'y  function  of 
that  lung,  and  consequently  if  it  happened  to  slip  from  the  forceps  in  the 
course  of  extraction  it  was  more  than  likely  to  be  drawn  into  the  bronchus 
of  the  sound  side.  Briinings  had  suggested  that  before  attempting  extrac- 
tion, a  "  bronchus  protector" — a  small  arrangement  like  a  sweep's  brush 
—should  be  placed  in  the  unaffected  bronchus,  so  that  if  the  foreign  body 
happened  to  slip  from  the  grasp  of  the  forceps  it  would  be  prevented  from 
entering  it. 
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Mr.  Westmacott  gave  an  illustration  of  the  importance  of  paying 
attention  to  the  statement  of  the  patient.  Tvro  years  ago  a  lady  was 
having  teeth  removed  in  a  dentist's  chair,  and  on  recovering  from  the 
anaesthetic  she  said  she  felt  there  was  something  in  the  windpipe.  Upon 
examination  he  found  nothing  there.  She  did  not  appear  to  have  irrita- 
tion or  cough,  but  persisted  in  her  statement  that  there  was  something 
present.  On  being  i-adiographed  no  foreign  body  was  seen  by  screen  or 
plate.  Ten  days  ago,  however,  she  brought  a  biscuspid  root,  with  the 
crown  detacheci,  which  she  had  coughed  up  that  morning.  There  had 
been  an  attack  of  pain,  and  a  violent  coughing  fit  resulted  in  it  being 
brought  up. 

Dr.  JoBSON  HoENE  said  that  not  only  had  suction  action  been  resorted 
to  for  the  extraction  of  foreign  bodies,  but  some  eight  years  ago  a  writer 
suggested  the  application  of  some  adhesive  matter  to  the  end  of  the 
piston  plug  to  prevent,  if  possible,  the  foreign  body  slipping  away  and, 
perhaps,  lodging  in  another  bronchus. 

Dr.  H.  J.  Davis  wondered  that  soft  foreign  bodies,  such  as  peas  and 
beans,  required  so  much  expiratory  effort  to  cough  up,  unless  they 
happened  to  be  in  one  of  the  large  bronchial  tubes.  This  did  not  apply 
to  those  of  firmer  texture.  Such  things  as  needles  and  steel  pins  when 
in  the  oesophagus  were  often  difiicult  to  find,  and  hence  it  had  occurred  to 
him  to  have  for  such  cases  a  slender  rod  of  iron  highly  magnetised,  and 
to  have  the  extracting  forceps  magnetised  also.  This  should  greatly 
diminish  the  risk  of  relinc^uishing  the  foreign  body  after  once  having 
located  and  grasped  it.  Sometimes,  though  a  needle  or  a  pin  could  be 
seen  by  X  rays,  it  could  not  be  found  because  a  fold  of  mucous  mem- 
brane enwrapped  it.  The  patient's  statement  as  to  the  presence  of  a 
foreign  body  could  not  always  be  accepted,  as  illustrated  in  a  case  of  his. 
The  patient  gave  a  history  of  having  had  a  foreign  body,  a  pin,  in  the 
lung  fourteen  days.  The  girl  had  urgent  dyspnoea  and  seemed  very  ill. 
She  was  taken  in  and  skiagraphed,  but  without  result.  Something  about 
the  child's  appearance  made  him  think  of  diphtheria  and  there  was  found 
to  be  albuminuria.  On  looking  into  the  larynx  with  the  laryngoscope  he 
found  no  indication  of  diphtheria,  but  on  passing  a  bronchoscope  he  found 
trachea  and  bronchi  filled  with  diphtheritic  membrane.  This  was  peeled 
off  by  the  advancing  tube  and  bled  profusely.  The  pathological  report  was 
that  it  was  not  diphtheria,  but  the  girl  is  still  in  the  hospital  with 
diminishing  knee-jerks,  a  rapid  pulse,  and  paralysis  of  the  palate,  and, 
clinically,  there  was  no  doubt  whatever  as  to  the  case  being  one  of 
diphtheria.  The  passage  of  the  tube  gave  permanent  relief  to  the  retrac- 
tion and  dyspnoea. 

Dr.  Lambert  Lack  agreed  that  the  greatest  respect  should  be  paid  to 
patients"  statements.  In  the  case  of  adults  a  definite  history  of  a  foreign 
body  could  usually  be  relied  on.  Alleged  fish-bones  could  not  always  be 
found,  but  it  did  not  follow  that  they  were  not  there.  Some  years  ago  a 
patient  came  to  him  with  a  tooth-plate  and  teeth  attached  firmly 
embedded  into  the  larynx,  yet  there  were  practically  no  symptoms,  or  so 
few  that  the  local  medical  man  had  sent  her  away  for  a  change  to  the 
seaside  to  get  rid  of  a  slight  sore  throat.  He  thought  Mr.  Tilley's 
explanation  of  his  case  was  probably  wrong ;  the  piston  action  did  not 
seem  likely  to  have  had  anything  to  do  with  it ;  the  end  of  the  tube  Avas 
probably  jammed  on  to  the  pea,  and  it  was  secured  in  that  way. 

Dr.  DoNELAN  also  thought  the  reason  such  soft  bodies  were  not 
coughed  up  was  chiefly  physiological.  The  body  was  probably  first  held 
by  spasm,  tlien  there  was  swelling  of  the  mucous  membrane  followed  by 
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absorption  of  tlie  air  in  the  alveoli  supplied  by  obstructed  tube,  hence 
there  would  in  addition  be  no  vis  a  tergo  on  coughing. 

Sir  StClair  Thomson  said  he  was  surprised  to  hear  tha,t  rubber  did 
not  show  up  on  the  X-ray  plate.  Last  year  he  had  a  case  in  wliich  a 
vulcanite  denture  had  been  lodged  in  the  oesophagus  for  two  and  a  half 
years.  It  had  been  X-rayed  at  several  Metropolitan  hospitals,  but  they 
had  failed  to  find  it ;  even  with  the  oesophagoscope  it  was  not  found. 
On  the  skiagram  made  for  him,  however,  it  showed  sufficiently  plainly 
for  those  skilled  in  reading  skiagrams.  Morals  could  be  drawn  from 
these  excellent  cases,  and  one  of  them  was  that  there  was  no  great  need 
for  hurry  about  extraction  in  certain  cases.  Knowledge  of  this  fact 
would  do  much  to  obviate  the  tempestuous  attempts  at  removal  some- 
times made  by  practitioners,  who  were  without  the  special  apparatus  ; 
and  there  was  time  to  take  the  patient  to  a  hospital,  or  to  someone 
experienced  in  such  matters.  This  rising  generation  might  well  be 
reminded  that  in  former  days  the  death-rate  from  the  lodgment  of 
foreign  bodies  in  the  bronchi  was  60  per  cent,  if  operation  Avas  not  done 
— and  the  only  operation  available  in  those  days  was  tracheotomy,  which 
reduced  it  to  30  per  cent.  Nowadays  the  figures  were  pi-obably  from  1 
to  3  per  cent. 

Mr.  TiLLEY,  in  reply,  said  that  in  difficiilt  cases  it  was  very  valuable 
to  have  a  screen  examination  to  guide  one  in  the  extraction.  In  certain 
instances  he  thought  the  invisibility  of  the  foreign  body  in  the  limg  or 
bronchi  was  due  to  an  instantaneous  radiogram  not  having  been  taken. 
In  answer  to  Dr.  Lack,  the  foreign  body  was  not  attached  to  the  end  of 
the  tube,  but  the  suction  had  drawn  it  some  way  up  the  tube. 

The  President,  in  reply,  said  that  when  confronted  with  a  soft 
foreign  body  in  the  bronchus  he  always  had  some  anxiety.  He  remem- 
bered a  case  in  which  a  piece  of  bean  had  been  there  some  time,  and  was 
much  macerated.  Though  he  got  hold  of  it  without  much  damage,  he 
realised  what  might  happen  if  it  slipped  and  dropped  into  the  healthy 
bronchus.  In  reply  to  Dr.  Hill,  he  did  not  think  one  should  rely  too 
much  on  the  X-ray  photographs.  On  the  other  hand,  sometimes  liodies 
which  wei-e  shown  on  the  X-ray  plate  were  very  difficult  to  find  with  the 
bronchoscope,  and  recently  Prof.  Killian  showed  iiim  a  case  which  had 
been  in  his  clinic  for  some  time,  and  in  which  repeated  attempts  had 
been  made  to  find  a  foreign  body  which  the  radiograph  showed.  In 
these  attempts  with  the  bronchoscope  it  was  important  not  to  prolong 
the  seance  too  much,  for  that  added  to  the  risks. 

Notes,  Specimen  and  Drawing  of  Case  of  Cerebro-spinalRhinor- 
rhoea,  with  subsequent  Ethmoiditis,  Mucocele,  and  Frontal  Sinus 
Suppuration,  indistinguishable  from  Ethmoidal  Mucocele ;  Opera- 
tion ;  Death. — P.  Watson-Williams. — See  Journal  of  Laryngo- 
logy, Rhinology,  and  Otology,  vol.  xxviii,  p.  623. 

Mr.  SoMERviLLE  HASTINGS  said  that  early  in  the  present  year  he  had 
had  a  somewhat  similar  case.  A  woman  came  to  hospital  complaining 
that,  eight  weeks  before,  she  had  had  much  pain  in  the  neighbourhood  of 
the  right  eye,  associated  with  fever,  and  that  a  swelling  then  developed. 
The  right  globe  was  pushed  outwards,  and  there  was  a  large,  tense, 
fluctuating  swelling  to  the  inner  side  of  the  right  eye.  He  punctured 
this,  and  drew  off  dark-brown  thick  fluid,  wdiich  bacteriological  examina- 
tion showed  to  be  sterile.  By  feeling  about  in  the  cyst  with  the  end  of 
the  needle  he  found  there  was  a  communication  with  the  frontal  sinus. 
He  operated,  and  as  the  septum  Avas  much  deflected,  he  did  a  submucous 
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resection.  The  right  middle  turbinate  was  then  seen  to  be  glued  down 
to  the  outer  side  of  the  nose,  and  wJien  he  removed  it  a  large  quantity 
of  the  same  dark-brown  fluid  came  out,  and  a  probe  passed  easily  into  a 
thick  oblated  frontal  sinus.  The  patient  did  well  for  two  days,  and 
then  suddenly  developed  meningitis,  and  died  on  the  fourth  day.  At 
the  autopsy  there  was  no  injury  to  the  dura,  but  the  pressure  of  the 
fluid  had  caused  absorption  of  long  walls  of  the  frontal  sinus,  so  that 
the  mucous  membrane  of  the  sinus  was  in  contact  with  the  dura.  The 
meningitis  was  most  marked  at  the  base  of  the  brain  and  was  almost 
entirely  absent  in  the  frontal  region. 

Sir  StClair  Thomson,  in  his  book  on  the  cerebro-spiual  fluid,  had 
referred  to  a  case  published  in  full  by  Mermod.  There  a  very  similar 
occurrence  took  place,  and  the  author  regretted  he  did  not  collect  the 
Huid.  At  one  time  it  was  thought  that  cerebro-spinal  rhinorrhoea 
affected  only  young  people,  but  cerebro-spinal  rhinorrhoea  had  been 
proved  in  patients  up  to  sixty-five  years  of  age ;  it  might  occur  at 
any  age  and  in  either  sex.  All  the  published  cases  had  ended  fatally. 
He  had  collected  reports  of  twenty- three.  When  there  was  sinusitis  the 
slightest  touch,  though  the  instruments  were  aseptic,  appeared  to  set  up 
fatal  meningitis. 

Mr.  Clayton  Fox  asked  whether  the  pyrocatechin  reaction  had  lieen 
tried. 

The  President  asked  whether,  if  the  nature  of  such  a  case  were 
knowai  beforehand,  one  should  abstain  from  operating.  His  question  was 
founded  on  Sir  StClair  Thomson's  remarks. 

Dr.  Watson-Williams  replied  that  no  opportunity  occurred  for 
collecting  the  fluid  and  examining  it.  He  did  not  suspect  cerebro-spinal 
rhinorrhoea  before  operating,  and  no  pus  was  observed  in  connection  with 
the  discharge  of  fluid,  and  he  had  regarded  the  "clear  fluid"  as  simply 
mucus.  From  the  examination  of  the  specimen  he  concluded  that  the 
dehiscence  was  congenital  ;  there  was  a  large  area  of  dura  mater  exposed. 
He  first  of  all  opened  what  he  at  first  thought  was  the  ethmoidal  muco- 
cele, but  when  he  found  suppuration  in  the  frontal  sinus,  he  was  pro- 
ceeding to  do  a  Killian.  when  he  found  that  the  raspatory  in  elevating 
the  periosteum  was  not  against  the  bony  orbit,  but  in  contact  with  the 
membrane  where  it  was  exposed  in  the  roof  of  the  orbit.  In  the  specimen 
a  small  round  pin-point  opening  existed  during  life,  and  had  a  perfectly 
even  margin.  In  reply  to  the  President,  one  could  not  argue  from  a 
single  case,  but  had  he  had  a  suspicion  it  was  cerebro-spinal  rhinorrhoea 
he  would  not  have  operated. 

Endothelioma  of  the  Ethmoid.— Dan  McKenzie.— The  patient,  a 
woman,  aged  twentv-three,  came  under  my  care  in  May  of  this  year.  For 
about  a  couple  of  months  she  had  been  noticing  some  stuffiness  in  the 
right  nostril,  and  a  fortnight  before  her  first  visit  to  the  hospital^  she 
became  aware  of  the  presence  of  a  small  swelling  on  the  right  side  of  the 
bridge  of  the  nose.  This  swelling,  which  at  first  sight  looked  more  like 
a  hsematoma  from  a  trauma  than  an\  thing  else,  turned  out  to  be  an 
extension  through  the  right  nasal  bone  of  a  growth  in  the  ethmoidal 
region.  Further  examination  revealed  a  second  extension  of  the  growth 
into  the  orbit,  where  it  could  be  felt  deep  to  the  inner  canthus.  The 
eyeball  was  markedly  displaced  outwards,  but  there  was  no  diplopia. 
Intranasally,  there  was  very  little  to  be  seen.  The  middle  turbinal  seemed 
to  be  fuller  and  lower  than  normal,  but  no  sign  of  new  growth  could  be 
discerned.     Probing  the  ethmoidal  region,    however,    set  up    very   free 
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bleeding.  The  diagnosis  of  ethmoidal  tumour,  probably  malignant,  led  to 
operation  on  May  15.  The  nose  was  opened  through  a  lateral  incision 
traversing  the  protuberance  on  the  nasal  bone,  and  the  whole  mass,  light, 
loose  and  very  vascular,  was  scooped  out  Avith  sharp  spoons.  It  seemed 
to  be  growing  from  the  cribriform  plate,  and  it  involved  the  whole 
ethmoidal  labvrinth  on  the  right  side,  including  the  middle  turbinal. 
A  flattish  mass  about  the  size  of  a  terminal  digit  lay  in  the  orbit,  the 
mesial  bony  wall  of  which  had  been  destroyed.  In  addition  to  that,  and 
to  the  window  in  the  nasal  bone  through  which  the  tumour  had  reached 
the  subcutaneous  tissue  of  the  nasal  bridge,  there  was  also  a  fenestra  in 
the  ethmoidal  septum.  Save  for  rather  free  bleeding,  the  operation  pre- 
sented no  difficulties,  and  healing  by  first  intention  resulted,  e.Kceptatthe 
spot  corresponding  to  the  lump  on  the  nose,  where  the  wound  remained 
opened  for  some^^eeks.  It  is  now  entirely  closed,  but  an  adherent 
depression  marks  this  spot.  There  is,  so  far,  no  sign  of  any  recurrence. 
Unfortunately,  the  specimen  was  not  suitably  preserved,  and  when  Dr. 
Wingrave  came  to  examine  it  he  hesitated  to  commit  himself  as  to  the 
nature  of  the  growth.     It  "  looked  like  endothelioma." 

The  President  said  that  there  was  an  advantage,  when  dealing  with 
extensive  intranasal  malignant  growths,  in  a  combination  of  the  Denker 
and  the  Moure  operations.  He  did  that  ten  days  ago  in  a  case  of  sarcoma 
where  the  disease  was  very  extensive,  involving  the  antrum  right  up  to 
the  frontal  sinus.  The  combined  operation  enabled  him  to  clear  out  the 
whole  interior  of  the  nose. 

Epithelioma  of  Floor  of  the  Mouth  and  Tongue,  and  Ulceration 

on  the  Palate. — W.  M.  Mollison. — J.  0 ,  aged  seventy-two,  was 

shoAvn  at  a  meeting  of  the  Section  in  June  last.^  At  that  time  he  had  a 
movable  whitish  mass  under  the  tongue  and  ulceration  on  the  palate. 
The  surgeon  under  whom  the  patient  was  admitted  considered  that  opera- 
tion was  inadvisable  ;  the  man  had  therefore  been  having  treatment  with 
X-rays.  The  ulceration  on  the  palate  had  changed  very  little  either  in 
extent  or  in  appearance  and  its  pathology  V7as  still  stibjudice.  The  mass 
under  the  tongue  had  developed  into  a  typical  ulcerating  epithelioma 
deeply  invading  the  tongue. 

Mr.  Herbert  Tilley  considered  the  ulceration  on  the  palate  to  be 
epithelioma.  It  was  uncommon  to  find  a  growth  on  the  floor  of  the 
mouth  and  unconnected  with  another  growth  of  the  same  nature  on  the 
soft  palate.  At  the  present  time  he  had  under  his  care  an  old  man  who 
had  syphilitic  scars  and  granulation  areas  in  the  soft  palate.  From  time 
to  time  during  the  past  two  years  these  granulations  had  disappeared 
under  local  and  general  anti-syphilitic  treatment,  but  recently  one  small 
area  had  refused  to  heal  ;  it  had  increased  in  size  and  now  presented  an 
everted  edge  which  histological  examination  showed  to  be  epithelioma. 
In  Mr.  Moilison's  patient  it  would  be  easy  to  remove  a  piece  under  local 
anaesthesia  and  submit  it  to  the  microscope. 

Mr.  DE  Santi  asked  whether  Mr.  Mollison  had  any  idea  of  operating 
on  the  epithelioma.  He  regarded  the  case  as  hopeless,  and  would  recom- 
mend diathermy ;  very  good  results  had  been  shown  after  diathermy  by 
Mr.  Hai'mer  in  such  cases. 

Mr.  Harmer  regarded  both  growths  as  epitheliomata,  and  did  not 
think  such  cases  were  excessively  rare.  During  the  last  two  years  he  had 
seen  two  cases  with  two  epitheliomata  in  the  upper  air-passages,  about 
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2  in.  apart.  One  man  had  epitlielionia  of  the  lower  Hp  and  a  sepai'ate 
growth  involv'ing  the  tonsil  and  part  of  the  tongue.  The  other  was  a  man 
from  whom  he  removed  an  epithelioma  of  the  soft  palate,  and  shortly 
afterwards  he  discovered  that  there  was  an  advanced  growth  between 
epiglottis  and  tongue.  As  there  had  been  no  symptoms,  the  laryngeal 
growth  had  been  overlooked.  In  the  present  case  he  believed  the 
greater  part  of  the  disease  conld  be  destroyed  by  diathermy.  He  would 
treat  the  front  of  the  mouth  first  and  afterwards  the  palate,  if  that  were 
found  to  be  malignant. 

Mr.  A.  J.  Wright  agreed  with  Mr.  Tilley  that  the  growth  on  the 
palate  was  epithelioma.  Two  years  ago  he  saw  a  man  who  had  had  his 
tongue  removed  for  epithelioma,  and  six  mouths  after  operation  was 
found  to  have  epithelioma  of  the  oesophagus,  which  led  to  the  death  of 
the  patient :  the  aa,ture  was  verified  jiost  morfem. 

Mr.  Clayton  Fox  said  that  in  view  of  the  multiple  nature  of  the 
grow'th  it  would  be  w^ell  to  know  whether  the  Wassermann  reaction  had 
been  tried,  and  whether  the  patient  had  had  leucoplakia,  and  been  an 
ardent  smoker  or  imbiber  of  spirits. 

Mr.  MoLLisoN  replied  that  he  was  not  aware  that  the  patient  had 
had  any  leucoplakia  ;  the  Wassermann  reaction  was  negative,  though 
the  result  was  not  very  satisfaetoi-y  as  the  patient  was  already  taking 
iodide.  No  operative  treatment  was  suggested  as  the  growth  was  too 
extensive.  He  would  try  diathermy,  though  his  previous  experience  of 
the  method  had  not  been  very  good  ;  possibly  he  had  been  using  the 
wrong  applicator.  If  possible,  he  would  remove  a  small  piece  from  the 
palate  for  microscopical  examination. 

Pneumococcal  Infection  of  the  Pharynx  and  Larynx.— Philip 
Turner  and  W.  M.  Mollison. — H.  F ,  aged  twenty-three,  was  ad- 
mitted to  hospital  in  April  last  on  account  of  tenseness  and  a  brawny 
swelling  in  the  right  submaxillary  region  ;  this  was  incised  under  an 
ansesthetic.  During  the  course  of  the  operation  the  patient  developed  so 
much  dyspnoea  as  to  necessitate  a  laryngotomy  ;  the  tube  was  removed 
in  a  day  or  two  and  the  patient  made  a  fair  recovery,  though  he  had  all 
the  time  some  swelling  about  the  pharynx  and  tonsils.  In  July  the  patient 
was  readmitted  with  increasing  dyspnoea.  Tracheotomy  had  to  be  per- 
formed and  ever  since  the  tube  has  been  worn.  Examination  of  the 
larynx  before  readmission  had  shown  oedema  of  the  epiglottis  and  ary- 
teenoid  regions. 

In  August  a  further  examination  of  the  patient  was  made  under  an 
anaesthetic ;  it  w^as  found  that  the  soft  palate  and  uvula  were  oedema- 
tous  and  the  tonsils  large  and  ragged.  The  right  tonsil  contained  a 
cavity  into  which  the  tip  of  the  finger  could  be  introduced ;  it  was 
enucleated,  and  on  bacteriological  examination  a  pure  culture  of  pneumo- 
coccus  was  obtained.  The  oedematous  epiglottis  was  punctured  and 
cultivations  taken  from  the  serum  obtained ;  these  cultivations  showed 
pneumococcus  and  Micrococcus  catarrhalis.  The  patient  still  has  much 
swelling  about  the  upper  aperture  of  the  larynx,  and  is  unable  to  dis- 
pense with  the  tracheotomy  tube.  The  temperature  has  varied  from 
99°  to  97°  F.,  except  for  two  days  following  the  tracheotomy.  Two 
weeks  ago  the  patient  had  a  quinsy  on  the  left  side. 

Dr.  Dan  McKenzie  said  that  two  years  ago  he  showed  a  case^  which 
this   reminded  him  of — a  woman,  a  cook,  well  over   middle  age.     The 

^  JouRX.  OF  Lartngol.,  Ehixol.,  and  Otol.,  vol.  xxvii,  p.  1.56. 
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disease  first  simulated  sarcoma  of  the  pharvux ;  there  was  great  o?dema 
of  pharynx  and  larynx,  and  neck,  the  hollow  of  the  neck  beino-  filled  up. 
The  cedema  slowly  spread  to  the  larynx  below  the  glottis.  Hetracheo- 
tomised  early,  and  she  wore  her  tube  eighteen  months.  Finally,  after 
many  viscissitudes  the  tube  could  be  dispensed  Avith,  and  she  w^as  able  to 
return  to  her  work.  There  still  remained  some  subglottic  stenosis  in  the 
cricoid  region,  of  a  cicatricial  character,  and  her  breathing  w^as  somewhat 
impeded ;  otherwise  her  condition  was  as  good  now  as  it  was  before  her 
illness.  He  suggested  that  a  similar  course  of  events  might  occur  in 
this  case,  and  tlie  patient  recover  ;  that  is  to  say,  we  were  dealing  in 
these  cases  with  a  slow  pueumococcus  infection  of  the  cellular  tissue, 
slowly  advancing,  slowly  retreating,  and  finally  slowly  disappearing  with 
little  scarring  or  contraction. 

The  President  asked  whether  serum  had  been  tried.  He  had  himself 
tried  it  in  one  case,  but  without  any  very  good  result. 

Mr.  MoLLisoN  replied  that  a  pneumococcal  vaccine  had  not  been 
tried.  Since  this  case  he  had  seen  two  of  pneumococcal  infection  of 
epiglottis  or  larynx  at  Guy's  Hospital.  The  first  was  a  woman  of  the 
type  mentioned  by  Dr.  McKenzie  ;  her  epiglottis  was  so  much  enlarged 
that  she  had  some  dyspnoea  and  dysphagia.  He  punctured  the  epiglottis, 
cultivated  the  serum,  and  foimd  a  pure  growth  of  pneumococcus.  She 
got  well  in  four  or  five  weeks.  The  other  case  he  saw"  a  week  ago,  and 
here  also  there  was  much  swelling  of  epiglottis  and  arytaenoids.  On 
puncturing  the  epiglottis,  he  obtained  a  growth  of  pneumococcus.  That 
patient  was  also  slowly  recovering. 

Mr.  Philip  Turner,  in  reply,  said  that  although  no  vaccine  had  as 
yet  been  used  for  this  patient  he  was  slowly  recovering  ;  he  could  noAv 
get  some  air  through  the  larynx. 

Tumour  of  the  Soft  Palate. — Thomas  Guthrie  {see  2).  68). 

The  President  said  he  thought  these  glands  w^ere  verv  much  like 
glands  met  Avith  in  the  soft  palate  of  the  rat,  which  were  regarded  by  the 
biologist  as  of  the  type  of  mucous  gland. 

Dr.  H.  J.  Davis  said  he  had  not  seen  the  case,  but  asked  whether  it 
Avas  possible  that  a  piece  of  adenoid  tissue  had  got  implanted  on  to  the 
palate ;  he  had  seen  such  fixed  on  to  the  back  of  the  pharynx  after 
incomplete  removal. 

Mr.  Guthrie  replied  that  he  did  not  think  it  was  adenoid  tissue,  as 
it  showed  lobules  and  ]-eseml)led  salivary  gland.  He  had  not  found  any 
record  of  a  similar  case.  There  were  cases  recorded  of  so-called  mixed 
parotid  tumour  in  connection  with  the  palate,  but  he  i-egarded  them  as 
endotheliomata. 

Fixed  Crico  -  arytsenoid  Joint ;  Phthisis ;  Healed  Tertiary 
Syphilis. — T.  B.  Layton. — A  woman,  aged  thirty-four,  was  being 
treated  Avith  X  rays  for  a  skin  lesion  on  the  lip.  Complaining  of  a  sore 
throat  she  was  sent  to  the  Throat  Department,  where  it  Avas  found  that 
she  had  a  tertiary  syphilitic  ulceration  of  the  pharyngeal  Avail.  The 
Wassermann  reaction  was  positive.  She  Avas  giA^en  salvarsan  and  a 
course  of  mercury,  and  the  pharyngeal  condition  cleared  up.  She  has 
also  a  fixed  left  crico-arytsenoid  joint  Avhich  she  says  she  has  had  since 
she  Avas  fifteen,  and  Avhich  followed  an  acute  specific  feA-er.  Signs  of 
phthisis  are  present  at  both  apices,  and  tubercle  bacilli  and  elastic  fibres 
are  present  in  the  sputum. 
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Mass  attached  to  Laryngeal  Wall.—T.  B.  Layton.— A  ^voman, 
ao-ed  fortv-oue,  has  had  a  short,  dry  cough  since  birth.  Iii  1911  she 
consulted  "a  doctor  for  cough  and  hoarseness.  In  August,  1912.  she 
Avent  to  another,  who  had  the  sputum  examined  and  tubercle  bacilli  were 
found  in  it  In  November,  1912,  she  complained  of  cough,  hoarseness, 
and  lanc^uor,  and  had  a  temperature  of  100-4=  F.,  with  physical  signs  of 
limited  "active  disease  at  the  right  apex.  Examination  of  the  larynx 
showed  that  the  cords  did  not  meet  on  phonation,  the  left  arytaenoid  was 
reddened  and  a  small  nodule  was  seen  on  the  epiglottis  near  the  top. 
Durino-  the  night  of  November  12,  1912,  she  had  a  hsemoptysis  of  a  few 
ounces'"  She  was  sent  to  a  sanatorium  and  returned  to  London  in 
October,  1913.  Ten  days  before  the  meeting  the  whole  larynx  was 
acutelv  red;  peeping  out" from  under  the  front  end  of  the  left  false  vocal 
cord  was  an  intensely  red  polypoid  mass.  On  the  anterior  surface  of  the 
left  arvt£enoid  process  there  appeared  to  be  some  ulceration.  One  week 
later  the  larvnx  was  much  better.  The  polypoid  mass  still  projected,  but 
was  now  of  'a  pink  rather  than  a  red  colour,  the  general  laryngitis  was 
well,  the  condition  of  the  arytaenoid  process  nearly  so.  There  are  now 
no  signs  of  active  tuberculosis  in  the  lung.  .   ,       , 

The  President  suggested  that  the  mass  might  be  a  prolapsed 
sacculus  laryngis. 

Tumour  of  Right  Vocal  Cord.— T.  B.  Layton.— A  man,  aged 
twentv-four,  has  complained  of  a  "rising  in  the  throat  '  whenever  he 
swallows  his  saliva.  He  has  a  subacute  pharyngitis  with  very  carious 
teeth  On  examining  the  larvnx  a  small  mass  lies  attached  to  the  right 
vocal  cord  and  half  covered  bv  it.  It  is  the  colour  of  the  rest  of  the  cord, 
and  lies  just  behind  the  middle  of  the  glottis,  being  the  size  of  an 
ordinary  pin's  head.  Attention  to  the  teeth  and  a  gargle  cured  the 
pharyno-eal  svmptonis.     No  symptoms  attributable  to  the  laryngeal  mass 

were  present.  .  -,■■,■, 

Dr.    JoBSON   HoRNE   regarded    it    as   pachydermia,    for    which    he 

counselled  rest  of  voice. 

Dr.  FitzGerald  Powell  thought  it  was  a  small  hbroma,  which 
should  be  removed  by  the  guarded  cautery. 

Mr.  de  Santi  advised  leaving  it  alone. 

A  New  Pattern  of  Knife  and  Cartilage  Scissors  for  Sub- 
mucous Resection  of  the  Septum.— F.  H.  Westmacott.— The  knife 
exhibited  presents  a  long  and  curved  blade,  with  a  cross-handle,  which 
gives  a  firm  grip  to  the  instrument.  The  curve  enables  the  operator  to 
cut  the  cartilage  above  and  below,  in  two  sweeps ;  the  curved  incisions 
meet  posteriorly  by  intersection.  The  special  feature,  however,  is  the 
cutting  edge  of  the  knife,  which  is  a  V-shaped  curve  and  will  cut 
through  the  softest  cartilage,  because  it  always  presents  a  sliding 
edge, ''and  obviates  the  difl&culty  experienced  with  any  transverse 
blade  of  a  soft  cartilage    doubling    up    before    it    and    not    being   cut 

through.  .  ^     T     -f 

The  scissors   also   shown  are   curved  in  the  same  radius  as  the  knite, 

and  the  whole  incision  of  the  cartilage  may  be  carried  out  Avith  them. 

The  edges  are  serrated,  to  prevent  slipping  of  the  cartilage  between  the 

blades. 

The  President  said  that  the  longer  he  continued  doing  the  operation 

of  submucous  resection,  the  fewer  instruments  he  relied  on.     He    had 

now  practicallv  abandoned  Killian's  and  BaUinger's  knives,  and  adhered 
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to  the  ordinai-v  forceps,  Avith  which  he  got  out  ordinary  cartilage  and  bone 
satisfactorily.     The  membi-ane  was  very  rarely  perforated. 

Dr.  FiTzGrERALD  PowELL  thought  that  the  scissors  shown  would  be 
found  most  useful.  There  was  often  much  trouble  in  starting  the  incision 
in  the  cartilage  Avith  the  swivel  Icnife. 

Dr.  Kelson  asked  whether  the  instrument  was  used  onlv  for  the 
cartilaginous  portion  of  the  septum. 

Mr.  Westmacott  replied  that  he  did  not  attempt  to  remove  the 
bony  portion  of  the  septum  with  a  knife,  but  used  punch  forceps  for 
that.  With  a  knife  one  was  liable  to  fracture  the  vertical  ethmoidal  or 
ci'ibriform  plate. 

Tonsils  enucleated  by  Matthieu's  Guillotine. — F.  H.  Westma- 
cott.— The  specimens  were  taken  from  seven  successive  cases  operated 
upon  to  demonstrate  that  tonsils  may  be  enucleated  by  means  of 
"  Matthieu's  "  guillotine,  after  the  upper  pole  of  the  tonsil  has  been  dug 
out  and  tilted  forward  by  means  of  the  forefinger  only. 

The  Rhinomanometer. — H.  A.  Kisch. — The  instrument  has  been 
designed  for  the  purpose  of  ascertaining  wliether  slight  degrees  of  nasal 
obstruction  are  present.  It  will  indicate  both  inspiratory  and  expiratory 
obstruction.  The  principle  of  the  instrument  consists  in  measuring  of 
the  distance  through  which  a  cohunn  of  water  can  be  moved  in  a 
definite  time.  During  the  test  the  mouth  is  kept  wide  open.  The 
instrument  is  a  glass  tube  with  a  wide  nose-piece,  and  a  resistance  at  the 
distal  end. 

The  President  said  the  difiiculty  about  these  insti-uments  Avas  to 
apply  them  in  an  absolutely  natural  method,  Avithout  disturbing  the 
nasal  passage.  He  supposed  it  Avas  necessai'v  to  put  the  bulb  of  the 
instrument  into  the  nostril  so  as  to  get  the  air  to  go  through,  the  other 
nostril  being  closed  at  the  same  time.  Once  the  nostrils  were  touched  or 
influenced,  the  air- stream  was  modified. 

Mr.  Westmacott  said  the  rhinomanometer  Avas  useful  for  demon- 
strating to  patients  that  nasal  obstriiction  existed.  Last  week  he  had  a 
case  in  Avhich  there  Avas  complete  obstruction  of  both  nostrils,  yet  the 
patient  declared  there  Avas  no  trouble  about  breathing  through  the  nose, 
and  there  Avas  no  snoring.  He  proved  to  the  patient  that  it  Avas  a 
physical  impossibility  to  breathe  through  the  nose.  It  was  also  useful 
when  obstruction  was  complained  of,  and  yet  there  was  a  free  passage. 
He  recently  had  such  a  case  in  a  girl  claiming  under  the  Workmen's 
Compensation  Act.  She  had  an  accident  in  the  mill,  Avhich  smashed 
in  the  nasal  bones  and  crumpled  up  the  septum.  She  said  she  could 
not  go  back  to  work  because  the  air  Avas  dusty  and  she  had  obstruction 
of  the  nose.  A  colleague  had  removed  the  turbinal  bodies  and 
straightened  the  septum,  and  there  was  even  more  than  the  normal 
amount  of  airway. 

Mr.  KiscH,  in  reply,  said  that  it  was  difiicult  to  determine  whether 
there  Avas  slight  obstruction.  The  instrument  was  designed  for  this 
purpose.  He  had  tried  to  obviate  the  objection  mentioned  by  the 
President  by  making  the  nose-piece  large.  This  rested  in  the  orifice 
and  the  opposite  nostril  Avas  closed  by  the  thumb  pressed  upAvards  in  the 
same  AA^ay. 

Fibroma  on  the  Yocal  Cord.— H.  J.  Davis. — Patient  a  Avoman, 
aged  thirty-six.     The  tumour,  the  size  of  a  pin's  head,  is  either  a  fibroma 
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or  papilloma  and  is  attached  to  the  anterior  sui-face  of  the  cord,  but  is 
very  difficult  to  see  owing  to  its  position  in  the  anterior  commissure.  It 
evidently  drops  down  between  the  'cords  on  phonation,  causing  cough 
and  slight  hoarseness.  November  25  :  The  growth  was  removed  by 
the  direct  method  with  Paterson's  forceps  and  proved  to  be  a  soft 
fibroma. 

Farthing  in  the   (Esophagus    of  a   Baby,    aged  two.— H.  J. 

Davis.  — The  coin,  which  was  vertically  impacted,  was  removed  with 
the  President's  forceps  by  the  direct  method.  A  skiagram  showing  the 
coin  Avas  exhibited. 

Fixation  of  the  Right  Yocal  Cord,  producing  no  symptoms.— 

H.  J.  Davis.— The  patient  is  an  actor,  aged  sixty-one.  H^  came  for 
deafness.  In  the  course  of  examination  it  was  observed  that  the  right 
cord  was  drawn  to  the  middle  line,  and,  on  phonation,  the  glottis  pre- 
sented the  appearance,  shape  and  direction  observed  in  left  complete  total 
recurrent  paralysis,  although  it  is  the  right  cord  which  fails  to  abduct  ; 
this  points  to  t\ie  diagnosis  of  ankylosis  of  the  right  arytsenoid  joint.  The 
patient  states  that,  in  1873,  he  was  operated  on  in  Paris  by  Isambard, 
who  removed  a  "  fibro-mucous  polypus"  from  the  right  cord.  He  was 
then  taken  to  the  hospital  and  exhibited  to  the  students  as  a  curiosity,  as 
this  was  one  of  the  first  intra-laryngeal  operations  successfully  performed 
in  Paris.  The  patient  had  no  symptoms  and  the  voice  is  strong  and 
powerful,  but  the  cord  is  motionless  on  abduction. 

Mr.  Clayton  Fox  said  he  thought  that  the  cords  moved  both  in 
adduction  and  abduction  ;  there  was  hampering  of  movements  of  the 
right  cord,  but  that  could  perhaps  be  accounted  for  by  over-use  of  the 
voice,  inducing  functional  paresis. 

Mr.  Herbert  Tilley  agreed  that  the  right  cord  moved,  but  the 
movement  was  not  free. 

Dr.  DoNELAN  said  it  looked  rather  like  abductor  paralysis  of  the  right 
vocal  cord  in  a  previously  oblique  larynx.  He  would  like  to  know  why 
Dr.  Davis  abandoned  the  diagnosis  of  ankylosis.  He  had  shown  several 
years  ago  a  young  lady  who,  during  an  Alpine  excursion,  had  got  sudden 
larvngitis  affecting  the  right  arytsenoid  body,  and  having  appearances 
very  like  those  in  this  case. 

Dr.  H.  J.  Davis,  in  reply,  said  he  did  not  consider  that  the  right 
vocal  cord  on  abduction  moved  at  all.  The  man  had  right  abductor 
paralysis,  and  the  left  cord  did  not  adduct  normally,  hence  the  glottis 
was  a'skew.  The  patient  had  had  no  symptoms  since  the  operation,  which 
was  in  1873,  and  he  did  not  know  there  was  anything  the  matter  with 
the  larynx. 

Peculiar  Deformity  of  the  Lower  Jaw.— H.  J.  Davis. -A  girl, 
ao-ed  eighteen.  The  patient  had  had  four  operations  for  adenoids. 
There  appeared  to  be  no  chin,  and  the  report  from  the  X-ray  department 
was  that  the  ascending  ramus  of  the  mandible  was  absent  on  one  side. 
It  was  suggested  that  the  deformity  might  be  the  result  of  long-standing 
nasal  obstruction. 

Mr.  DE  Santi  said  the  ramus  was  present,  and  could  be  felt  by  putting 
one  finger  inside  the  mouth  and  another  outside.  Moreover,  he  could 
feel  the'^condyles  moving  in  the  mandibular  joint.  He  looked  upon  the 
condition  as  a  rudimentary  jaw. 
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Small  Tuberculous  Ulcer  of  the  Aryepiglottic  Fold,  close  to 
the  Attachment  of  the  Margin  of  the  Epiglottis.— J.  Eundas 
Grant. — The  patient  is  a  middle-aged  wonmu,  suffering  from  pulmonary 
tuberculosis.  She  complained  of  violent  pain  on  swallowing,  which  she 
located  in  the  lower  part  of  the  left  side  of  her  throat ;  when  asked  she 
stated  that  it  frequently  shot  up  to  the  left  ear.  The  extreme  pain  had 
been  present  for  a  week,  biit  for  two  months  she  had  complained  of  a 
feeling  as  of  something  sticking  in  the  throat.  The  throat  was  very 
irritable,  and  on  the  first  cursory  examination  no  ulcer  was  visible,  but  on 
further  closer  examination  an  ulcer,  localised  at  the  anterior  part  of  the 
left  ary-epiglottic  fold,  was  to  be  seen. 

The  exhibitor  has  occasionally  seen  cases  of  such  extreme  pain  with 
apparently  no  visible  lesion  of  the  framework  of  the  larynx.  He  con- 
siders it  possible  that  a  similar  "fconditiou  to  that  existing  in  the  present 
case — though  in  a  slighter  degree,  and  eluding  inspection — may  have 
been  the  cause  of  the  pain. 

Perforation  of  the  Septum  Nasi  causing  Inspiratory  Whistle. 
—Douglas  Harmer. — Patient  had  severe  epistaxis  after  boxing  seven 
months  ago.  Otherwise  he  had  never  been  troubled  by  his  nose,  and  no 
operation  has  been  performed.  There  was  a  small  perforation  in  the 
anterior  part  of  the  septum,  and  the  whistling  noise  was  produced  by 
inspiration.  The  whistle  could  be  stopped  by  plugging  the  hole.  The 
perforation  could  probably  be  cured  by  a  flap  operation. 

The  President  said  he  remembered  a  similar  kind  of  case,  in  which 
the  whistling  was  most  noticeable  when  the  person  happened  to  be 
annoyed.  That  patient  declined  a  flap  operation,  therefore  he  had  the 
hole  enlarged,  which  stopped  the  whistling. 

Epithelioma  of  Epiglottis,  with  Extensive  Involvement  of  the 
Cervical  Glands  on  both  sides  ;  Removal  of  Epiglottis  and  Glands. 
— P.  R.  W.  de  Santi. — Male,  aged  sixty-three.  Seen  in  the  thii-d  Aveek 
of  March,  1913.  History  of  slight  sore  throat  and  difficulty  in  swallowing 
three  months.  On  examination  a  well-marked,  irregular,  hard  nodular 
growth  was  seen,  occupying  the  whole  of  the  left  side  of  the  epiglottis, 
and  extending  over  to  the  right  side  and  towards  left  ary-epiglottic  fold. 
Examination  with  the  finger  revealed  considerable  hardness  and  fixity  of 
the  epiglottis.  The  cervical  glands  of  the  neck  were  extensively  involved 
on  both  sides.  A  piece  of  the  gi'owth  was  removed  for  microscopic 
examination,  and  revealed  typical  epithelioma.  Wassermann  negative. 
I  performed  tracheotomy  and  laryngo-fissure,  and  removed  the  epiglottis 
fi-eely  and  wdde  of  the  disease.  Some  three  weeks  later  the  glands  were 
removed  on  both  sides  of  the  neck,  and  on  the  right  side  I  had  to 
remove  2^  inches  of  the  jugular  vein.  The  patient  left  the  hospital  two 
weeks  later.  The  glands  microscopically  showed  typical  epithelioma. 
The  case  is  shown  to  illustrate  the  good  results  that  may  follow  a  very 
free  removal  of  the  epiglottis  for  carcinoma  without  having  recourse  to 
complete  laryngectomy,  a  procedure  usually  done  for  malignant  disease  of 
the  epiglottis,  also  to  illustrate  the  very  extensive  implication  of  the 
glands  in  so  early  a  stage.  He  is  at  present  free  from  disease,  but  it  is 
only  seven  and  a  half  months  since  operation. 

The  President  said  Mr.  de  Santi  was  to  be  congratulated  on  a  most 
admirable  result.  He  asked  whether  there  was  any  infection  of  the 
interior  of  the  larynx. 

Mr.  DE  Santi  replied  that  it  was  an  early  case,  and  the  disease  was 
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liiniteri  to  the  epiglottis.  Five  glands'  exauiiued  afterwards  showed 
typical  epithelioma.  In  former  days  Mr.  de  Santi  would  probably  have 
removed  the  whole  larynx  for  such  a  condition,  but  greater  experience 
led  liim  to  adopt,  when  possible,  a  less  severe  operation. 

Large  Pulsating  Vessel  in  the  Right  Posterior  Pharyngeal 
Wall.— J.  H.  Connolly. — The  patient,  a  boy,  aged  five,  has  enlarged 
tonsils  and  adenoids,  associated  with  nasal  obstruction,  and  would  pro- 
bably be  benefited  by  their  removal.  This  large  blood  -  vessel  is  a 
danger— an  uncommon  one — and  may  contra-indieate  operative  inter- 
ference. Presumably  it  is  the  internal  carotid  or  the  ascending  pharyn- 
geal artery,  or  perhaps  it  may  be  an  abnormal  vessel.  Its  size  appears 
large  for  the  ascending  pharyngeal,  although  it  is  true  that  the  pulsation 
is  apt  to  give  a  wrong  impression  of  the  calibre  of  the  vessel.  He  was 
inclined  to  regard  it  as  tlie  internal  carotid,  and,  whilst  prepared  to 
remove  the  tonsils,  thought  it  wise  to  leave  the  adenoids  alone. 

The  President  said  the  vessel  looked  like  the  ascending  pharyngeal, 
and  he  did  not  think  there  would  be  much  difficulty  in  removing  the 
adenoids  without  damaging  the  vessel. 

Dr.  H.  J.  Davis  agreed  that  the  vessel  was  the  ascending  pharyngeal. 
It  appeared  to  be  more  at  the  side  than  it  really  was,  as  the  tonsils  were 
so  large,  but  if  they  were  not  there  the  vessel  would  be  seen  to  be  much 
nearer  the  mid-line  than  it  seemed.     He  would  leave  the  adenoids  alone. 

Mr.  Harmee  recollected  a  case  in  which  the  house-surgeon  removed 
one  tonsil,  and  there  was  a  tremendous  rush  of  blood,  obviously  from 
some  large  artery  which  had  been  cut.  The  bleeding  lasted  only  a  few 
moments,  but  a  few  hours  later  was  repeated,  and  the  patient  died. 
Post-mortem,  the  girl  was  found  to  have  two  complete  coils  in  the  internal 
carotid  arteries,  and  these  coils  pushed  in  towards  the  middle  line,  under 
the  posterior'  wall  of  the  pharynx ;  in  cutting  off  the  tonsil  one  of  the 
coils  liad  been  completely  removed. 

Dr.  Don  ELAN  said  that  Dr.  Jacobson,  of  New  Orleans,  reported  a  case 
in  private  practice  some  twenty  years  ago,  in  which  he  had  to  tie  the 
common  carotid  before  haemorrhage  could  be  arrested.  It  was  tonsillo- 
tomy. That  patient  recovered,  so  it  w^as  impossible  to  ascertain  the 
nature  of  the  abnormalitv. 
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Meeting  at  the  Royal  Infirmary,  Edinburgh,  Xovember  22,  1913. 


Mr.  J.  D.  LiTHGOw  m  tJie  Chair. 


Reported  hy  Dr.  AV.   S.  Syme. 


The   Radical  Mastoid's  "First  Dressing."— J.   D.  Lithgow.— 

(See  JouRN.   OF  Laryngol.,  Ehinol.,    and    Otol.,    jSToveniber,    1913, 
p.  589.) 
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The  Mechanism  of  one  form  of  Respiratory  Stoppage  under 
General    Anaesthesia    (Ethyl    Chloride).-!.    D.    Lithgow.      (See 

JOURN.  OF  LaRYNGOL.,  EhiNOL.,  AND  Otol.,  vol.  xxviii,  p.  646.) 

Dr.  Turner  some  years  ago  had  made  a  number  of  experiments 
on  the  cadavers  of  cliildren  in  connection  with  the  production  of  laryngeal 
stridor,  and  what  struck  him  in  regard  to  Dr.  Lithgow's  explanation  was 
that  it  was  not  quite  an  anatomical  possibility.  What  he  wanted  to 
know  was  whether  Dr.  Lithgow  was  sure  that  the  epiglottis  was  drawn 
against  the  posterior  pharyngeal  wall. 

Dr.  Lithgow  replied  that  he  had  no  doubt  at  all  about  the  correctness 
of  the  vievf  he  had  put  forward.  He  had  not  only  felt  the  epiglottis  fixed 
to  the  posterior  pharyngeal  wall ;  he  had  seen  it.  He  had  observed  this 
condition  on  four  occasions,  and  all  the  patients  were  beyond  the  age  of 
early  childhood,  the  epiglottis  being  larger  than  that  of  a  small  child. 

Carbolic  Acid  in  Glycerine  for  Turbinal  Hypertrophy.  (Pre- 
liminary   Contribution.)— J.    D.    Lithgow    and    Peel    Ritchie.- 

Carbolic  acid  in  glycerine  solution  has  been  iised  for  many  years 
as  an  injection  into  haemorrhoids  to  induce  fibrosis  and  cause  shrink- 
ing. It  has  also  been  used  in  the  same  way  in  the  treatment  of 
small  simple  tumom-s.  The  nasal  cases  in  which  this  method  has  been 
tried  have  been  of  vasomotor  and  hypertrophic  rhinitis,  and  they  have 
been  so  far  satisfactory,  qua  the  induction  of  fibrosis.  The  shrinking 
following  the  injection  is  quite  as  marked,  if  not  more  so,  than  when 
galvanic  cautery  is  used,  and  it  appears  to  have  the  additional  advantage 
of  a  sterile  trauma.  The  operation  is  quite  painless.  The  method 
followed  is  to  inject  two  or  three  drops  of  a  60  per  cent,  solution  of 
carbolic  acid  in  glycerine  into  the  previously  anaesthetised  inferior 
turbinate  as  close  to  the  bone  as  possible.  It  is  followed  by  a  period 
of  reaction  and  engorgement  which  quickly  passes  off,  and  a  slow 
process  of  shrinking  lasting  a  month  or  so.  In  some  of  the  cases 
the  turbinate  tissue  was  at  the  end  of  a  month  or  two  suflBciently 
shrunk  to  admit  free  nasal  respiration ;  in  others,  owing  to  some  septal 
deviation,  one  removed  a  portion  of  inferior  turbinate.  We  have  thus 
been  able  to  study  the  process  of  fibrosis  microscopically  at  various 
stages,  and  hope  to  make  further  communication  in  reference  to  the 
histopathology  of  the  process. 

Mr.  Peel  Eitchie  said  this  method  had  been  in  use  for  many  years 
for  piles,  and  his  experience  of  it  was  very  satisfactory  ;  he  had  also  tried 
it  in  other  conditions.  The  advantage  was  that  without  producing  any 
ulcerated  surface  one  got  the  same  results  by  fibrosis  as  by  removing  the 
growth.  The  process  took  some  time — a  number  of  weeks.  That  was 
one  point  on  which  they  hoped  to  get  information  by  further  examina- 
tions. There  was  an  immediate  reaction  involving  swelling  and  cedema 
of  the  parts  ;  this,  however,  passed  off  fairly  rapidly.  It  required  a 
certain  amount  of  experience  to  know  just  how  much  of  the  carbolic 
solution  to  inject. 

Dr.  Kerr  Love  asked  if  in  removing  a  portion  of  the  large  turbinate 
there  was  less  bleeding  than  usual. 

Dr.  Lithgow  replied  to  Dr.  Love's  query  in  the  affirmative. 

Malignant  Disease  of  the  Buccal  Pharynx  and  Laryngo-pharynx, 
both  after  Operation.  Parts  Involyed  in  First  Case— Tonsil,  Alve- 
olus, Tongue,  Lateral  Pharyngeal  Wall ;  in  second  one— the  Right 
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False  Cord,  Aryepiglottic  Fold  and  Adjacent  Laryngo-pharynx. — 
J.  D.  Lithgow  and  Peel  Ritchie.  . 

Mr.  Peel  Kitchie  said  tliere  was  extensive  involvement  of  the  glands 
on  one  side  and  a  preliminary  operation  was  done  for  this.  The  cheek 
was  split  up  short  of  the  masseter ;  the  growth  was  outlined  by  the  fine 
point  of  the  cautery  ;  the  mucous  membrane  was  snipped  through  with 
scissors.  The  broad  blade  of  the  thermo-cautery  was  used  for  division  of 
the  muscles,  and  the  raw  surface  was  covered  in  completely  with  mem- 
brane. The  right  side  of  the  split  uvula  was  turned  over  to  cover  in  the 
raw  area.  The  very  tip  of  the  uvula  projected  down  on  the  left  side  into 
the  mouth  where  the  adhesion  was  not  quite  complete.  He  did  not  think 
there  was  any  advantage,  for  the  purpose  of  obtaining  a  better  view,  in 
operating  fi'om  the  opposite  side.  Moreover,  it  was  an  advantage  to  have 
the  primai-y  wound  and  the  wound  for  the  gland  operation  on  the  same 
side  in  the  after-treatment. 


Chronic  Subglottic  Infiltration,  Probably  Specific  in  Origin.— 
W.  T.  Gardiner. — The  patient,  a  married  woman,  seen  for  the  first  time 
five  months  ago.  She  then  complained  of  "  thickness  of  voice  and  some 
difficulty  in  breathing  for  the  past  six  weeks."  She  thought  it  came  on 
after  an  attack  of  "  rheumatics."  She  also  had  a  cough  and  some  expec- 
toration. Husband  died  of  general  paralysis  ten  months  ago.  She  has 
six  children  ;  no  history  of  miscarriages.  The  patient  had  a  hard,  almost 
brassy  cougli,  and  there  was  some  inspiratory  difficulty  after  coughing. 
The  epiglottis  and  arytaenoids  were  normal.  There  was  slight  fulness 
of  the  interarytaenoid  region,  especially  on  the  left  side,  where  it  seemed 
to  become  continuous  with  a  pale,  smooth,  rounded  infiltration  situated 
below  the  left  cord.  This  infiltration  was  most  marked  beneath  the  pos- 
terior part  of  the  coi'd.  The  movements  of  the  cord  during  respiration 
were  very  slight,  and  both  adduction  and  abduction  were  limited.  The 
pallor  was  very  marked.  The  patient  was  given  potassium  iodide.  She 
reported  herself  slightly  improved  one  month  later,  but  on  examination, 
altliough  the  original  infiltration  was  smaller,  and  the  moveinent  of  the 
left  cord  a  little  improved,  there  was  now  a  swelling  similar  to  the  first 
one  on  the  right  side  below  the  right  cord.  The  right  cord  moved 
perfectly.  The  iodide  was  now  increased,  and  the  condition  is  slowly 
improving.  Examination  of  the  sputum  for  tubercle  bacilli  was  negative. 
A  month  ago  the  patient  brought  her  son,  aged  ten,  to  the  dispensary  to 
have  his  tonsils  removed,  when  it  was  discovered  that  he  had  active  inter- 
stitial keratitis  in  the  right  eye. 

Dr.  Fraser  asked  what  the  condition  of  the  cliest  was  and  whether 
Wassermann  had  been  pei'formed. 

Dr.  Brown  Kelly  thought  the  want  of  movement  very  suggestive  of 
malignant  disease,  and  asked  if  it  had  not  struck  any  of  the  members  in 
that  light.  The  temporary  improvement,  of  course,  did  not  necessarily 
exclude  malignant  disease. 

Dr.  Syme  thought,  like  Dr.  Kelly,  on  first  looking  at  the  patient  that 
the  condition  was  malignant.  The  woman's  age  (thirty-five)  did  not  put 
that  out  of  court ;  also  the  fact  that  the  thickening  was  confined  to  one 
side  was  in  favour  of  a  malignant  condition.  Had  it  been  specific,  one 
would  have  expected  some  evidence  of  breaking  down.  Altogether  it 
appeared  to  him  more  like  a  malignant  than  a  specific  condition.  He 
suggested  that  a  portion  should  be  removed  for  examination,  and  this 
could  be  done  without  doing  any  harm  if  it  did  turn  out  to  be  specific. 
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Dr.  Kerr  Love  tlionglit  Dr.  Gardiner  should  take  the  case  into 
hospital  and  give  large  doses  of  iodide.     He  thought  it  was  specific. 

Dr.  FuLLERTON  thouglit  it  might  be  tuberculous.  In  a  case  wliicU 
he  had  had  the  patient  went  away  for  a  change  for  two  or  three  months, 
and  came  back  very  much  better.  The  condition  in  that  case  was  pi-ac- 
ticallj  the  same  as  in  this  one. 

Dr.  Whitehouse  remarked  that  both  cords  were  implicated ;  he 
thought  it  was  bilateral  and  specific. 

Dr.  Logan  Turner  had  seen  the  case  with  Dr.  Gardiner  before 
treatment  was  commenced,  and  it  was  then  bilateral.  That  Avas  rather 
against  malignant  disease. 

Dr.  Walker  Downie  thought  the  want  of  movement  was  partly  due 
to  fixing  of  the  arytaenoid. 

Dr.  Gardiner  replied  that  the  chest  had  been  examined  on  three 
occasions,  Avith  negative  results.  No  Wassermann  was  done.  He  was 
considering  having  it  done  when  the  mother  brought  her  child  who  pre- 
sented evidence  of  specific  disease,  which  seemed  to  render  a  Wassennann 
unnecessary.  He  would  have  one  done,  however,  and  he  would  report 
the  further  progress  of  the  case  at  tlie  next  meeting. 

Bleeding  Polypus  of  Nasal  Septum  ;  Microscopic  Specimen 
shown. — W.  T.  Gardiner. — The  patient,  a  female,  aged  eighteen,  came 
in  the  beginning  of  August  suffering  from  nasal  bleeding.  History  of 
epistaxis,  more  or  less  constant  for  four  weeks,  becoming  much  worse  in 
the  last  week,  so  that  patient  had  lost  a  great  deal  of  blood,  and  was 
having  attacks  of  giddiness.  The  right  anterior  naris  was  filled  up  with 
blood-clot.  On  removal  of  this  a  smooth  rounded  mass,  dark  red  in 
colour,  was  seen  occupying  the  front  part  of  the  inferior  meatus.  It  was 
movable  on  a  narrow  pedicle,  and  bled  readily  when  touched  with  the 
probe.  It  was  attached  to  the  anterior  part  of  the  septal  cartilage  near 
the  floor  of  the  nose.  It  was  removed  by  the  snare,  and  the  base 
cauterised  with  chromic  acid.  The  polypus  was  abovit  the  size  of  a  small 
bean.  One  month  later  the  patient  returned,  complaining  once  more  of 
epistaxis.  On  examination  there  was  a  red  mass  in  the  original  position, 
and  apparently  as  large  as  before  and  bleeding  as  readily.  It  was  again 
snared,  and  this  time  the  base  was  cauterised  with  the  electric  cautery. 
Reported  (November  3)  no  further  hsemorrhage.  Site  of  the  polypus 
indicated  by  a  firm  scar.  Histology. — The  section  comprises  a  portion  of 
the  tissue  the  size  of  a  pea.  The  surface  is  fairly  regular,  but  with  one 
or  two  minute  slightly  polypoid  projections.  The  surface  is  covered  Avith 
a  layer  of  stratified  squamous  epithelium.  The  greater  part  of  the 
section  is  made  up  of  collections  of  young  cells  of  connective-tissue  type, 
arranged  for  the  most  part  in  relation  to  vascular  spaces,  which  vary 
greatly  in  size.  In  some  parts  the  amount  of  fibrous-tiS'Sue  is  greater 
and  closely  surrounds  the  blood-spaces.  The  condition  is  evidently  angio- 
matoiis  and  blood-corpusles  are  visible  in  many  of  the  spaces.  The 
extremely  cellular  character  of  the  greater  part  of  the  tissue  makes  it 
difficult  to  exclude  a  sarcomatous  element  in  the  case.  It  was  reported  by 
Dr.  Theodore  Shennan  as  probably  not  angio-sarco?Hfl. 

Dr.  Fraser  had  had  the  opportimity  of  dealing  with  three  or  four 
similar  cases.  His  practice  had  been  to  inject  the  base  with  novoeaiue 
and  adrenalin,  make  a  lozenge-shaped  incision  round  the  growth  and  dis- 
sect it  off  the  cartilage.  In  this  way  one  removed  it  entire  and  also 
obtained  a  better  specimen  for  microscopic  examination. 

Dr.  Brown-Kelly  thought  the  interesting  point  of  the  case  was  the 


February,  1914.]  Rhinology,  and  Otology.  95 

difficulty  of  excluding  sarcoma.  He  had  had  a  case  of  much  the  same 
kind.  The  patient,  a  young  man,  came  with  a  diffuse  growth  on  one  side 
of  the  septum  ;  he  had  been  sent  as  a  case  of  sarcoma.  As  there  was 
some  doubt  a  piece  of  the  growth  was  removed  for  examination.  While 
the  matter  was  still  subjudice  the  patient  suddenly  disappeared.  Two 
years  later  he  came  back  complaining  of  something  else,  and  stated  that 
he  had  not  returned  after  his  previous  visit  because  he  had  been  in  prison. 
On  examining  the  site  of  the  growth  it  was  found  normal,  and  the  septum, 
which  has  been  pushed  to  the  opposite  side,  and  the  upper  lateral  cartilage, 
which  had  been  elevated,  had  regained  their  normal  position.  On  inquiring 
as  to  the  result  of  the  microscopical  examination,  the  pathologist  reported 
that  it  was  suggestive  of  sarcoma. 

Dr.  LiTHGOw  said  in  his  last  case  there  was  a  very  narrow  pedicle ; 
he  snared  the  growth  oif.  He  saw  the  patient  some  time  afterwards 
and  no  evidence  of  the  growth  remained,  and  when  seen  a  year  latt-r  thei'e 
had  been  no  recurrence.  It  w'as  a  typical  papilloma,  the  size  of  a  hazel- 
nut.    The  smallness  of  tlie  pedicle  was  unusual  in  papillomata. 

Dr.  GrARDiNER,  in  reply,  said  that  at  a  future  period  should  another 
case  occur  he  would  endeavour  to  remove  the  grow^th  by  the  method 
recommended  by  Dr.  Fraser,  the  advantage  of  which  was  that  the  base  of 
the  polypus  could  be  got  away  practically  completely.  By  snaring  one  did 
not  see  the  entrance  point  of  the  vessel. 

Temporo-sphenoidal  Abscess  ;  Recovery.— W.  G.  Porter. — Male, 
aged  twenty-one,  was  first  seen  on  August  7,  19]  3,  complaining  of 
otorrhcea  since  infancy.  The  discharge  had  increased  during  the  previous 
w^eek,  and  he  had  also  suffei'ed  from  severe  headaches  during  that  period. 
On  examination  a  large  polypus,  bathed  in  very  foetid  pus,  was  seen  nearly 
filling  the  right  meatus.  Functional  examination  showed  complete  deaf- 
ness on  that  side,  and  the  labyrinth  did  not  respond  to  stimuli.  Left  ear 
healthy.  Temperature  and  pulse  normal.  A  radical  mastoid  operation 
was  performed  on  the  following  day.  The  antrum  w^as  filled  wnth  granu- 
lations, and  the  dura  of  the  middle  fossa  was  found  to  be  exposed  and 
covered  by  granulations.  The  ossicles  wei*enot  seen,  and  the  oval  window 
was  enif>ty.  On  smoothing  the  anterior  surface  of  the  spur  with  the 
chisel  the  face  twitched  once,  and  on  waking  from  the  anaesthetic  the 
patient  was  found  to  have  a  facial  paralysis,  which  became  complete,  but 
which  is  now  fortunately  passing  off.  A  few  days  after  the  operation 
the  patient  began  to  complain  of  headaches  ;  he  slept  badly,  and  was 
slightly  delirious  at  night ;  the  radical  cavity  appeared  clean ;  thei'e 
was  very  little  discharge  ;  the  temperature  was  normal ;  the  pulse  did 
not  fall  below  60 ;  and  the  examination  of  the  nervous  system  was 
negative.  Ten  days  after  the  operation  a  profuse  discharge  came  from 
the  ear  during  the  night,  soaking  the  pillow  ;  the  headaches  were  at  once 
relieved,  and  the  patient  felt  very  well.  It  was  supposed  that  a  subdural 
abscess  had  evacuated  itself,  but  as  the  patient  appeared  very  well  there 
seemed  to  be  no  indication  for  interference.  The  patient  continued  to  feel 
well,  and  the  discharge  to  be  slight,  till  August  24-,  when  the  headache 
returned,  and  there  was  more  discharge  ;  pulse,  50  ;  temperature,  98"2^  F. 
On  the  25tli  the  wound  was  reopened,  and  pus  was  seen  lying  on  granu- 
lations springing  from  the  dura.  On  probing  this  area  the  probe 
slipped  directly  upwards  into  the  brain.  The  bone  was  freely  removed, 
exposing  an  ai-ea  of  dura  larger  than  a  penny  piece  ;  the  granulations 
were  removed,  the  dura  incised,  sinus  forceps  passed  into  the  brain, 
opened    and    withdrawn,    and    at    once    about  2  oz.  of    very   foetid    pus 


96  The  Journal  of  Laryngology,      [February,  1914. 

evacuated.  (The  pus  showed  a  streptococcus  in  pure  culture.)  A  large 
drainage-tube  was  inserted  into  what  was  felt  to  be  quite  a  large 
cavity,  the  posterior  wound  was  left  open,  and  the  patient  returned  to 
bed. '  Considerable  difficulty  was  experienced  in  maintaining  di-ainage. 
The  pulse,  which  fell  to  40  after  the  operation,  continued  to  be  slow  (40 
to  48)  for  a  fortnight,  and  the  temperature  subnormal  (97-8°  to  98  2°). 
The  pulse  rose  to  50  on  September  8,  and  the  discharge  thereafter 
gradually  diminished ;  the  tube  was  finally  removed  on  September  29. 
Since  that  date  the  patient  has  done  well,  the  posterior  Avound  has 
closed,  and  he  has  gained  in  weight,  and  is  now  thinking  of  returning 
to  work. 

Dr.  Kerr  Love  asked  what  method  was  used  to  enter  the  middle 
fossa  ;  did  he  go  straight  in  through  the  squamous  bone  or  did  he  extend 
the  wound  upwards  from  the  mastoid  opening  ? 

Dr.  Porter  said  the  dura  was  exposed  by  the  disease,  and  the  opening 
enlarged  at  the  operation. 

Apparent  Post-operative  Osteomyelitis  of  the  Frontal  Bone ; 
RecoYery  after  Wide  Removal  of  Diseased  Bone. — W.  G.  Porter. 

— The  patient,  a  female,  was  referred  from  the  Eye  Department.  She 
complained  of  double  vision  and  a  swelling  just  above  the  right  eyeball 
towards  the  external  canthus.  and  there  was  also  definite  proptosis. 

After  examination  a  diagnosis  was  arrived  at  of  empyema  of  the 
right  fi'outal  sinus  and  ethmoidal  labyrinth  with  orbital  abscess. 
Killian's  operation  was  performed  on  May  14,  1912.  The  frontal  sinus 
was  found  to  be  filled  with  creamy  mucopus  (pure  culture  of  streptococcus 
obtained),  but  the  lining  membrane  was  not  thickened  ;  hence  it  was 
thought  that  the  case  was  one  of  an  infected  mucocele.  The  floor  of  the 
sinus  had  given  way  rather  far  back,  and  pus  was  lying  on  the  orbital 
periosteum,  which  at  this  spot  was  covered  with  granulations ;  there  was 
a  very  well-marked  orbital  extension,  fully  1^  in.  in  depth.  In  smoothing 
off  the  bone  close  to  the  intersiuus  septum  the  latter  was  unfortunately 
cracked,  exposing  the  sinus  on  the  opposite  side.  The  wound  was 
entirely  closed,  and  healed  by  first  intention.  Three  weeks  later  the 
upper  eyelid  became  oedematous  ;  the  wound  was  reopened  and  a  quantity 
of  pus  evacuated.  The  discharge  continued  in  spite  of  the  administration 
of  an  autogenous  vaccine  and  endeavours  to  obliterate  the  sinus  by 
pressure. 

A  second  operation  was  performed  on  October  3,  1912.  Tlie  inner 
end  of  the  bridge  was  removed,  and  a  sinus  was  traced  to  the  hole  in  the 
septum,  where  pus  was  seen  coming  from  the  left  frontal  sinus.  The 
outer  part  of  the  right  frontal  sinus  was  obliterated  by  dense  fibrous  tissue, 
as  Avas  the  opening  into  the  nose.  A  Killian  operation  was  performed  on 
the  left  side  ;  this  sinus  also  had  a  deep  orbital  extension.  The  inner 
part  of  the  incision  was  left  open  after  the  operation,  sutures  being 
passed  but  not  tied  till  forty-eight  hours  had  elapsed,  thei'e  being  then 
no  discharge.  The  wound  healed  at  once,  but  a  few  days  after  the 
upper  eyelid  became  swollen,  and  pain  was  felt  at  night ;  there  Avas  no 
pyrexia. 

On  November  11,  1912,  the  swelling  was  more  marked,  and  there  was 
marked  tenderness  on  pressure  over  the  bridge.  The  Avound  was 
reopened,  the  inner  end  of  the  bridge  was  divided,  and  it  was  then  found 
to  be  loose,  a  sequestrum,  consisting  of  the  bridge  and  part  of  the 
malar  bone,  being  removed  ;  no  pus  was  evacuated.  The  Avound  AA^as  left 
freely  open  and  packed.     The  pain  was  not  relicA^ed  by  the  o  peration 
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and  the  upper  eyelid  remained  swollen.  The  temperature  varied  between 
98-4°  and  99-2°  F. 

On  the  17th  oedema  of  the  skin  was  noted  over  the  frontal  sinus  ; 
this  spread  rapidly,  and  on  the  ■20th  extended  up  to  the  hair  margin  and 
across  the  middle  line  ;  there  "was,  however,  very  little  discharge  from  the 
wound,  -which  was  still  kept  widely  open.  It  was  believed  that  osteo- 
myelitis had  set  in,  and  wide  removal  of  the  frontal  bone  appeared  to 
otter  the  only  hope  of  recovery.  Accordingly,  the  following  day  a  mesial 
incision  was  made  upwards  from  the  root  of  the  nose,  and  a  triangular 
flap  of  skin  and  periosteum  turned  back.  The  bone  appeared  glazed  on 
the  sui'face  ;  a  large  circle  of  bone  was  removed  with  hammer  and  gouge  ; 
the  bone  was  about  half  an  inch  thick,  very  soft  and  vascular,  and  did 
not  give  the  usual  ring  when  struck.  The  margins  of  bone  were  further 
removed  with  bone  forceps  until  a  firmer  consistence  and  diminished 
vascularity  appeared  to  show  that  the  limits  of  disease  had  been  reached. 
There  was  no  pus  in  the  substance  of  the  bone,  and  the  dura  appeared 
healthy.  The  skin  was  then  replaced  and  fixed  in  position  by  a  few 
interrupted  sutures.  There  was  considerable  discliarge  from  the  wound 
for  some  days,  but  healing  gradually  took  place,  undoubtedly  assisted  by 
the  administration  of  an  autogenous  vaccine. 

The  patient  had  no  further  trouble  in  the  operation  area,  and  she 
remained  in  excellent  health  until  three  weeks  ago,  when  she  had  an 
attack  of  pneumonia  which  carried  her  oft"  in  a  few  days. 

Dr.  Feasek  thought  the  microscopical  sections  shown  by  Dr.  Poi-ter 
showed  a  mild  condition  of  osteomyelitis.  The  bone  itself  was  almost 
normal,  but  there  was  evidence  of  a  subacute  iuilammatory  process  in  the 
marrow  spaces,  and  new  bone  staining  faintly  with  eosin  was  deposited 
round  the  margins.  The  same  condition  was  seen  in  the  chronic  form  of 
mastoiditis.  Personally  he  had  no  doubt  that  it  was  a  case  of  osteo- 
myelitis. 

Dr.  Logan  Turner  had  had  the  opportunity  of  seeing  the  case  before 
the  operation.  Speaking  from  the  clinical  point  of  view,  he  would  have 
said  there  was  no  doubt  at  all  about  the  case  being  one  of  osteomyelitis 
secondary  to  frontal  sinus  disease,  having  himself  had  previously  a  fatal 
case  of  this  kind. 

Dr.  Porter,  in  reply,  said  he  was  indebted  to  Dr.  John  Fraser  for 
the  sections  of  bone,  who  was  inclined  to  think  the  process  was  not  an 
acute  osteomyelitis.  If  it  was  a  case  of  osteomyelitis,  it  was  the  first  post- 
operative case  which  had  recovered. 

Foreign  Body  (Halfpennyj  in  (Esophagus  of  Cliild  for  Eight 
Years. — W.  G.  Porter. — Male,  aged  eleven,  complained  of  indefinite 
gastric  symptoms  of  three  weeks'  duration,  but  on  the  history  being 
elicited  the  father  stated  that  the  boy  had  swallowed  a  halfpenny  at  the 
age  of  four,  and  had  never  been  the  same  boy  since.  The  boy  weighed 
2  st.  10  oz.  on  admission,  and  was  small  for  his  age  and  poorly  developed. 

An  X-ray  photograph  was  taken  and  showed  a  foreign  body  in  the 
oesophagus  between  the  fifth  and  sixth  dorsal  vertebrae.  He  was  referred 
to  me  for  cesophagoscopy,  which  was  done  under  general  anaesthesia ;  the 
halfpenny  was  seen  lying  low  down  in  the  oesophagus  nearly  edge  on.  On 
introducing  the  forceps  to  seize  the  coin  it  slipped  away  out  of  sight  into 
the  stomach.  On  carefully  inspecting  the  oesophagus  where  the  coin 
had  been  lying,  no  ulceration  or  lesion  of  any  kind  could  be  detected. 
The  patient  remained  in  hospital  for  a  fortnight  after  this  procedure ;  he 
improved  markedly  in  health  and  increased  5  lb.  in  weight.     A  skiagram 
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was  taken  again  before  his  discharge,  and  the  halfpenny  was  not  seen  in 
any  part  of  the  oesophagus  or  abdomen.  The  boy  stated  one  day  that  he 
had  passed  it,  but  it  was  not  found  in  the  stools." 

Dr.  Turner  thought  this  case  of  great  interest  as  showing  how  long 
a  foreign  body  could  remain  in  the  gullet  without  giving  rise  to  symptoms. 
He  did  not  know  whether  any  case  of  such  long  duration  had  been  recorded. 
Sir  StClair  Thomson  had  recorded  a  case  in  which  the  foreign  body  had 
remained  in  the  oesophagus  for  three  or  four  years.  He  hmiself  had  seen 
a  case  in  which  a  halfpenny  had  remained  in' the  oesophagus  for  only  one 
week  and  the  patient  died  ;  in  that  case  death,  he  believed,  resulted'from 
the  old-established  methods  used  for  the  removal  of  the  coin,  and  not  from 
the  presence  of  the  coin. 

Dr.  Walker  Downie  asked  if  any  permanent  injury  to  the  gullet  had 
followed.  He  had  had  among  many  such  cases  one  of  a  child  who  had  a 
halfpenny  lodged  in  the  gullet  for  eighteen  months.  The  child  was  in 
Ireland  at  the  time  the  accident  happened,  and  he  was  treated  there  at 
first,  but  as  nothing  passed  by  the  rectum  his  story  was  not  believed.  He 
was  sent  to  the  Western  Infirmary  in  Glasgow  later,  when  the  coin  was 
seen  with  X  rays  and  removed.  No  permanent  injury  to  the  gullet  w^as 
observed. 

Dr.  Booth  asked  if  it  w^as  not  rather  unusual  for  a  halfpenny  to  stick 
in  the  oesophagus  of  a  boy  of  eleven  years  of  age. 

Dr.  LiTHGOw  liad  seen  some  years  ago  a  boy  in  whom  a  half  sovereign 
had  stuck  in  the  oesophagus.  He  removed  it  in  a  coin-catcher.  In 
another  case  ho  had  removed  a  halfpenny.  He  did  not  think,  within 
limits,  that  the  size  of  the  coin  made  mucli  difference. 

Dr.  Porter,  in  reply,  said  the  patient  w^as  not  a  child  of  eleven  :  he 
was  four  when  he  swallowed  the  coin.  The  boy  remained  a  fortnight  in 
hospital  and  gained  5  lb.  in  weiglit.  The  point  "that  struck  him  especially 
Avas  that  dysphagia  was  not  complained  of  at  all,  but  only  indefinite 
gastric  symptoms. 

Hoarseness  from  Birth;  Patient   shown;  Opinions  invited.— 

J.  K.  Milne  Dickie.— B.  M'K ,  aged  seventeen,  seen  first  on  June  9, 

1913.  Complained  of  sore  throat.  Had  been  hoarse  from  birth.  Birth 
had  been  precipitate.  Condition  at  time  of  examination  :  Slight  tonsillitis 
and  pharyngitis.  The  left  vocal  cord  showed  only  very  sliglit  movement. 
On  middle  of  upper  surface  of  cord  there  was  a  small  red  oval  area. 
Slight  subglottic  swelling  in  front.  Eight  cord  moved  freely.  Nothing 
abnormal  in  heart  or  lungs.  X  ray  negative.  Two  months  later  condition 
still  the  same. 

Dr.  DowNiE  remarked  that  there  was  here  a  chronic  pharvngitis. 
There  appeared  to  be  pus  on  the  cord. 

Dr.  Syme  said  it  had  appeared  to  him  that  there  was  thickening  of 
the  upper  part  of  the  left  cord,  but  it  did  not  seem  to  be  sufficient  to 
cause  the  hoarseness  for  such  a  long  time.  It  was  a  condition  one  would 
have  expected  to  pass  off.  He  suggested  that  the  irregular,  pearly 
thickening  was  a  lymphangitis  due  to  some  interfei-ence  with  the 
lymphatic  return.     There  was  some  pus  below  the  cords. 

Dr.  Brown  Kelly  thought  there  was  a  tiny  nodule  on  the  left  cord 
and  indications  of  one  on  the  right. 

Dr.  Milne  Dickie,  in  reply,  said  the  reason  the  case  was  brought 
forward  was  that  when  the  patient  was  first  seen  the  left  cord  was  fixed. 
First  of  all,  some  injury  at  birth  causing  paralysis  on  the  left  side  was 
suspected.     She    was    kept    under  observation"  and    treated    with    silver 
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uitrate ;  after  some  mouths  the  cord  began  to  move.  The  patient,  who 
is  a  weaver,  works  iu  a  very  dusty  atmosphere — fluffy  dust — and  uses  a 
green  dye.     Her  condition  had  changed  since  she  was  last  seen. 

Laryngeal    Stridor;    Tracheotomy;    Recovery.- J.    K.    Milne 

Dickie. — Mrs.   S ,  aged  forty-three,    seen   first   on  June    19,  1913. 

History  of  broncliitis  and  asthma  for  six  weeks  with  loss  of  voice  and 
shoi-tuess  of  breath.  Examination:  G-reat  inspiratory  stridor  with  some 
cyanosis.  Vocal  cords  in  apposition ;  right  cord  cuuld  be  abducted 
slightly  ;  left  one  not  at  all.  False  cords  swollen.  Admitted  to  hospital. 
Tracheotomy  performed  during  the  night.  A  few  days  later  cords  could 
move  quite  freely.     No  shortness  of  breath. 

Seen  again  oil  July  7,  1913.  Larynx  normal.  Scar  of  tracheotomy 
wound  seen  below  ajDerture  of  larynx.     No  discomfort  at  all  now. 

Dr.  Adam  said  the  patient  stated  that  her  asthma  dated  back  some 
years.  She  also  states  that  she  had  distinct  sore  throat  before  the  attack 
of  stridor  came  on.  He  did  nt)t  think  it  was  connected  with  the  asthma. 
Asthma  rarely  caused  spasm  of  the  larynx  iu  adults,  though  laryngismus 
was  a  common  form  of  it  in  children.  He  would  like  to  know  what  the 
effect  of  the  general  anaesthetic  was  on  the  stridor.  He  thought  the  vocal 
cords  were  swollen. 

Dr.  Syme  asked  if  there  was  not  some  connection  between  the 
bronchitis  and  the  laryngeal  stridor.  He  thought  it  probable  that  in 
this  case  there  was  an  acute  infection  and  enlargement  of  the  bronchial 
lymphatic  glands,  and  that  by  irritation  of  the  recurrent  nerves  laryngeal 
spasm  and  stridor  had  been  caused.  As  the  acute  enlargement  of  the 
glands  subsided  the  stridor  disappeared.  The  loss  of  voice  was  sugges- 
tive of  spasm  rather  than  of  abductor  paralysis.  He  asked  if  the 
patient  had  had  any  attacks  of  vertigo. 

Dr.  Brown  Kelly  had  shown  a  case  before  the  Society  a  year  and  a 
half  ago  of  a  child  in  whom  the  vocal  cords,  after  having  been  together 
for  months  (?  adductor  spasm),  subsequently  moved  normally.  Possibly 
in  this  case  also  an  adductor  spasm  had  been  present,  and  not  a 
paralysis. 

DV.  Whitehouse  asked  if  there  had  been  any  other  treatment,  and 
how  long  the  patient  was  in  hospital  befoi'e  operation. 

Dr.  Milne  Dickie,  in  reply,  said  the  patient  was  admitted  at  five 
p.m.,  and  the  operation  was  done  in  the  early  hours  of  the  morning  by 
the  Eesident.  No  anaesthetic  was  used.  Personally  he  thought  Dr. 
Syme's  suggestion  the  most  likely.  The  patient  had  a  distinct  amount 
of  bronchitis  as  well  as  the  laryngeal  condition ;  she  had  a  good  deal 
of  secretion.  The  false  cords  were  swollen,  but  not  enough  to  cause  any 
real  obstruction.  No  other  treatment  was  carried  out  at  all ;  the  patient 
was  only  in  hospital  for  about  a  week  altogether.  She  could  breathe 
perfectly  normally  through  a  natural  opening  after  two  days ;  since  then 
there  had  been  no  trouble  at  all.  She  has  no  general  nervous  affection 
as  far  as  could  be  made  out  to  account  for  the  condition. 
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Eight  Cases  of  Purulent  Meningitis,  Operated   upon  by  the 
Haynes  Method,  with   Post-mortem   Findings   in   Five.— Ewing 

W.  Day  (Pittsburg). — Dvu-ing  the  past  year  tlie  writer  has  treated  twelve 
cases  of  suppurative  meuingitis,  iiiue  of  tlieui  by  drainage  of  the  cisterua 
magna.  Tw^o  of  these  were  secondary  to  lobar  pneumonia,  the  infecting 
meningeal  organism  being  pneumococcus  ;  two  followed  fractures  of  the 
base  of  the  skull,  involving  the  roof  of  the  naso-pharynx,  through  which 
there  was  pneumococcic  infection  ;  five  were  of  otitic  origin,  including  two 
cases  that  had  a  purulent  labyrinthitis,  the  organism  being  Streptococcus 
j)yoge)ies  in  three  of  these,  and  a  mixed  infection  in  the  other  two.  It  is 
interesting  to  note  that,  in  four  of  these  cases  with  streptococci  in  the 
meninges,  two  showed  staphylococci  among  other  bacteria,  but  no  strepto- 
cocci in  the  pus  from  the  ear  and  mastoid. 

Feeling  that  early  operation  is  an  important  factor  in  success  in  these 
cases,  an  attempt  Avas  made  to  estimate  the  probable  lapse  of  time  between 
the  invasion  of  the  meningitis  and  operation.  In  one  case,  a  baby,  the 
cisterua  magna  was  drained  thirty-six  hours  after  the  first  signs  of  fret- 
fulness,  and  twenty-one  hours  after  the  first  convulsion.  In  another  case, 
Avith  chronic  purulent  otitis  media  and  acute  labyrinthitis,  under  close 
observation  in  the  hospital,  w^ith  cerebro-spinal  fluid  free  from  bacteria, 
temperature  normal  for  two  days,  and  without  vertigo  or  pain,  patient 
had  a  chill  and  a  temperature  of  102'^  F.  at  2  p.m.,  and  was  operated  on 
at  4  p.m.  In  this  case  it  was  believed  that  only  a  few  hours  intervened 
between  the  invasion  of  the  meningitis  and  the  establishment  of  drainage. 
Another  case,  under  hospital  observation,  was  operated  upon  in  from 
twenty-four  to  thirty-six  hoiu's  after  the  onset  of  the  meningitis.  One  case 
was  in  an  advanced  stage  of  the  disease  and  in  a  hopeless  condition  when 
admitted  to  the  hospital,  and  in  the  remaining  five  operation  was  performed 
in  the  third  or  fourth  day  of  the  disease.  In  only  one  case  was  there  any 
evidence  of  oedema  of  the  fundus  veins,  out  of  four  cases  that  were  under 
observation  before  the  meningitis  was  diagnos(_'d,  and  in  which  the  fundus 
Avas  examined  daily.  Blood-pressure  was  taken  twice  a  day,  and  in  no 
case  could  there  be  demonstrated  any  constantly  increasing  pressure. 
The  length  of  time  between  operation  and  death  varied  widely.  In  the 
cases  operated  upon  early  the  interval  was  one,  three,  and  twenty-tAvo 
days  respectively  ;  in  those  operated  upon  after  three  or  four  days  of 
illness  the  interval  Avas  eighteen  hours,  thirty  hours,  two  days  and  four 
days.  In  the  late  hopeless  case  it  was  three  days.  In  the  case  which 
recoA'ered  the  period  of  invasion  was  indefinite  and  the  diagnosis  not 
positively  proved. 

The  establishment  of  free  drainage  for  the  cerebro-spinal  fluid  Avas 
without  special  difficulties,  except  in  one  case  due  to  an  unsuspected 
abscess  of  the  right  cerebellar  lobe  crowding  that  lobe  across  the  median 
line.  In  seven  cases  the  amount  of  fluid  drained  in  tAventy-four  hours 
averaged  about  8  oz.  In  one  case,  in  which  the  dressings  were  weighed 
before  being  applied  and  again  immediatel}^  on  removal  at  the  end  of 
tAvelve-hoiu-  periods,  there  was  a  daily  drainage  of  cerebro-spinal  fluid  of 
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5440  grm.  (11|  oz.)  foi*  a  period  of  eight  days,  no  allowance  being  made 
for  evaporation.  In  the  case  that  recovered  there  was  an  almost  dry 
cisterua  magna,  with  a  probable  flow  of  not  more  than  2  or  3  oz.  in 
ninety-si.K  hours. 

The  symptoms  present  in  seven  cases  were  those  characteristic  of 
meningitis.  In  two,  where  the  meningitis  was  secondary  to  fracture  of 
the  base  of  the  skull,  there  were  extreme  restlessness  and,  later,  violent 
delirium,  the  symptoms  being  diminished  by  draining  the  cisterna  magna. 
In  all  cases  but  one,  which  gave  a  dry  tap,  the  diagnosis  of  meningitis 
was  confirmed  by  lumbar  puncture. 

Following  the  operation  in  all  save  the  two  which  were  secondary  to 
fracture  of  the  skull,  there  was  considerable  deviation  from  the  usual 
clinical  course  of  suppurative  meningitis.  Suppurative  meningitis  treated 
by  drainage  of  the  cisterna  magna  presents  three  well-defined  periods  :  (1) 
the  period  of  invasion,  (2)  the  period  of  improvement,  (3)  the  period  of 
sepsis.  An  explanation  for  this  clinical  course  is  as  follows  :  The  cei'ebro- 
spinal  fluid  from  its  course  in  the  lateral  ventricles  passes  to  the  brain 
siu'face  via  the  third  and  fourth  ventricles  and  cisterna  magna,  thence 
through  the  dural  spaces  to  disappear  mainly  into  the  venous  circulation 
of  the  superior  longitudinal  sinus.  In  meningitis,  as  this  fluid  flows 
over  the  infected  areas,  it  gathers  the  products  of  the  infected  areas  and 
carries  them  in  a  steady  stream  into  the  venous  circulation,  and  this  pro- 
duces the  relatively  constant  high  septic  temperature  chai-acteristic  of  the 
disease.  When  the  cisterna  magna  is  opened,  the  fluid  is  deviated  from 
its  normal  course  and  no  longer  passes  over  the  infected  brain  surface, 
but  leaves  the  skull  at  the  cisterna  magna,  the  toxins  no  longer  being- 
washed  into  the  circulation.  This  results  in  a  fall  of  the  temperature, 
the  relief  of  the  brain-pressure,  and  the  period  of  improvement.  All  the 
infection  tangled  up  in  the  meshes  of  the  arachnoid  spaces  does  not  drain 
back  to  the  drainage-opening,  and  these  remaining  foci  Nature  is  unable 
to  overcome.  The  period  of  improvement  will  continue  until  absorption 
from  these  areas  ushers  in  the  period  of  sepsis. 

From  the  clinical  observation  of  the  nine  cases,  and  from  the  j^ost- 
'mortem  findings,  the  following  conclusions  were  reached  :  Drainage  of  the 
cisterna  magna  hinders  the  development  of  a  diffuse  meningitis  over  the 
hemispheres,  prevents  the  accumulation  of  inflammatory  exudate  in 
the  subdural  spaces,  but  appears  to  have  no  eifect  \ipon  the  accumulation 
of  pus  in  the  pia  arachnoid,  and  does  not  influence  the  progress  of  the 
infection  at  the  base  of  the  brain.  The  accumulation  we  found  present  in 
all  post-mortems,  extending  from  the  optic  commissure  backwards  over 
the  crura,  pons,  medulla  and  the  upper  anterior  portion  of  the  spinal 
cord. 

Dr.  Samuel  J.  Kopetzky  thanked  Dr.  Day  for  his  fair  and  unbiassed 
criticism  of  the  Haynes  method  of  operation.  'J  he  criticism  with 
reference  to  the  dangers  of  the  method  had  not  been  borne  out  in 
Dr.  Day's  experience  nor  in  his  own.  It  has  never  been  claimed  that 
drainage  of  the  cisterna  magna  is  a  cure  for  meningitis  ;  it  was  stated 
that  it  is  a  method  of  controlling  the  pressui'e  factors,  and  these,  once  in 
control,  then  other  agents — sera,  drugs,  or  antitoxins — can  be  used  with 
hope  of  better  success  than  is  now  obtainable  in  these  cases  where  the 
pressure  factors  dominate  the  clinical  picture.  The  diyness  of  the  cortex 
reported  by  Dr.  Day  must  not  be  taken  as  a  bad  sign, — one  comes  across 
the  same  experience  in  operations  for  tumours,  and  it  is  not  found  to  dele- 
teriously  aflect  the  final  results.  The  high  mortality  in  our  operative 
cases  of  meningitis  is  striking,  but  one  should  remember  that  the  mortality 
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percentage  iu  all  intracranial  worlc  is  high,  and  this  in  itself  must  not  be 
considered  against  the  procedure.     Dr.  Day's  division  of  the  periods  of 
meningitis  is"a  distinct  advance.     His  work  of  estimating  the  onset  of  the 
disease,  however,  is  not  agreed  to  bv  the  speaker's  findings.     There  is  a 
period  when  the  patient  presents  no  clinical  symptoms  whatever  on  which 
a  diagnosis  can  be  made,  and  the  speaker  insisted  that  tlie  chemical  tests 
would  give  the  earliest  possible  indication  of  the  presence  or  absence  of  a 
meninpitis.    If  the  operation  under  discussion  is  to  accomplish  anything  at 
all  it  must  be  done  in  the  very  earliest  possible  period  of  the  development 
of  the  disease.     He  cited  a  case  of  Dr.  McKernon's  in  which  the  patient 
entered  the  hospital  on  March  14,  with  no  other  symptoms  than  headache 
The  diagnosis  of  meningitis  was  made  by  chemical  test  ou  March  15. 
Tlie  first  clinical  sign  of  the  disease  in  the  form  of  a  Kernig  appeared  on 
the  19th,  and  on  the  21st  the  child  was  dead.     In  this  case  when  the 
Kernig  appeared  it  was  too  late,  in  the  speaker's  opinion,  to  undertake  tlie 
operation.     Regarding  the  lack  of  finding  of  an  advance  in  blood-pressure 
and  signs  in  the  fundus  of  the  eye,  the  speaker  did  not  claim  that  all 
cases  of  meningitis  present  these,  but  did  contend  that  when  present  they 
are  indicative  of  increased  cranial  tension,  and  his  contentions  are  sup- 
ported by  the  observations  of  Harvey,  Cusliing  and  others.     He  cited  a  case 
of  Dr.  Duel's,  said  by  him  to  be  hopeless  fi-om  the  start,  in  which  the  blood- 
pressure  and  vaso-uiotor  changes  were  found  only  a  few  houi-s  before 
death.     With  reference  to  the  treatment  of  meningitis,  attention  was 
called  to  the  use  by  McKernon  and  others  of  urotropin,  which  had  been 
successful   in  a  certain   number  of  cases,  the  drug  having  been  used 
empirically.     Eecently  a  test  has  been  devised  which  will  show  whether 
or  not  urotropin  is  broken  up  into  free  formaldehyde ;  for  unless  it  is 
broken  up  into  free  formaldehyde,  it  is  useless  to  continue  the  admiuistra- 
tion  of  the  drug.     This  test  consists  of  the  followiug:     Phenolhydrozin, 
5  per  cent,  sol.,  3  drops  ;  sodium  nitro-prusside,  5  per  cent,  sol.,  8  drops  ; 
sodium  hyroxid,  saturated  sol.,  excess;   added  to  1  c.c.  of  cerebro-spinal 
fli\id.     Unless  tliis  shows  the  green  colour  indicative  of  free  formaldehyde, 
it  is  iiseless  to  continue  giving  urotropin. 

Dr.  Francis  P.  Emerson  reported  one  case  of  temporo-sphenoidal 
abscess  with  meningeal  symptoms,  in  which  the  symptoms  Avere  general 
anl  urgent,  and  the  Haynes  operation  was  done  at  once.  The  following 
day  the  usual  mastoid  operation  was  performed  on  the  right  side,  and  a 
temporo-sphenoidal  abscess  evacuated  through  thetegmen.     The  patient, 

A.  McF ,  was  admitted  October  26,  1912,  with  the  following  history  : 

Male,  aged  twenty-two  ;  chronic  otorrhoea  of  the  left  ear.  There  was  a 
chronic  suppurative  process  v;ntil  he  was  aged  fourteen.  One  week  ago 
an  otalgia  Avas  followed  by  an  increase  in  secretion.  The  patient  had  a 
marked  general  headache  for  one  week,  with  vertigo  and  projectile 
vomiting.  There  had  been  soreness  in  the  neck  and  back,  with  cramps 
in  the  stomach  for  twenty-four  hours.  The  sensorium  was  cloudy.  There 
was  a  rotary  nystagmus  to  the  right.  The  pupils  were  ec[ual  and  reacted 
to  light.  There  was  a  marked  rigidity  of  the  neck.  The  knee  jerk  Avas 
absent.  Kernig  marked  and  tnclie  cerebral  present.  Babinski  and 
ankle  clonus  not  present.  The  cerebro-spinal  fluid  was  very  cloudy,  but 
.not  under  pressure.  The  Avhite  count  Avas  31,400.  Urine  negative. 
The  fundus  was  also  negative.  Blood-pressure  125.  Cultures  from 
the  cerebro-spinal  fluid  were  contaminated.  The  patient  made  an 
uninterrupted  recovery. 

Dr.  Joseph  C.  Beck  reported  having  operated  upon  seven  cases  since 
last  year,  details  of  which  were  recently  presented  in  Chicago,  before  the 
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local  Oto-Laryngological  Society.  Dr.  Day's  work  corroborated  liis  own 
findings.  Out  of  the  seven  cases  reported  one  had  recovered.  The 
correctness  of  the  diagnosis  of  diffuse  suppurative  meningitis  might  be 
doubted  in  this  case.  It  followed  septic  sinus  thrombosis  of  the  pneumo- 
coccus  type.  The  patient,  a  young  girl,  is  now  perfectly  well,  seven 
months  after  the  operation.  Another  case  was  parallel  with  that  reported 
by  Dr.  Emerson.  The  diagnosis  was  made  with  all  the  clinical  and 
chemical  tests.  In  this  case  there  was  an  increase  in  the  cellular 
elements,  unlike  the  one  which  recovered.  This  patient,  a  man,  could 
not  be  put  in  the  face-down  position,  ceasing  to  breathe  as  soon  as  this 
position  was  assumed.  He  died  the  night  of  the  operation.  At  autopsy 
a  large  temporo-sphenoidal  abscess  was  found.  The  operation,  of  course, 
did  not  relieve  this  abscess,  which  was  the  cause  of  death.  He  added 
that  the  patient  who  recovered  had  a  marked  Kernig. 

Dr.  Lesjer  Mead  Hubby  said  too  much  stress  must  not  be  placed 
on  blood-pressure  findings,  as  a  rising  blood-pressure  occurs,  in  his 
experience,  only  in  the  very  beginning  of  a  meningitis,  previous,  in  fact, 
to  the  appearance  of  the  Kernig,  Babinski,  stiff  neck  and  Brudzinski 
phenomena.  The  disappearance  of  high  blood-pressure  must  be  accounted 
for  by  the  depressing  action  on  the  vaso-motor  centres  of  cholin,  neurin, 
and  possibly  other  toxins  collecting  in  the  cerebro- spinal  fluid.  The 
question  as  to  whether  to  do  the  cisterua  drainage  only  should  be 
answered  in  the  negative.  The  cisterua  and  the  site  of  the  manufacture 
of  the  germs  should  be  drained  with  the  greatest  possible  speed  con- 
sistent with  the  least  amount  of  jarring  and  the  least  amount  of  blood- 
loss.  His  experience  with  the  Haynes  operation  was  limited  to  seven 
cases — one  of  his  own,  and  the  others  of  other  observers.  All  were  fully 
developed  meningitis  at  the  time  of  operation,  and  none  recovered.  Three 
were  nearly  moribund  at  the  time  of  operation  and  died  within  twelve 
hours  after  the  operation.  The  other  four  lived  three,  five,  five  and  a 
half,  and  nine  days  after  the  operation.  The  interesting  point  in  his 
case  was  the  disappearance  of  the  copper-reducing  dextrose  and  the 
presence  of  lactic  acid  in  the  spinal  fluid  at  least  six  hours  previous  to 
the  appearance  of  Kernig,  Babinski,  retracted  head,  etc. 

Dr.  Klotz,  of  Pittsburgh,  had  the  opportunity  of  studying  the  patho- 
logical conditions  of  the  cases  reported  in  Dr.  Day's  paper.  In  the 
autopsy  findings  of  septic  meningitis  several  points  stand  out  very  pro- 
minently. In  the  unoperated  cases  there  is  always  evidence  of  collection 
of  much  inflammatory  exudate  upon  the  sui'faces  of  the  brain  and  at  the 
base  with  the  accumulation  of  excess  fluid  in  the  subdural  spaces.  In 
similar  cases  that  have  been  operated  upon,  the  subdural  spaces  are  free 
froiu  fluid  and  are  quite  dry.  There  is  no  evidence  of  pressure  from  a 
collection  of  fluid  in  the  subdural  spaces  when  the  operation  into  the 
cisterna  magna  has  been  carried  on.  In  other  words,  this  operation 
gives  excellent  drainage  of  the  subdural  spaces.  On  the  other  hand,  it  is 
noted,  however,  that  such  drainage  does  not  assist  in  the  removal  of  the 
exudate  in  the  pia  arachnoid,  and  in  the  cases  studied  there  was  no 
evidence  that  the  opening  of  the  cisterna  magna  had  any  unfavourable 
effect  upon  the  coiu'se  of  the  disease. 

Dr.  Day,  in  closing  the  discussion,  emphasised  the  fact  that  in  pre- 
senting this  paper  he  had  expressed  no  opinion  whatever  with  reference 
to  the  merits  of  the  opei-ation,  and  that  whether  the  operation  be  a  good 
one  or  a  bad  one  it  had  nothing  to  do  with  the  scope  of  the  paper.  The 
greatest  improvement  in  the  cases  cited  was  evidently  due  to  the  relief  of 
pressure.    In  one  case,  in  which  the  patient  lived  twenty-one  days  after  the 
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cisterna  was  opened,  the  operation  was  justified,  if  for  no  other  reason  than 
that  it  permitted  the  father  to  see  the  child  with  clear  mentality  for  nine 
days  before  death.  There  could  be  no  doubt  concerning  the  fact  that  the 
operation  does  relieve  pressure.  The  two  abscess  cases  mentioned  by 
Dr.  Beck  and  Dr.  Emerson  were  probably  not  cases  of  diffuse  suppurative 
meningitis  but  circumscribed.  Three  years  ago  he  had  reported  three 
cases  of  suppurative  meningitis  cured  by  drainage  of  the  subdural  space. 
Two  years  later  one  of  these  patients  returned,  with  re-filling  of  the 
abscess-cavity  and  death.  Autopsy  performed.  Failure  of  methylene- 
blue  under  pressure  to  penetrate  certain  areas  of  the  dura  indicated  that 
the  former  meningitis  had  been  circumscribed,  and  it  was  hardly  just  to 
include  such  cases  in  estimating  the  value  of  the  operation  under  discus- 
sion. There  is  much  yet  to  be  leai-ned  with  reference  to  the  circulation 
of  the  cei'ebro-spinal  fluid.  The  amount  of  drainage  obtained  by  opera- 
tion does  not  represent  the  normal  secretion ;  it  represents  the  most  that 
can  be  secreted  under  artificial  conditions.  The  arterial  pressure  must  be 
higher  than  the  pressure  of  the  cerebral  fluid ;  likewise,  the  pressure  in 
the  venous  circulation  must  be  lower  than  that  in  the  arterial  circulation. 
If  the  arterial  pressure  is  equal  to  the  pressure  of  the  fluid  there  will  be 
no  secretion.  When  the  cisterna  magna  is  opened  the  amount  of  fluid 
obtained  represents  the  fluid  secreted  with  zero  pressure  in  the  venti'icles. 
The  operation  has  not  been  successful  in  saving  life.  It  carries  the 
patient  over  the  dangers  of  cei'ebral  pressure  only  to  die  from  sepsis. 
He  believed  Dr.  Kopetzky  to  be  wrong  when  he  said  that  by  making  the 
diagnosis  in  the  early  stage  the  drainage  operation  will  effect  a  cure. 
Even  if  the  cases  are  seen  early  and  the  disease  demonstrated  by  chemical 
tests,  there  will  be  points  or  puddles  in  the  arachnoid  spaces  which  cannot 
be  drained  through  the  cisterna  magna.  The  infected  fluid  from  these 
areas  will  eventually  reach  the  undrainable  area  at  the  base  and  the 
formation  of  pus  will  follow. 

(To  he  continued.) 
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PHARYNX. 

Freedman,  L.  M.— On  the  Function  of  the  Tonsils.  "Annals  Otology," 
vol.  xxii,  p.  188. 
The  author  concludes  that  the  tonsil  has  a  function,  but  probably 
only  in  the  early  years  of  life,  and  assumes  that  there  is  other  tissue  in 
the  body,  as,  for  instance,  the  lymph-glands,  which  have  the  same  func- 
tion— mainly  protective.  Removal  of  the  tonsil,  therefore,  does  not 
remove  from  the  body  any  organ  or  tissue  absolutely  necessary  to  the 
system  ;  but,  if  not  diseased,  its  removal  leaves  the  individual  with  one 
defence  less.  Macleod  Yearsley. 

Wilson,  J.  Gordon,  M.A.,  M.B.  (Chicago).— The  Significance  of  Plasma- 
cells  in  the  Tonsil.  "  Jouru.  Amer.  Med.  Assoc,"  August  2, 
1913. 

Fi'om  a  review  of  the  literature  and  his  own  investigations,  the  writer 
considers  that  plasma-cells  are  normally  present  in  the  tonsil,  and  that 
with  the   absorption   of   toxins,  either  from  the  crypt  or  from  extra- 
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tousillar  areas  through  the  lymph-streams,  there  is  a  marked  increase  in 
their  number.  Their  localisation  in  the  tonsil  does  not  mean  a  diseased 
organ,  but  an  organ  that  is  reacting  to  disease  and  striving  to  protect  the 
body.  The  early  occurrence  of  plasma-cells  in  the  tonsil  is  no  argument 
for  early  removal,  but  rather  for  the  putting  right  of  any  faulty  meta- 
bolism which  has  caused  their  increase. 

Dr.  Gordon  Wilson  draws  the  following  conclusions  :  (1)  Plasma- 
cells  are  derived  from  lymphocytes  and  are  engaged  in  removing  and 
utilising  cell  material  which  has  broken  down.  (2)  If  it  be  pathologic 
to  destroy  albuminous  bodies  and  toxins  from  metabolic  processes,  then 
plasma-cells  are  pathologic.  (3)  They  are  not  degenerated  cells,  but  cells 
actively  engaged  in  combating  the  toxins  which  pass  through  adenoid 
tissue.  (4)  Their  presence  indicates  that  the  tonsil  is  functionally  active. 
And  (5)  their  presence  in  excess  shows  that  we  have  some  focus  of  disease, 
but  not  necessarily  a  local  one.  BirJceft  (Rogers). 

Ingalls,  E.  Fletcher  (Chicago). —  What  Relation,  if  any,  have  the 
Faucial  Tonsils  to  Pulmonary  Tuberculosis  ?  "  Journ.  Amer. 
Med.  Assoc,"  July  12,  19L3. 
Relying  on  an  exhaustive  study  of  the  literature  and  an  examination 
of  his  own  records,  Dr.  Fletcher  Ingalls  states  that  affections  of  the 
tonsils  are  much  more  fi'equent  among  non-tuberculous  tlian  among 
tuberculous  patients,  but  that  cervical  adenitis,  while  comparatively 
infrequent  (4  per  cent,  only)  in  tuberculous  patients,  is  much  less 
common  in  non-tuberculous  patients  :  only  1  per  cent,  of  the  cases  of 
cervical  adenitis  showed  even  the  slightest  evidence  of  disease  of  the 
tonsils.  Research  during  the  last  ten  years  has  proved  that  tubercle 
bacilli  may  enter  and  pass  through  the  tonsils  and  cause  disease  of  the 
cervical  lymph-nodes  while  the  tonsils  themselves  may  escape  all  injury  ; 
and  that  there  is  no  direct  connection  between  the  cervical  lymph-nodes 
and  the  pulmonary  lymphatics,  and,  thei'efore,  that  involvement  of  the 
limgs  associated  with  cervical  adenitis  must  be  a  systemic  infection  rather 
than  a  result  of  the  disease  of  the  lymphatics.  The  writer  concludes  with 
the  statement  of  Jonathan  Wright,  "  To  tell  the  truth,  I  do  not  believe 
there  is  any  relation  between  the  tonsils  and  pulmonary  tuberculosis  " — a 
view  with  which  he  is  in  hearty  accord.  Birkett  {Rogers). 


NOSE. 

Mahu,  G. — Modern  Treatment  of  Ozsena.  "La  Presse  Mc'dicale," 
January  4,  1913. 
Generalities :  The  author  defines  ozaeua  as  a  specific  nasal  catarrh, 
which  may  extend  to  the  pharynx  and  larynx,  characterised  by  the 
formation  of  foetid  adherent  crusts  and  attended  with  atrophy  of  the 
mucosa  and  bony  elements  without  idceration.  Nasal  respiration  is  not 
always  commensurate  with  the  calibre  of  the  cavities  ;  on  the  contrary, 
many  ozsenatous  subjects  are  mouth-breathers.  The  affection,  which  is 
twice  as  common  amongst  females  as  males,  generally  appears  at  puberty, 
but  it  has  been  met  with  in  children  from  two  to  five  years  of  age. 
Baumgarten  has  observed  it  in  sucklings.  It  rarely  develops  after  thirty 
(MacKenzie,  Semon).  The  comparative  frequency  of  the  disease  amongst 
various  classes  of  society  and  occupations  is  much  debated.  Heredity, 
formerly  supported  by  Fraenkel,  is  still  admitted.  As  to  the  question  of 
infection  and  contagiousness,  Loewenberg  and  Perez,  who  have  isolated 
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bacilli  believed  by  them  peculiar  to  ozaeua,  with  Vaqiiier  and  Lermoyez 
regard  ozaena  as  a  specific  infectious  malady.  Cabouclie  and  Lombard 
hold  it  to  be  tuberculous.  Belfanti  and  Delia  Vedova  have  incriminated 
diphtheria,  and  Gaucher  considers  all  ozsenatous  subjects  syphilitics. 
The  theories  of  Zarniko,  Cholewa  and  Cordes,  Zaufal,  G-riinwald,  Hajek 
and  Jaques  are  also  cited.  Diagnosis :  Though  other  nasal  affections  are 
associated  with  foetor,  ozaena  is  easy  of  distinction.  Syphilis  is  accom- 
panied by  ulceration.  In  the  pre-tubercular  coryza  of  Moure,  or  para- 
tubercular  of  Lannois,  the  crusts  are  thin  and  yellowish  and  unaccom- 
panied by  foetor.  Concerning  treatment,  until  twelve  years  ago  ozaena 
was  deemed  incurable,  and  surgeons  were  content  with  palliative  measures, 
irrigation,  etc.  In  1902  Moure  and  Brindel  conceived  the  idea  of  recon- 
structing the  turbinated  bodies  by  injections  of  liquid  paraffin.  In  1903 
H.  Smith  and  G.  Oounell  improved  this  procedure,  and  rendered  it 
practical  by  using  cold  softened  paraffin  below  fusion  point.  They  were 
followed  by  Broeckaert,  others,  and  the  author,  who,  after  studying  the 
question  on  over  1000  patients  in  Lermoyez'  practice  at  St.  Antoine's,  has 
definitely  adopted  the  method.  Paraffin  in  this  form  cannot  enter  the 
vessels,  and  is  therefore  free  from  serious  accidents,  phlebitis,  etc. 
Following  the  observations  of  Lermoyez  (1899),  Dundas  Grant  (1902) 
and  Horeau  (1908),  on  some  cases  of  abeyance  of  the  nasal  functions,  but 
with  nasal  sufficiency,  Robert  Foy  (1910),  having  noticed  that  the 
majority  of  patients  suffering  from  ozaena  breathed  little  or  not  at  all  by 
the  nose,  endeavoured  to  regenerate  the  mucosa  and  restore  its  functions 
by  its  indispensable  and  normal  stimulant,  atmospheric  air.  In  opposi- 
tion to  Zaufal's  theory,  which  attril.)utes  desiccation  of  the  crusts  to 
excessive  ventilation  of  the  fossae,  he  demonstrated  that  there  was  a 
deficiency  of  the  air  current  in  ozaena,  and  that  on  subjecting  the  nasal 
cavities  to  strong  currents  of  compressed  air,  the  mucosa  regained  its 
moisture  in  spite  of  the  capaciousness  of  the  fossae.  By  supplementing 
this  treatment  with  daily  respiratory  exercises  carried  out  by  the  patient, 
cures  result,  if  by  that  is  understood  the  suppression  of  foetor  and 
crusting  in  the  absence  of  lavage.  The  author  remarks  that,  at  first 
sight,  tliis  principle  seems  to  be  opposed  to  that  of  Moure  and  Brindel's 
treatment,  since  the  latter  apparently  corroborates  Zaufal's  theory  by 
ascribing  improvement  to  diminishing  the  calibre  of  the  nasal  fossae. 
With  Broeckaert  the  author  thinks  this  is  not  so.  Paraffin  injections 
not  only  act  in  this  way,  but  perhaps  by  modifying  the  secretion  and 
compressing  the  glands  so  as  to  hinder  the  production  of  purulent  foetid 
fluid.  The  two  methods  of  treatment  are  reciprocally  complemental. 
Friability  and  atrophy  of  the  mucosa  frequently  precludes  the  employ- 
ment of  paraffin  injections,  but  after  forced  aeration  and  respiratory 
exercises  the  membrane  becomes  so  strengthened  as  to  render  the  pro- 
cedure possible.  In  the  event  of  failure  with  the  methods  described,  the 
author  mentions  a  third,  which  consists  in  lavage  and  insufflation  of 
powdered  lactic  acid  ferment ;  this,  it  is  stated,  will  lessen  or  even 
abolish  foetor  in  a  large  proportion  of  cases.  The  technique  of  the 
several  methods  of  treatment  and  the  various  instruments  at  one's  dis- 
posal for  the  injections,  etc.,  are  very  fully  described,  accompanied  by 
illustrations.  H.  Clayton  Fox. 

Wright,  Jonathan. — Atrophic   Rhinitis  in   its   Historical,  etiological 
and  Histological  Aspects.     "  Laryngoscope,"  June,  1913. 
A  very  full  account  of  the  present  knowledge  of  this  condition.     The 
author  is  of  the  opinion  from  his  histological  researches  that  the  most 
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significant  cliauge  in  structure  is  the  thickening  of  the  periosteal  layer, 
which  pro<luces  atrophy  of  niuco\is  menil>raue  and  bone  by  strangulation 
of  the  nutrient  vessels,  this  thickening  or  fibrosis  being  due  to  an  ante- 
cedent intra-nasal  inflammation  or  constitutional  dyscrasia. 

The  changes  produced  are :  (1)  Metaplasia  and  cornification  of  the 
epithelium.  (2)  Round-cell  infiltration.  (3)  Destruction  of  blood- 
vessels and  glands.  (4)  Destruction  of  the  elastic  fibres.  (5)  Absorp- 
tion of  bone.  (6)  Destruction  of  the  smooth  muscle-fibres  in  the 
stroma.  (7)  An  excretion  or  transudation  to  the  sui-face  of  lipo- 
proteids,  derived  from  tissue-waste  and  perverted  gland  function,  which 
form  the  discharge.  This  destructive  metabolism  ceases  with  old  age 
and  so  brings  about  a  cure.  A.  J.  Wright. 


LARYNX. 

Colombel. — Chronic  Laryngitis  of  Smokers.  "  Arch,  de  Laryng.,  etc.," 
November,  1910. 
Tobacco  is  one  of  the  most  frequent  causes  of  acute  and  chronic 
inflammations  of  the  laryngeal  mucosa.  Acute  attacks  of  laryngitis, 
however  brought  on.  show  less  tendency  to  clear  up  in  this  class  of  case. 
The  chronic  condition  is  always  introduced  as  the  summation  of  a  series 
of  slight  subacute  attacks  in  which  the  whole  of  the  respiratory  tract  is 
affected.  The  condition  is  obviously  more  common  in  men,  and  will  be 
greatly  increased  where  any  other  source  of  irritation  is  present,  such  as 
dust  or  the  use  of  strong  alcoholic  beverages  or  where  any  already  exist- 
ing lesion  such  as  syphilis,  cancer,  tubercle  is  present.  In  syphilitic 
subjects  tobacco  is  particularly  harmful  and  indefinitely  prolongs  the 
contagious  period.  The  characteristic  symptom  of  the  condition  is  altera- 
tion of  the  voice.  Dysphonia  may  vary  from  slight  hoarseness  to  extreme 
roughness  of  the  voice  but  seldom  goes  on  to  aphonia.  The  laryngoscopic 
appearance  is  that  of  chronic  laryngitis  of  the  pachydermia  variety.  The 
mucosa  is  somewhat  oedematous  and  this  hinders  the  close  approximation 
of  the  cords,  thereby  determining  the  alteration  of  the  voice.  The  vocal 
cords  are  usually  somewhat  rosy  coloured  and  occasionally  present  small 
ulcerations  of  a  somewhat  punched-out  character.  Histologically  there 
is  a  considerable  increase  in  the  epithelial  tissue,  particularly  of  the  inter- 
arytsenoid  region,  amounting  to  a  pachydermia  laryngis.  The  nose  and 
pharynx  show  similar  hypertrophic  changes.  The  treatment  consists  in 
the  removal  of  the  cause,  and  in  addition,  if  necessary,  the  cauterisation 
of  any  hypertrophic  areas  should  these  still  exist.  /.  D.  Lithgov:. 

Winckler,  Dr.  Ernst  (Bremen).  — Laryngeal  Tuberculosis  in  Cases 
treated  by  Artificial  Pneumothorax.  "  Zeitschr.  f.  Larvngol.," 
Bd.  vi.  Heft  2. 

Forlanini's  method  is  indicated  if  the  patient  has  unilateral  cavity 
formation  which  resists  ordinary  methods,  if  at  the  same  time  there  are 
no  old  firm  adhesions  between  the  two  layers  of  the  pleura.  Tinder 
careful  observation  with  the  manometer  sufiicient  nitrogen  is  introduced 
into  the  pleural  cavity  to  completely  compress  the  affected  lung.  This 
proceeding  is  followed  by  great  diminution  in  the  amount  of  sputum  and 
also  by  a  fall  in  the  temperature  and  a  marked  increase  in  appetite  and 
weight.  If  the  sputum  again  increase  or  the  temperature  rise  the  com- 
pression must  be  renewed.  The  treatment  is  greatly  aided  by  a  good 
radiogram  of  the  chest  and  is  only  suitable  for  the  third  group  of  cases, 
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according  to  T urban- Grerlmrd's  classification.  Laubs  has  shown  that 
only  10  per  cent,  of  cases  in  the  first  stage  of  phthisis  suft'er  from  laryn- 
geal tubercle,  17  per  cent,  of  cases  in  the  second  stage,  and  73  per  cent,  in 
the  third  stage.  Foi-lanini  himself  states  that  laryngeal,  abdominal  and 
renal  tuberculosis  are  centra-indications.  From  Brauer's  Festschrift 
Winkler  abstracts  four  cases,  in  all  of  which  artificial  pnevxmothorax  was 
followed  by  cure  or  great  improvement  of  laryngeal  tuberculosis.  He 
also  notes  three  cases  from  Forlaniui's  clinique,  in  which  artificial 
pneumothorax  was  combined  with  local  treatment  of  the  larynx  ;  all  of 
these  gave  fairly  satisfactory  results. 

Winclvler's  own  cases  are  not  so  satisfactory.  Death  resulted  in  three 
of  the  four  cases,  while  in  the  remaining  one,  in  which  the  galvano- 
cautery  was  also  used,  the  final  result  is  not  reported.  In  three  further 
cases,  in  which  the  larynx  was  normal  before  artificial  pneumothorax,  it 
became  diseased  during  this  treatment.  /,  S.  Fraser. 


EAR. 

Raoult,  A.  (Nancy). — Auditory  Re-education :  Remote  Results  of 
Auditory  Re-education.  "  Arch.  Internat.  de  Laryngol.,  d'Otol., 
et  de  Rhinol.,"  July-August,  September-October,  1913. 

Auditory  re-education  is  sometimes  reproached  with  p^'oducing  only 
passing  improvement  of  the  hearing,  which  rapidly  becomes  as  bad  as 
ever  ;  but  this  is  not  the  experience  of  Raoult,  as  in  the  majority  of  cases 
where  the  electro-phono'ide  of  Ziind-Burguet  was  employed,  the  im})rove- 
ment  after  the  cessation  of  the  treatment  was  maintained,  and  was  often 
even  progressive. 

In  the  present  paper  full  clinical  notes  are  given  of  thirty-five  cases, 
seen  six  months  after  the  cessation  of  treatment  by  auditory  re-education. 
Seventeen  of  these  are  from  Raoult's  own  practice,  thirteen  from  that  of 
Zixnd-Burguet,  and  five  from  Helsmoortel.  Eaoult  notes  that  in  a  few 
of  these  the  patients  thought  there  was  no  improvement,  but  on  actual 
examination  in  some  of  them  distinct  improvement  w^as  noted,  while  in 
others  a  slight  diminution  of  the  acquired  hearing- capacity  was  present. 

This  is  explicable  on  the  assvunption  that  the  increase  in  heai'ing  had 
caused  the  friends  of  the  patients  to  adopt  the  ordinary  instead  of  the 
raised  voice  which  they  formeidy  employed,  thus  making  things  more 
difficult  even  where  the  hearing  was  slightly  improved. 

It  is  therefore  necessary,  in  order  that  reliable  observations  can  be 
made,  that  the  hearing  should  be  tested  under  identical  conditions,  both 
before  and  after  treatment. 

Nevertheless,  it  is  often  necessary,  especially  in  the  aged,  or  where 
there  is  this  marked  diminution  of  hearing,  that  the  treatment  should  be 
resumed  again  after  a  period  of  rest,  as  these  cases  show  a  distinct  ten- 
dency to  I'egress  after  a  longer  or  shorter  period  unless  put  under  another 
course  of  treatment.  It  goes  without  saying  that  one  must  endeavour  to 
find  and  treat  any  persistent  cause  of  progressive  deafness  in  the  nose  or 
nasal  pharynx  which  would  neutralise  the  eifect  of  the  re-education. 
Such  remote  factors,  in  the  stomach  and  intestines,  intoxication,  excessive 
fatigue,  mental  depression,  have  a  similar  effect.  In  so  far  as  these  cases 
resist  direct  treatment,  there  must  be  a  proportionate  increase  in  the 
number  of  re-educative  seances.  The  clinical  cases  are  well  worth  reading, 
as  they  are  models  of  careful  recording,  and  they  fully  support  Raoult's 
thesis.  /.  D.  LithgovK 
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Lavrand,    H.    (Lille). — Phonatory  Massage   in    Progressive   Deafness. 

"  Arch.  Internat.  de  Lnrviigol.,  cVOtol.,  et  de  Ebiuol.,"  August, 
1913,  p.  140. 

Under  this  general  title  Lavrand  considers  tbat  the  question  is  not 
scientifically  prejudiced.  Diminution  of  hearing  seems  to  be  difficult  to 
measure  exactly,  for  the  results  obtained  vary  considerably  according  to 
the  numerous  and  much-disputed  methods  employed.  Those  wlio  do 
not  sufficiently  understand  the  speech  of  ordinary  conversation  we  consider 
deaf.  Deafness  is  a  term  one  is  specially  apt  to  attach  more  particularly 
to  the  anatomical  conception,  but  the  physiological  and  functional  causes 
must  not  be  forgotten.  Practically,  cases  may  be  divided  into  two 
groups.  (1)  Cases  where  there  exist  alterations  of  the  ear,  naso- 
pharynx and  nasal  fossa,  which  are  accessible  to  therapeutic  measures. 
This  region  should  be  the  first  care  of  the  otologist,  as  very  favourable 
results  may  follow  the  treatment.  (2)  Cases  of  progressive  and  intract- 
able deafness  where  either  no  definite  alterations  of  the  ear  and  its 
annexes  can  be  made  out,  or,  if  present,  are  either  not  benefited  themselves 
by  treatment  or  are  followed  by  no  improvement  in  the  hearing  when  so 
treated. 

To  this  second  class  the  present  study  is  directed.  Here  the  aurist  is 
powerless  in  the  presence  of  a  condition  very  discouraging  l)oth  to 
himself  and  to  the  patient.  This  group  constitutes  the  problem  of 
otology. 

Putting  aside  the  purely  anatomical  idea,  one  has  recently  attempted 
to  substitute  rather  a  physiological  and  functional  idea  in  the  pathologv 
and  therapeutics.  Sceptical  at  first,  but  eventually  set  going  by  the 
published  results  and  for  want  of  something  better,  Lavrand  tried  in 
some  intractable  cases  auditory  re-education,  but  only  after  having  failed 
with  the  usual  classical  methods.  Five  such  cases  are  described  and  thev 
certainly  show  most  encouraging  results.  In  all  of  them  any  apparent 
causal  condition  was  either  intractable,  or,  if  satisfactoril}^  treated,  was 
followed  by  no  alteration  in  the  hearing.  The  instrument  used  in  these 
cases  was  the  kinesiphone  of  Dr.  Maurice.  Lavrand  sums  up :  cases 
of  deafness  which  are  not  amenable  to  ordinary  therapeutic  methods 
show  more  or  less  appreciable  improvement  under  phonator}'  massage. 
Indications  for  this  treatment  are  not  yet  clearly  defined,  but  its  utility 
should  not  pass  unnoted.  For,  although  it  cannot  pretend  to  cure  all  cases 
of  deafness,  it  constitutes  a  real  progress  upon  the  present  methods  of 
treatment  for  that  form  of  progressive  deafness  attributed  to  oto- 
sclerosis. It  increases  the  hearing  power  when  other  means  of  treatment 
have  failed.  /.  D.  Lithgoiv. 


REVIEWS. 


Maj.  Scheme  of  the  Sensory  Distribution  of  the  Fifth  Nerve  (Trirfeminns) 
with  the  Ganglia  and  Connections.  Bv  L.  Hemington  Pegler. 
London :  Bailliere,  Tindall  &  Cox,  1913."' 

Should  anyone  entertain  doubts  as  to  the  statement  that  we  are 
"  fearfully  and  wonderfully  made,"  these  would  be  dispelled  at  once  by  an 
inspection  of  the  complex  anatomy  of  the  fifth  nerve  as  laid  out  in  Dr. 
Pegler's  "  Map  Scheme  of  the  Sensory  Distribution  of  the  Fifth  Nerve." 
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The  author  has  been  led  to  carry  out  what  has  obviously  been  a  labour  of 
love  by  a  desire  to  explain  to  himself  and  to  others  the  raison  (Vetre  of 
headaches  and  other  sensory  disturbances  which  his  clinical  observations 
have  led  him  to  attribute  to  the  reflex  effect  of  diseases  in  the  nasal 
cavities.  The  radiations  of  nervous  disturbance  in  the  animal,  or  at  all 
events  in  the  complex  human  being,  can  hardly  in  every  case  be  followed 
out  in  accordance  with  the  anatomical  distribution  of  nerves  in  the  same 
way  as  currents  of  electricity  or  lays  of  ligLt  in  the  physical  world,  but 
such  an  elucidation  of  the  anatomical  network  as  Dr.  Pegler  has  given  us 
helps  us  a  long  way  in  the  direction  of  the  truth. 

This  work  is  a  monument  of  industry,  and  from  what  we  have  seen 
and  heard  of  it  from  others  is  extraordinarily  free  from  error,  the  very 
insignificant  one  of  the  origin  of  the  nerve  to  the  internal  pterygoid 
muscle  being  apparently  the  only  one  that  has  been  detected.  The  rela- 
tions and  connections  of  the  branches  of  this  great  nerve  with  other 
cranial,  cervical  and  sympathetic  nerves  are  made  clear  by  the  adoption 
of  a  remarkably  well  -  thought  -  out  colour  scheme.  Among  the  most 
interesting  features  is  an  inset  showing  the  relations  of  the  sensory 
branches  of  the  fifth  to  the  loug  descending  root  in  the  spinal  cord 
where  it  enters  into  relationship  with  the  upper  cervical  nerves,  and 
notably  those  that  supply  the  occipital  region.  The  nomenclature  is  not 
materially  altered  from  what  has  been  familiar  to  the  student  of  anatomv 
for  a  number  of  years,  and  any  change  is  for  the  better.  Thus,  the  oculo- 
nasal nerve  appears  here  as  the  naso-ciliary.  The  cutaneous  areas  supplied 
by  the  branches  are  well  mapped  out,  and  anyone  possessing  this  chart 
could  not  possibly  forget  that  the  apex  of  the  auricle  derives  its  sensory 
supply  from  the  small  occipital  nerve.  It  might  at  first  sight  seem  that 
the  form  in  which  the  chart  is  arianged  is  a  somewhat  cumbrous  one,  but 
it  is  difiicult  to  see  how  it  could  have  been  constructed  on  a  smaller  scale 
without  the  sacrifice  of  the  extraordinary  clearness  which  is  one  of  its 
chief  merits.  It  occupies  a  large  table  when  spread  out,  and  in  map  form 
for  hanging  on  a  wall  is  naturally  adapted  for  the  class-room  rather  than 
the  private  house.  We  feel  sure  that  before  long  no  clinic  or  anatomical 
class-room  will  be  considered  complete  without  it.  It  is  highly  creditable 
to  our  specialty  that  one  who  is  so  fully  occupied  in  its  practice  should 
have  devoted  so  much  labour  and  ability  to  the  preparation  of  a  work  of 
such  accuracy  as  this.  Dundas  Grant. 

The  Relation  of  the  Lachrymal  Organs  to  the  Nose  and  Nasal  Accessory 
Simises.  By  Prof.  Dr.  A.  Onodi.  Pp.  vi  +  66,  and  45  plates. 
London  :  John  Bale,  Sons  and  Danielsson,  Ltd.,  1913. 

The  svibject-matter  of  Prof.  Onodi's  latest  monograph  published  in 
this  counti'y  is  sufficiently  indicated  by  the  title,  and  in  stating  that  the 
work  is  worthy  to  rank  with  the  best  of  Prof.  Onodi's  previous  publica- 
tions ou  the  anatomy  of  the  nose  and  nasal  accessory  sinuses  we  are 
offering  high  praise.  The  scanty  information  afforded  by  text-books  of 
anatomy,  rhinology  and  ophthalmology  on  the  region  that  this  atlas- 
monograph  deals  with  becomes  strikingly  evident  Avhen  one  realises  how 
much  new  and  practically  useful  information  this  work  conveys.  True, 
some  of  the  plates  have  been  published  before,  but  even  these  are  new  in 
the  sense  that  they  are  used  afresh  to  illustrate  new  points  pertaining  to 
the  relations  of  the  tear-ducts  to  the  nose. 

The  descriptive  text  is  short  and  to  the  point,  and  the  sixty-six  pages 
comprise    the  German  text,  which  is  followed   by  the  same   translated 
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into  French  by  Dr.  Bellia,  and  then  the  English  transhition  by  Dr.  Dan 
McKenzie,  and  in  each  case  the  translators  deserve  thanks  for  their 
accurate  and  readable  rendering  of  the  original. 

P.  Watson-  Williams. 


PrincAjies  cV Anacousie  {Reeducation  Auditive).  By  A.  Zund  Burguet. 
Preface  by  Prof.  M.  C.  Gariel,  Paris.  A.  Maloine,  Editeur, 
1913. 

We  preface  our  review  of  this  work  with  a  quotation  from  the 
"  Foreword  "  of  M.  Ziind-Burguet :  "  With  regard  to  the  medical  part  of 
the  book  I  remain  faithful  to  my  custom  of  rendering  unto  Caesar  the 
things  which  are  Caesar's,  and  I  have  entrusted  it  to  Dr.  G.  de  Parrel, 
ancien  Chef  de  Ctinique  aux  Sourds-Muets  de  Paris,  member  of  the 
Parisian  and  French  Societies  of  Otology." 

The  mechanical  re-education  treatment  of  deafness  has  been  before  the 
public  for  some  little  time,  but  there  does  not  yet  seem  to  be  any  very 
clear  opinion  regarding  its  value.  The  delay  in  arriving  at  a  definite 
conclusion  on  the  matter  is  unfortunate  both  for  the  otologist  and  for  his 
patient.  But  we  do  not  see  very  well  how  it  can  be  otherwise  so  long  as 
the  impi'ession  exists  that  in  the  camp  of  re-education  the  smcike  of  the 
incense  burned  to  the  Grolden  Calf  is  just  a  little  too  plainly  discernible. 
This  impression  may,  of  course,  be  erroneous,  but  so  long  as  it  prevails 
the  re-educationists  need  not  be  surprised  if  otologists  in  general  are 
cautious  in  recommending  their  patients  to  submit  to  the  treatment. 
That  the  advocates  of  the  re-education  method  have  to  contend  with 
some  kind  of  prejudice,  the  authors  of  this  book  seem  to  be  fully  aware. 
But  what  they  do  not  seem  to  understand  is,  first  of  all,  the  nature  of 
this  prejudice,  and  secondly,  how  it  may  be  overcome.  As  to  the  first 
point,  we  have  already  spoken  out  quite  frankly.  With  regard  to  the 
second,  why  should  not  the  proprietor  of  the  mechanical  patents  present 
or  lend  his  instruments  to  some  well-known  ear  clinics  for  trial  ?  The 
results  would  be  openly  published  without  fear  or  favour. 

In  the  book  now  under  discussion  there  is  no  evidence  that  this  or 
anything  like  it  has  been  done.  All  that  we  have  got  hero  is  the 
favourable  experiences  of  one  or  two  individual  workers,  whose  sincerity 
we  do  not  doubt,  but  whose  judgment  we  cannot  vouch  for.  The 
following  is  quoted  from  p.  147  of  the  book.  The  section  deals  with 
the  effects  of  the  treatment. 

"  Circidalory  Apparatiis. — We  have  seen  that  the  acoustic  exercises 
have  the  effect,  easy  to  discern  at  the  first  seance,  of  provoking  a  hyper- 
semia  of  the  organ,  due  to  a  vaso-dilatation.  This  vaso-motor  action  is  not 
limited  to  the  ears.  It  extends  further,  and  appears  to  exercise  an 
influence  upon  the  general  circulation.  We  are  in  possession  of  a  large 
number  of  observations  showing :  some,  that  the  menstrual  flow,  after  a 
complete  disappearance  lasting  several  months,  re-afpeared  in  the  course 
of  the  re-education  treatment ;  others,  that  the  regularising  of  the 
arterial  tension,  the  diminution  of  the  phenomena  of  hypertension  or  of 
hypotension  are  the  rule  after  the  first  ten  seances ;  there  are  others 
again  which  prove  the  action  of  the  sonorous  waves  upon  the  trotihles  of 
the  menoimuse."     (Italics  ours.) 

In  the  cases  recorded  in  the  book  the  re-education  method  seems 
to  have  achieved  good  and  even  striking  results,  but  we  Avere  unable  to 
find  any  case-i:)ercentages. 
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So  that,  wliate-ier  value  the  book  may  have  in  other  respects,  as  a 
contribution  to  the  solution  of  an  important  otologieal  problem,  it  does 
not,  unfortunately^  carry  us  very  far,  and  the  mists  of  prejudice  and 
ignorance  that  have  clung  about  this  method  of  treatment  for  so  long  a 
time  still  remain  as  dense  as  ever.  Ban  McKenzie. 


NOTES   AND   QUERIES. 

At  a  meeting  of  the  Glasgow  University  Court,  held  on  December  12,  1913, 
Dr.  John  Macintyre  was  appointed  a  University  Lectni'er  on  Diseases  of  the  Nose 
and  Throat,  and  Dr.  J.  Kerr  Love  was  appointed  a  University  Lecturer  on  Diseases 
of  the  Ear. 


Mr.  Harold  L.  Whale,  London,  has  been  appointed  Siirgeon  for  Diseases  of  the 
Ear,  Throat  and  Nose  to  theHampstead  General  and  North-West  Loudon  Hosi^ital. 


We  are  interested  to  observe  that  what  seems  to  lie  a  new  and  commendable 
departure  has  been  taken  by  the  Western  Ophthalmic  Hospital,  London,  in  appoint- 
ing a  Surgeon  for  Diseases  of  the  Throat,  Nose  and  Ear  to  the  lustitiition. 

Mr.  Harold  A.  Kisch  has  been  appointed  to  the  post. 


E.ADIUM  IN  Deafness. 

Dr.  Walker  Wood  writes  :  "  In  the  Journal  op  Lakyngology,  Rhinology  and 
Otology  of  January,  1914,  in  '  Notes  and  Queries,'  there  is  a  question  by  '  Eetzius  ' 
as  to  the  value  of  radium  in  the  treatment  of  deafness.  I  have  seen  and  examined 
many  cases  treated  by  the  ultra  X  rays  (which  are  practically  the  same  as 
those  utilised  in  radium  treatment),  and  the  results  in  my  opinion  are  unsatis- 
factory. The  improvement,  such  as  it  was  in  four  cases  shown  at  the  British  Oto- 
Laryugological  Society  in  July  last,  might  quite  easily  be  explained  by  improvement 
in  general  health  or  be  simiile  variations  in  hearing.  Also  such  an  improvement  is 
obtainable  in  other  ways  than  by  radium." 

Dr.  Max  Halle  (Berlin)  also  writes:  "A  few  days  ago  there  was  a  meeting 
of  the  Otologieal  Society,  at  which  various  reports  were  made  from  difEerent  quarters 
on  experiments  with  radiiim,  mesothorium,  and  with  the  latest  reclame,  diathermy. 
It  came  as  no  surjirise  to  any  person  of  intelligence  that  the  reports  were  unani- 
mously negative.  Not  a  single  observer  had  seen  any  result,  apart  from  the  sub- 
jective sensations  of  the  patients.  All  objective  experiments  were  absolutely 
negative  !  " 
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NOTE  ON  THE  TECHNIQUE  OF   THE   INTRA-NASAL   OPERA- 
TION  FOR   ANTRAL   SINUS   SUPPURATION. 

By  p.  Watson-Williams,  M.D., 

Lecturer  on  Otology  and  Laryngology,  University  of  Bristol ;  Aiirist  and 
Laryngologist,  Bristol  Royal  Infirmary. 

Although  formerly  advocating  sti'ong-ly  the  advantages  and  neces- 
sity of  extra-nasal  operation  for  chronic  antral  suppuration, 
particularly  where  it  was  desirable  to  examine  the  antral  cavity 
for  polypi,  etc.,  I  have  practically  abandoned  such  methods  of 
external  entry  since  the  method  of  operating  intra-nasally  here 
described  has  proved  so  eminently  satisfactory  in  all  but  very  rare 
cases.  It  is  not  intended,  in  this  brief  note,  to  discuss  the  relative 
merits  of  the  intra-nasal  and  external  canine  fossa  routes  for 
operations  in  antral  sinusitis,  nor  to  enter  into  the  various  modifi 
cations  of  the  intra-nasal  operation,  but  to  allude  only  to  the  pai-- 
ticular  method  which  I  have  employed  in  a  large  number  of  cases, 
and  which  I  venture  to  think  has  certain  great  advantages  over 
those  more  usually  practised.     The  advantages  obtained  are  : 

(1)  That  the  anterior  third  of  the  inferior  turbinal  body  need 
not  be  removed,  except  in  rare  and  exceptional  conditions. 

(2)  That  the  patient  can  more  readily  blow  out  the  antral 
secretions. 

(3)  That  access  is  obtained  to  the  whole  of  the  antral  mucosa 
either  by  palpation  or  inspection,  and  therefore  permits  of  an 
accurate  estimation  of  the  pathological  condition  of  the  mucosa, 
and  of  the  existence  or  absence  of  polypoid  changes,  etc. 
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(4)  That  the  mucous  membrane  cau  be  curetted  or  the  cavity 
packed  through  the  iiares  if  necessary. 

The  essential  feature  of  the  procedure  is  the  removal  of  the 
anterior  end  of  the  antro-meatal  wall  below  the  line  of  attachment  of 
the  inferior  turhinal  and  for  a  .short  distance  above  it,  as  well  as  of 
the  inferior  antro-meatal  wall  as  far  back  as  may  seem  desirable, 
and  quite  down  to  the  level  of  the  flooi-  of  the  corresponding  nasal 
passage. 

An  aperture  having  been  made  in  the  antro-meatal  wall  beneath 

Fig.  1. 


the  inferior  turbinal,  it  is  extended  backwards  as  far  as  is  deemed 
necessary,  and,  by  the  use  of  the  strong  backward-cutting  foi'ceps 
illustrated,  forwards  to  the  extreme  anterior  limit  of  the  inner  wall. 
These  cutting  forceps  are  used  to  cut  the  inner  wall  upwards  in  front 
of  the  anterior  end  of  the  inferior  turbinal,  if  possible,  though  in 
some  patients  the  antrum  is  not  sufficiently  developed  forwards  to 
avoid  cutting  just  the  anterior  extremity  of  the  turbinal. 

But  in  all  cases  the  extreme  anterior  portion  of  the  inner  antral 
wall  is  removed,  so  that  a  little  finger  passed  in  through  the  naris 
glides  along  its  outer  wall  without  interruption  to  the  posterior 
face  of  the  anterior  antral  wall,  and  can  palpate  the  antral  lining 
mucosa  right  back  to  the  posterior  wall,  as  well  as  the  floor,  etc. 

It  is  not  desirable  to  remove  any  part  of  the  anterior  antral 
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wall,  as  the  anterior  rleiital  nerve-filaments  are  likely  to  be  per- 
manently injured  in  doing  so,  and  the  corresponding  teeth  supplied 
then  remain  insensitive.  The  lower  part  of  the  antro-meatal  wall 
is  then  removed  by  angular  forceps  cutting  downwards,  Jind  these 
forceps  have  to  be  strong,  as  at  the  level  of  the  floor  of  the  nasal 
passage  this  wall  is  often  three  sixteenths  of  an  inch  thick.  The 
same  forceps  are  used  to  clip  off  any  masses  of  polypoid  mucous 
membrane  of  the  antrum,  unless  for  any  reason  it  is  considered 
better  to  curette  away  the  mucous  membrane  entirely.  The 
advantage  of  using  such  forceps  is  that  they  glide  over  healthy 
or  non-oerlematous  mucous  membrane,  while  polypoid"thickenings 


Fig.  2. — Drawing  of  specimen  showing  the  author's  intranasal  antral  opera- 
tion. M.T.  Middle  turbinal.  i.t.  Inferior  turbinal.  v.  Vestibule,  a  leads 
through  the  naris  to  the  anterior  part  of  the  antral  opening.  The  dotted 
line  on  i.t.  indicates  the  upper  margin  of  the  inferior  meatal  wall  ex- 
cision. 

are  grasped  and  i-emoved.  Finally,  if  the  inferior  turbinal  projects 
and  narrows  the  entry  to  the  nasal  passage  it  is  pressed  outwards, 
fracturing  the  turbinate  bone  near  its  base,  so  as  to  make  the 
turbinal  as  far  as  possible  replace  the  removed  portion  of  the  antro- 
meatal  wall.  This  usually  avoids  the  necessity  of  removing  the 
anterior  third  of  the  turbinal,  while  preserving  a]  useful  structure. 
The  anterior  upward  extension  of  the  entrance  made  to  the  anti-um, 
as  shown  in  the  drawing,  while  giving  very  free  entry  at  the  time 
of  operation,  soon  narrows,  and,  in  fact,  closes  as  the  wound  heals. 
In  some  patients  the  anterior  part  of  the  nasal  passage  is  much 
narrowed  by  the  encroachment  of  the  nasal  process  of  the  superior 
maxilla,  particularly  the  anterior  border ;  in  such  cases  the  anterior 
border  is  shaved  down  by  the  backward-cutting  forceps,   and  in 
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extreme  cases  I  have  foand  it  better  to  cut  awtiy  tlie  lower  part  of 
the  nasal  process  and  thus  slightly  encroach  on  the  anterior  antral 
wall,  so  as  to  gain  a  freer  nasal  passage,  care  being  observed  to 
avoid  any  unnecessary  removal  of  the  mucous  membrane,  which 
miffht,  of  course,  lead  to  a  cicatricial  narrowing  sufficient  to 
neutralise  any  temporary  widening  thus  obtained. 


DIRECT   TREATMENT   OF   THE   EUSTACHIAN   TUBE,  WITH 
ANALYSIS   OF   RESULTS   IN   71   CASES. 

By  J.  Walker  Wood. 

In  a  previous  paper  published  in  this  Journal  (9)  I  made  a  short 
study  of  some  of  the  pathological  conditions  affecting  the  Eustachian 
tube  and  briefly  recorded  the  findings  in  650  cases.  Since  that 
paper  was  written  I  have  examined  fully  500  more  cases  with  the 
naso-pharyngoscope.  I  now  propose  to  record  my  personal  experi- 
ences of  the  direct  or  indirect  treatment  of  the  Eustachian  tube. 
It  is  to  be  understood  that  much  of  this  work  was  purely  experi- 
mental with  the  object  of  demonstrating  the  value  or  otherwise  of 
a  new  method  of  treatment.  The  experience  now  gained  in  the 
use  of  this  instrument  leads  me  to  express  the  opinion  that  in  the 
naso-pharyngoscope  we  have  a  valuable  instrument  of  exact 
investigation — a  fact  not  as  yet  sufficientl}'  appreciated.  It  is 
a  simple  instrument  if  used  in  a  dexterous  and  successful  mannerj 
but  it  has  certain  disadvantages.  These  are:  (1)  slight  magnifica- 
tion which  may  cause  misinterpretation  of  the  pathological  picture. 
(2)  Limitation  and  distortion  of  the  area  under  examination^ 
cau>ing  the  posterior  lip  of  the  tube  to  appear  nearer  to  the  eye  of 
the  observer  than  the  anterior.  (3)  Operative  manipulations  upon 
the  tube  are  rendered  somewhat  difficult  owing  to  the  magnification 
and  distortion  thus  described.  (4)  Operative  manipulations  upon 
the  tube,  if  carried  out  frequently  [i.  e.  more  than  once  or  twice  a 
week),  are  liable  to  cause  a  distressing  rhinitis. 

In  order  to  overcome  the  difficulties  of  treatment  with  the 
Holmes'  instrument,  I  experimented  with  Hays'  pharyngoscope, 
Yankauer's  speculum,  and  Gyergyai's  instrument.  My  experiments 
seem  to  show  first  that  for  diagnosis  and  most  cases  of  treatment 
Holmes'  instrument  cannot  be  excelled ;  secondly,  Yankauer's 
speculum  is  the  more  valuable  instrument  in  direct  treatment  of 
the  tube  when  it  can  be  used,  but  is  much  less  useful  in  diagnosis. 
Only  35  per  cent,  of  cases  can  be  treated  by  the  direct  method  of 
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Yankaiier's  (Yankauev's  speculum),  the  others  by  the  indirect 
method  of  Holmes  (naso-pharvugoscope  and  Eustachian  applicator). 

The  pharyngoscope,  with  its  brilliant  illumination,  while  enabling 
one  to  obtain  a  beautiful  picture  of  the  nasopharynx  as  a  whole,  I 
have  found  to  be  impracticable  in  the  treatment  of  the  tube. 
Gyergyai's  instrument  I  first  used  at  the  time  of  the  International 
Congress  of  Medicine  (August,  1913)  under  the  supervision  of  its  in- 
ventor. Later  I  obtained  an  instrument,  but  found  it  less  satisfactory 
than  Yankauer's — its  introduction  is  more  difficult  and  the  stretch- 
ing of  the  palate  is  greater;  also  the  leverage  required  to  bring  the 
mouth  of  the  Eustachian  tube  into  position  for  treatment  is  likelv 
to  cause  distortion  and  be  misleading.  Patients  complained  moie 
with  this  instrument,  a  complaint  with  Yankauer's  speculum  beino- 
rare  if  suitable  cases  are  chosen. 

Literature  on  the  subject  is  already  growing,  and  before 
recording  my  own  experiences  of  direct  treatment,  I  will  briefly 
review  the  more  important  Avork  already  done. 

Gyergyai  in  1910  was  the  first  to  experiment  with  straight 
tubes  in  the  direct  examination  of  the  Eustachian  tube  and  naso- 
pharynx, and  to  record  his  experiences.  In  a  later  article  (17), 
February,  1913,  he  describes  a  new  method  of  dilating  the  orifice 
and  tube  as  far  as  the  isthmus,  by  means  of  a  dilator  devised  by 
himself.  Cxyergyai  records  six  cases,  five  of  which  presumably  are 
cases  of  chronic  middle-ear  catarrh  (although  not  definitely  stated 
to  be  such  by  the  author),  one  a  chronic  middle-ear  suppuration — 
active  in  one  eai-,  residual  in  the  other.  In  all  of  these  cases  a 
strikingly  great  improvement  resulted  from  dilatation,  but  the 
writer  does  not  state  if  his  results  were  permanent. 

Holmes  (1)  is  of  the  opinion  that  90  per  cent,  of  ear  cases  are  due 
to  diseases  in  or  about  the  Eustachian  tube.  Tinnitus,  he  says, 
is  frequently  due  to  the  pressure  of  an  enlarged  inferior  turbinal 
upon  the  anterior  lip  of  the  tube,  or  may  be  due  to  adhesions  in 
Rosenmiiller's  fossa.  Remove  the  posterior  end,  or  break  down 
the  adhesions,  and  the  tinnitus  will  go.  Braislin  (2)  also  found 
tinnitus  was  very  often  due  to  tubal  swelling,  or  adhesions  in  the 
fossa  of  Eosenmiiller.  He  recommends  "  blood-letting  "  by  multiple 
incisions  made  in  the  mouth  of  the  tube,  or  painting  the  tube  with 
a  5  per  cent,  solution  of  silver  niti-ate,  and  breaking  duwn  the 
adhesions  in  the  fossa  with  the  finger  while  the  patient  is  under  an 
angesthetic.  A  similar  procedure  to  the  last  was  recommended 
some  years  ago  by  Emerson  (3),  Avho  records  eleven  cases  in  all  of 
whom    bands   or   degenerated    adenoid   masses   or    sranules   were 
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present  in  Rosenniuller's  fossa.  Of  these  eleven  cases,  seven  were 
cases  of  chronic  dry  catarrh  of  the  middle  ear  with  tinnitus.  In  five 
cases  the  tinnitus  was  cured  and  was  improved  in  two  ns  a  result 
of  his  operative  procedures.  Those  cases  Avhich  were  slightly  deaf 
were  greatly  improved,  but  those  markedly  deaf  remained  in  statu 
quo.  The  two  other  cases  were  those  of  chronic  middle-ear 
suppuration,  both  of  over  two  years'  duration.  Recessal  adenoids 
present.     Rapid,  permanent  cure  in  both  after  removal. 

In  summary  at  the  end  of  his  paper  Emerson  arrives  at  the 
following  conclusion  as  to  the  effect  of  treatment.  He  says :  "  Results 
when  after-treatment  is  followed  are  particularly  good  in  removing 
abnormal  sensations,  restoring  uniform  hearing  without  fluctuations, 
in  the  partial  or  complete  relief  of  tinnitus  and  in  the  prevention  of 
recurring  salpingitis." 

Holmes  (4),  in  a  later  article,  tabulates  the  effect  of  treatment  of 
the  Eustachian  tube  in  eighteen  cases  of  chronic  otitis  media  (dry 
catarrh) .  A  study  of  the  table  shows  that  in  8  cases  the  hearing  was 
improved,  in  5  greatly,  by  treatment,  Of  those  8,  5  exhibited  some 
pathological  condition  of  Rosenmiiller's  fossa,  either  in  the  form  of 
bands,  adenoid  granules  or  adenoid  remains.  The  other  3  were 
typical  examples  of  the  catarrhal  conditions  affecting  the  Eustachian 
tube,  a  class  of  case  also  amenable  to  treatment,  although  not 
giving  results  as  good  as  those  in  which  bands,  etc.,  are  present. 

With  regard  to  the  tinnitus  in  these  1 8  c.ises,  as  a  result  of  treat- 
ment 6  were  cured  and  8  were  not.  Briefly,  then,  the  effect  of 
treatment  was,  first,  deafness,  18  cases  treated,  8  improved,  10  un- 
altered ;   second,  fhinitns,  14  cases  treated,  6  cured,  8  unaltered. 

Usually,  the  tinnitus  is  more  responsive  to  treatment  than  the 
deafness,  and  in  those  cases  where  bands  or  adenoid  grannies  are 
found  in  Rosenmiiller's  fossa  one  may  safely  give  a  favourable 
prognosis.  This  is  also  the  experience  of  Yankauer  (5),  who 
quotes  six  cases  of  tinnitus  without  deafness  due  to  excessive 
secretion  in  Rosenmiiller's  fossa.  Four  of  those  cases  were  per- 
manently cured  of  the  noises  in  the  bead  by  the  direct  treatment  of 
that  recess. 

Atrophic  Salpingitis. 

The  atrophic  conditions  of  the  Eustachian  tube  proved  the  most 
unsatisfactory  in  my  hands  so  far  as  treatment  is  concerned.  In 
some  cases  it  is  true  the  tinnitus  has  disappeared  and  the  deafness 
has  been  temporarily  improved,  but  generally  any  improvement  has 
been  evanescent.     The  class  of  case   to    which  I  refer  is  that  in 
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which  there  is  an  atrophic  patulous  Eustachian  tube  with  a  thin, 
dry  and  bloodless  mucous  membrane,  possible  atrophy  of  the  intra- 
tj^mpanic  structures  and  substance  of  the  drum  itself,  which  usually 
is  unduly  mobile,  though  it  may  be  partially  fixed  together  with 
ossicular  ankylosis.  These  patients  are  usually  markedly  deaf  and 
complain  of  distressing  tinnitus.  The  treatment  adopted  in  these 
cases  has  been  an  endeavour  to  improve  the  local  blood-supply  and 
to  stimulate  the  inactive  mucous  membrane.  For  this  purpose  I 
have  given  three  preparations  a  careful  trial.  They  are  :  Iodine 
Vasogen  6  and  10  per  cent.,  Mandl's  pigment,  and  Dionin  2  per 
cent.  The  last  preparation  (Dionin)  has  been  highly  recommended 
by  Dr.  Randall,  of  Philadelphia  (6),  for  the  treatment  of  otosclerosis 
and  the  chronic  adhesive  processes  affecting  the  middle  ear.  In 
this  connection  I  may  mention  that  an  atrophic,  widely  open 
Eustachian  tube  is  usually  found  in  otosclerosis.  Altogether  twelve 
cases  were  treated  for  one  month  by  these  three  different  methods. 
In  each  case  the  mouth  of  the  tube  and  the  tube  itself  was  painted  as 
far  as  the  isthmus  every  second  day  and  a  small  quantity  of  the 
medicament  injected  into  the  middle  ear.  In  addition  a  small 
dose  of  pot.  iodide  twice  a  day  was  prescribed  for  each  patient. 
The  results  are  now  given  in  tabular  form  : 


(a)  Tinnitus 


(&)  Deafness . 


Iodine  Va=ogen  6  per  cent. 
I  increased  to  10  per  cent. 


Mandl's  pig'ment. 


Dionin  2  per  cent. 


*  3  cases  greatly  im-  I  6  cases  treated  are  |  t  2    cases     tinnitus 
proved  ;  3  slightly       unaltered 
improved ;     6     un- 
altered 

2   cases   slisrht    tem-    Unaltered  in  allf 


increased 
altered. 


porary        improve- 
ment ;  10  unaltered 


1  case  greatly  im- 
proved ;  others  un- 
altered.! 


*  Two  of  these  three  cases  have  since  relapsed  (February,  1914). 

t  Later  these  cases  returned  to  their  normal  condition. 

X  In  many  of  these  cases  recorded  as  unaltered  a  slight  improvement  was 
noticed  immediately  after  treatment,  an  improvement  frequently  showing  an 
increase  of  as  much  as  10  inches  for  the  hearing  distance  of  the  watch.  In  one  or 
two  cases  this  continued  for  about  twelve  to  fourteen  hours,  the  usual  duration 
being  only  a  few  hours.     In  none  was  the  effect  permanent. 


Acute  Salpingitis. 
From  the  position  of  the  pharyngeal  ostium  of  the  tube,  it  is 
obvious  that  any  inflammatory  condition  of  the  mucous  membrane 
of  the  nose,  post-nasal  space  or  pharynx,  must  be  particularly  liable 
to  spread  to  that  of  the  tube,  and  later  the  middle  ear,  setting  up 
an  acute  otitis. 
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The  inflammation  may  be  limited  to  tlie  tube  itself  (Cases  1,  2, 
3,  13),  or  may  involve  the  mucous  membrane  of  the  middle  ear  as 
well  (Cases  4,  5).  Later  secretion  may  be  thrown  out  (Cases  6,  7, 
8),  and  ultimately  the  drum  may  perforate  (Cases  9,  10,  11,  12). 
The  symptoms  are  fully  given  in  the  table  and  explain  themselv^es. 
With  regard  to  results,  13  cases  were  treated  ;  9  were  cured, 
although  2  resulted  in  impaired  hearing  (Cases  1  and  10).  Two 
cases  were  complete  failures.  My  results  are  very  similar  to  those  of 
Holmes  (7),  who  treated  1 1  cases  with  2  failures.    (See  pp.  120, 121.) 

Chronic  Salpingitis. 

Cases  of  chronic  salpingitis  are  very  frequent.  I  consider  that 
a  chronic  primary  inflammation  of  the  Eustachian  tube  is  one  of 
the  principal  aetiological  factors  in  the  production  of  dry  middle-ear 
catarrh,  and  as  such  its  importance  cannot  be  exaggerated. 

Cases  of  chronic  salpingitis  may  be  divided  into  two  nrain 
groups:      (1)  Primary,  and  (2)   secondary. 

(1)  Primary  :  A  chronic  catarrhal  inflsunmation  of  the  Eus- 
tachian tube  arising  by  way  of  the  naso-ph;irynx,  spreading  to 
and,  later,  affecting  the  middle  ear.  This  group  of  cases  can  be 
further  subdivided  into  (a)  inflammation  with  excessive  secretion, 
/.  e.  the  early  cases  of  chronic  catarrhal  salpingitis  ;  (b)  inflamma- 
tion without  secretion,  i.  e.  a  later  stage  of  the  form  just  mentioned 
and  one  usually  preceding  atrophic  salpingitis;  {c)  chronic  inflam- 
mation with  bands  or  adhesions  in  Kosenmiiller's  fossa. 

Treatment  of  Chronic  Ctitarrlial  Salpingitis. 

The  mouth  and  tube  were  painted  every  second  day  with  a 
solution  of  one  or  other  of  the  following  preparations .  Zinc 
chloride  30  gr.  to  oz.,  silver  nitrate  solution  1-16,  argyrol  15-40 
per  cent.,  the  choice  depending  on  the  amount  of  inflammation  and 
the  effect  of  the  previous  application.  Applications  were  made 
every  second  day  by  means  of  the  naso-pharyngoscope  and 
Eustachian  applicator.  Small  quantities  of  the  various  solutions 
were  in  many  cases  forced  up  the  tube  to  the  tympanum,  but  in 
no  instance  was  a  reactionary  inflammation  of  the  middle  ear  pro- 
duced.    The  results  of  treatment  in  24  cases  are  now  given  : 

(a)  Hearing  improved  by  amounts  varying  from  15  to  100  per 
cent,  and  tinnitus  cured,  10  cases.  In  3  cases  fibrous  bands  in 
fossa  removed  with  the  curette. 

(b)  Hearing  improved,  tinnitus  unaltered,  2  cases. 

(c)  Tinnitus  improved,  hearing  unaltered,  2  cases. 
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(d)  No  alteration  in  either,  6  cases ;  1  case  bands  in  fossa 
removed. 

(e)  Cases  still  under  treatment,  4.  One  case  bands  in  fossa 
removed. 

Chronic  8(dpingitis  icith  Bands  or  Adhesions  in  Rosenmiiller's 

Fossa. 

These  cases  I  consider  are  of  sufficient  importance  to  justify 
separate  consideration.  According-  to  Rog-et  (8)  adhesion  of  the 
Eustachian  tube  with  the  posterior  phar^-ngeal  wall  is  a  frequent 
cause  of  adhesive  changes  in  the  tympanic  cavity.  From  my  recent 
observations  I  doubt  very  much  if  this  is  so.  A  more  likely 
supposition  is  that  in  those  cases  in  which  bands  are  found  in 
the  fossa  and  an  adhesive  process  in  tympanum,  tlie  causes  res- 
ponsible for  one  are  also  responsible  for  the  other.  The  two  con- 
ditions usually  go  together,  and  it  is  unusual  to  find  one  without 
the  other  (9 J. 

Although  possessing  no  absolute  proof  at  present,  I  believe  that 
in  all  cases  of  chronic  salpingitis  and  middle-ear  catarrh  with 
adhesions  a  chronic  microbic  infection  is  present  of  a  similar 
nature  to  that  responsible  for  chi'onic  rheumatism.  The  two 
diseases  have  many  points  of  resemblance^  some  of  which  I  just 
mention. 

(i)  Those  countries  in  which  chronic  rheumatism  is  most  preva- 
lent are  also  those  in  which  chronic  middle-ear  catarrh  is,  viz. 
Holland,  Germany,  Norway,  Switzerland,  and  locally  in  some  parts 
of  Great  Britain  (10). 

(ii)   Both  conditions  are  more  common  in  women  than  men. 

(iii)  Acute  rheumatism  predisposes  to  chronic  as  does  acute 
middle-ear  catarrh  to  chronic. 

(iv)  The  course  of  the  disease  and  its  results  are  similar,  i.e. — 
inflammation,  pain,  effusion,  adhesions  and  disability. 

(v)  Chronic  rheumatism  has  been  demonstrated  to  be  due  to 
infection  arising  from  the  throat  (11),  and  rheumatoid  arthritis 
from  the  teeth  (12).  Why,  not  middle-ear  catarrh  from  the  naso- 
pharynx ? 

(vi)  Both  conditions  are  peculiarly  liable  to  be  affected  by  the 
weather;  sufferers  with  middle-ear  catarrh  are  more  deaf  in  the 
damp  weather,  and  rheumaticky  people  stiff er. 

Further  consideration  will,  no  doubt,  recall  many  other  points 
of  great  similarity. 

Adhesions  in  Rosenmiiller^s  fossa  and  bands  in  the  naso-phaiynx 
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are  by  no  means  uncommon.  In  the  fossa  these  bands  may  be 
single  or  multiple^  firm  or  mere  delicate  threads,  or  the  whole 
fossa  may  be  obliterated  by  a  fibrous  web.  In  the  naso-pharynx 
fibrous  bands  may  extend  from  the  lateral  walls  to  the  Eustachian 
cushions,  or  from  the  cushion  to  the  posterior  extremity  of  the 
inferioi'  turbinate,  or  from  one  Eustachian  eminence  to  the  other  (13) 
or  right  across  the  pharynx  from  one  lateral  wall  to  the  other.  The 
posterior  edge  of  the  septum  may  also  be  continued  outwards  into 
the  post-nasal  space  by  a  sickle-shaped  fibrous  expansion  dividing 
at  its  lower  extremity,  one  limb  passing  to  each  Eustachian  eminence. 
In  the  mouth  of  the  tube  bands  or  webs  are  rare  ;  I  have  onh^  seen 
one  case.  Probably  the  large  naso-pharyngeal  bands,  and  in  some 
instances  the  symmetrical  bands  found  in  Kosenmiiller's  fossa,  are 
developmental,  but  in  the  majority  of  cases  the  bands  found  in 
the  fossa,  are  post-inflammatory  adhesions.  Syphilitic  scars,  scars 
from  operations  (removal  of  adenoids)  and  traumatism  excluded. 

Treatment.- — lu  all  cases  it  is  advisable  to  clear  out  the  fossa,  as 
firm  biinds  in  this  region  must  have  an  influence  in  causing  Eus- 
tachian insuflRciency.  In  Ave  cases  this  has  been  done.  It  is 
difficult  to  estimate  the  value  of  this  pi-oceeding  alone,  as  in  all 
cases  treatment  directed  to  the  catarrhal  condition  of  the  tube  has 
also  been  instituted.  The  results,  therefore,  are  included  in  those 
of  the  treatment  of  chronic  salpingitis. 

(2)  Secondly  :  A  catarrhal  inflammation  of  the  Eustachian 
tube  arising  from  or  kept  up  by  the  passage  of  septic  irritating- 
matter  passing  from  the  middle  ear  to  the  naso-pharynx. 

Chronic  suppurative  otitis  media  is  a  frequent  cause  of  chronic 
salpingitis  which  in  turn  may  become  suppurative.  The  chronic 
inflammatoi-y  condition  of  the  tube  aggravates  or  maintains  the 
suppuration  in  the  middle  ear,  which  in  its  turn  increases  the  tubal 
inflannnation  and  a  vicious  circle  is  established.  Suppuration  con- 
tinuing about  the  tympanic  oi-ifice  of  the  tube  after  a  mastoid 
operation  is  frequently  observed.  If  in  these  cases  anaso-pharyngo- 
scopic  examination  is  made  the  mouth  of  the  tube  will  be  found  to 
be  swollen,  containing  pus  or  muco-pus.  The  floor  of  the  tube  is 
usually  red  and  granular,  like  raw  beef,  and  in  extreme  cases  may 
even  he  ulcerated  or  covered  with  granulations.  Direct  treatment 
of  the  mouth  and  lumen  of  the  tube  is  generally  most  satisfactory, 
and  I  have  found  in  these  cases  that  if  the  vicious  circle  is  broken 
by  the  application  of  a  weak  solution  of  silver  nitrate  1  in  16,  or 
argyrol  30  per  cent,  and  the  injection  of  a  small  quantity  within 
the  lumen  of  the  tube,  the  suppuration  rapidly  ceases. 
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The  danger  of  re-infectioii  of  the  mastoid  cavity  from  the  naso- 
pharynx has  led  many  otologists  to  devise  methods  to  ensure  the 
sealing  up  of  the  Eustachian  tube,  and  one  of  the  newest  is  that 
devised  by  Yankauer  (15),  who  claims  to  be  able  to  cure  60  per 
cent,  of  CMses  of  chronic  middle-ear  suppuration  by  closure  of 
the  Eustachian  tube  without  mastoid  operation.  It  is  obvious  that 
so  long  as  the  Eustachian  tube  is  patent,  there  is  an  ever-present 
danger  of  naso-pharyugeal  infection  spreading  to  the  ear  or  mastoid 
cavity,  but  whether  or  no  closure  of  the  tube  alone  is  sufficient  to 
arrest  a  suppurative  middle-ear  process  I  am  unable  to  judge,  not 
having  tried  Yankauer's  method. 

The  result  of  treatment  in  ten  cases  is  appended  in  tabular 
form  giving  full  details.  It  will  be  seen  that  arrest  of  suppuration 
was  brought  about  in  7  of  the  10  cases.  The  other  3  cases  are  still 
under  treatment  and  are  steadily  improving.      (vSee  pp.  125,  126.) 

Treatment  of  Affections  of  Neighbouring  ]-*arts. 
By  neighbouring  parts  are  included  those  areas  or  structures 
bordering  on  or  in  some  way  related  to  the  pharyngeal  ostium  of 
the  Eustachian  tube,  and  included  in  this  section  are  the  followino- 
conditions  : 

(1)  Enlarged  posterior  ends  inferior  turbinals.  Hypertrophic 
salpingitis.  Polypoid  degeneration  of  inferior  turbinals.  Post- 
nasal polypi. 

(2)  Adenoid  remains  in  Rosenmiiller's  fossa;  bands;  adenoid 
granules;  degenerated  adenoid  masses  (granular). 

(3)  Accessory  sinus  conditions. 

(4)  Vai'icose  veins  about  the  mouth  of  tube. 

(1)  Turhincd  Conditions. 
I  am  quite  of  the  opinion  of  Holmes  that  hypertrophy  of 
the  posterior  end  of  the  turbinate  plays  a  much  more  important 
part  in  causing  Eustachian  insufficiency  and  its  resulting  otitis  than 
deposits  in  the  anterior  part  of  the  nose.  The  frequent  association 
of  tinnitus  and  an  enlarged  or  polypoid  posterior  end  pressing  upon 
the  anterior  lip  of  the  Eustachian  tube  is  too  common  an  occurrence 
to  pass  without  notice.  In  some  of  these  cases  there  seems  to  be  a 
process  of  general  hypertrophy  of  the  mucous  membrane  of  the 
post-nasal  space,  for  besides  hypertrophy  of  the  inferior  turbinal, 
(usually  bilateral),  there  may  be,  and  often  is,  hypertrophy  of  the 
cushion  of  the  tube;  of  the  mucous  membrane  of  the  roof  and 
posterior  pharyngeal  wall,  and  also  of  the  posterior  edge  of  the 
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nasal  septum.  There  may  be  hypertrophy  of  the  cushion  of  the 
tube  without  other  structures  being  involved,  as  there  may  also  be 
inferior  turbinal  hypertrophy  without  involving-  the  cushion  and 
other  structures,  and  with  no  aural  symptoms  whatsoever. 

In  these  cases  of  general  hypertrophy  the  Eustachian  tube  is 
always  narrowed,  the  middle  ear  catarrhal  in  the  early  stages,  and 
in  the  later  sclerosed  with  partial  fixation  of  the  drum  and  ossicles 
from  an  extension  of  the  process  of  hypertrophy  to  the  tympanic 
cavity.  Politzer  (14)  has  observed  that  fatty  degeneration  of  the 
muscular  apparatus  of  the  pharyngeal  portions  of  the  tube  takes 
place  in  cases  of  old-standing  naso-pharyngeal  catarrh,^  and  I 
think  it  is  more  than  possible  that  a  similar  fatty  degeneration  of 
the  intra-tympanic  muscles  may  take  place  in  the  hypertrophic 
condition  of  which  1  am  writing. 

Hijpertro'phic  Salpingitis-. 

Case. 
Mrs.  A.  B ,  the  wife  of  a  doctor,  had  been  deaf  for  years  from  chronic  middle- 
ear  catarrh.  Drum  catarrhal,  indrawn  and  partially  fixed.  Constant  low-pitched 
tinnitus.  Three  years  ago  a  submucous  resection  operation  done  for  a  badly 
deviated  septum.  So  far  as  the  correction  of  the  septal  deformity  was  concerned^ 
the  operation  was  apparently  quite  successful,  bvit  she  still  continued  to  complain 
of  nasal  obstruction  and  stuffiness.  Inferior  turbinals  cauterised  on  several 
occasions  withoi^t  marked  benefit.  In  February  of  this  year  (1913),  I  examined 
her  with  the  naso-pharyngoscope  and  had  great  difficulty  in  obtaining  a  satis- 
factory view  of  the  mouth  of  the  tube,  owing  to  the  swelling  of  the  posterior  lips 
of  the  tubes.  The  presence  of  this  swelling  was  confirmed  on  using  Hay's 
pharyngoscope,  when  it  was  observed  that  the  swelling  of  the  cushion  was 
sufficiently  great  to  encroach  upon  the  posterior  choanse,  and  to  partially  block 
them.  There  was  also  a  chronic  salpingitis.  The  cushion  was  much  congested 
and  scarlet  in  colour. 

Hearing,  February,  1913  .- 

Rig-ht.  Left. 

Small  watch  ....  Contact  .         Contact. 

Large  watch  .  .  18  in.  .  20  in. 

Meatus  fork  C       .  .         .         —  30  sees.       .         —  18  sees. 

"Weber Equal. 

Einne Negative  (both). 

The  cushions  were  painted  regulai'ly  with  argyrol  for  some  considerable  time, 

the  method  adopted  being  that  with  the  Yankauer  speculum. 

An  astringent  post-nasal  paint  was  also  prescribed  for  daily  use  by  the  patient. 

My  notes  on  succeeding  dates  are  as  follows  : 

March  17.—"  Posterior  lips  still  large,  red  and  inflamed." 

March  31. — "  Swelling   less.     Posterior   lip    now    only    size    of    an    ordinary 

hypertrophy." 

April  14.—"  Swelling  of  cushion  is  less,  now  only  a  little  more  than  normal. 

Nasal  catarrh  and  breathing  better.     Heax'ing  greatly  improved." 

^  In  this  condition  hypertrophy  of  the  mucous  membrane  is  the  rule. 
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Hearing  still  improving.     Drums  are  now  devoid 
regiilar    painting   of    cushion    and 


Right. 

Left. 

6  in. 

8  in. 

2  ft. 

2iit. 

—  10  sees. 

—  8  sees. 

May  1. — "  Cushion  normal 
of  catan-h."' 

Angiist   22. — '■'  After    another    covn-se   of 
Eustachian  tube,  tinnitiis  quite  disappeared.' 

Hearing : 

Small  watch 
Large  watch 
Meatus  tvming-fork  C^ 

Einne Negative. 

Weber        ........       Equal. 

A  somewhat  similar  case  to  this  has  been  recorded  by  E.  F. 
Potter  (Ifi),  in  which  the  patient  complained  of  a  feeling-  of  stuffiness 
in  the  nose.  On  examining  the  naso-pharynx  two  large  red  swell- 
ings were  seen  projecting  from  the  sides  of  the  cavity,  obstructing 
to  a  considerable  extent  the  view  of  the  choana.  The  following- 
diagnosis  was  made  :  "  Abnormally  large  cartilaginous  extremities 
of  the  Eustachian  tube  ;   anatomical  abnormality." 

Enlarged  Posterior  Ends. 

Cases. 

Mr.  W ,  aged  eighteen.    Stuffiness  in  the  nose  andears.   Occasional  tinnitus. 

Intermittent  Eustachian  obstruction.  Much  enlarged  "  mulberry  "  posterior  ends 
(bilateral),  encroaching  and  pushing  on  one  side  the  anterior  lip  of  the  tube. 
Posterior  end  removed  by  snaring  through  the  nose.  Mouth  of  tube  painted 
several  times  with  zinc  chloride,  .30  gr.  to  oz.     Eesiilt :  relief  of  symptoms. 

Niu'se  W ,  aged  thirty-five.     Chronic  middle-ear  catarrh.    Tinnitus.    Right 

ear  worst.  Intermittent  Eustachian  obstruction  right  ear.  Slightly  deaf  both 
ears.  Enlarged  posterior  end  on  the  right  side  pressing  on  the  anterior  lip  of  the 
tube.  Posterior  end  was  removed  by  snare  through  nose  and  completely  relieved 
the  tinnitus.     No  effect  on  deafness. 

Post-nasal  Polypus. 
Case. 

Captain  W .    Deaf  in  left  ear;  duration  ten  years.     Nose  blocked;  deviated 

septum  to  left ;  accident  eighteen  years  ago.  Left  membrana  tyinpani  indrawn  and 
partially  fixed.  Naso-pharyngoscope.  Large  post-nasal  polypus  extending  from 
choana  over  anterior  surface  of  the  mouth  of  tube  and  anterior  lip  into  the  moixth 
proper,  which  it  fills.  Polj'p  arises  from  inferior  turbinate.  Tubal  area  much 
congested.  Varicose  veins  on  anterior  lip  extending  into  choana.  Under  a  general 
anaesthetic  deviation  of  septum  corrected  by  a  submucous  resection  and  post-nasal 
polypus  snared.  Tube  painted  (Holmes'  method)  after  operation  with  argyrol 
20  per  cent,  daily  for  a  fortnight. 


Small  wiitch    . 
Large  watch   . 
Meatus  timing-fork  C 
Weber 
Rinne 


February  13   when 
fir.st  seen'. 

9  in. 

2  k  ft. 
—  iO  sees. 


August,  1913  vsix 

mouths  after 

operation^ . 

18  in. 

6  ft. 

— 10  sees. 


Referred  to  left  ear. 
Nesrative. 


10 
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(2)   Adenoid  Remains. 

The  varied  appearances  presented  are  referred  to  in  tlie  \vriter\s 
previous  article  in  this  Journal.  The  treatment  in  all  cases  is  the 
same :  removal  of  all  degenerated  and  diseased  tissues. 

When  limited  to  the  fossa  of  Rosenmiiller,  this  can  easily  and 
expeditiously  be  carried  out  under  cocaine  ansesthesia  and  with 
Yankauer's  speculum,  using  a  maxillary  antrum  curette  (smallest 
size)  with  a  flexible  stem  which  can  be  bent  in  a  direction  suitable 
for  each  case.  The  proceeding  is  painless  and  there  is  but  little 
bleeding.  Bridges  of  fibrous  tissue  can  also  be  removed  in  a 
similar  fashion.  Following  removal,  I  am  in  the  habit  of  painting 
the  fossa  with  a  weak  solution  of  arg.  nit. 

Adenoid  remains  on  the  roof  and  posterior  wall  of  the  naso- 
pharynx are  ideal  breeding-grounds  for  the  particular  group  of 
micro-organisms  associated  with  post-nasal  catarrh,  and  no  doubt 
when  local  conditions  are  favourable  to  their  growth  they  are,  by 
extension,  the  exciting  cause  of  acute  salpingitis  and  otitis  (see 
"Acute  Salpingitis  ")•  The  occurrence  of  the  so-called  "throat 
organisms  "  in  aural  discharges  is  too  well  known  to  need  further 
comment. 

Operation. — The  naso-pharjnix  should  be  sprayed  with  a  10  per 
cent,  solution  of  cocaine  ten  minutes  before  operation.  Then,  under 
the  direct  guidance  of  the  naso-pharyngoscope,  the  roof  and 
posterior  wall  should  be  gentl}^  curetted,  special  attention  being- 
paid  to  all  folds,  recesses  and  necrotic  areas.  Bleeding  may  be 
fairly  free,  and  it  may  be  necessary  to  withdraw  the  naso-pharyngo- 
scope from  time  to  time  as  the  prism  becomes  obscured.  The  post- 
nasal space  in  the  interval  may  be  advantageously  sprayed  with  a 
weak  astringent  solution. 

Besidts. — To  estimate  the  value  of  treatment  is  well-nigh 
impossible,  for  the  reason  that  rarely  do  these  adenoid  remains 
cause  characteristic  symptoms.  They  may  be,  and  are,  responsible 
for  post-nasal  discharges,  acute  and  chronic  salpingitis,  suppurative 
and  non-suppurative  middle-ear  catarrh,  and  tinnitus  without 
deafness  (Rosenmiiller's  fossa). 

"Prevention  is  better  than  cure,"  and  if  by  treatment  one  is 
enabled  to  prevent  a  patient  becoming  deaf  from  successive  attacks 
of  acute  salpingitis  aud  otitis,  good  is  done  impossible  of  statistical 
estimation.  Three  typical  cases  are  briefly  mentioned  although  25 
cases  have  been  treated  and  are  referred  to  in  other  sections. 
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Cases. 

Miss  C ,  aged  forty.     Chronic  middle-ear  catarrli.     Constant  low-pitched 

tinnitus.  Adenoid  remains  in  fossa.  Removed  under  cocaine  anaesthesia  with 
curette  and  Yankauer's  speculum.  Tinnitus  greatly  improved  but  not  cured. 
Deafness  unaltered. 

Commander  L ,  aged  thii-ty-eight.    Slightly  deaf  in  both  ears.    Diu-ation  five 

to  six  years.  Constant  low-pitched  tinnitus.  Left  ear  worst.  Naso-pliaryngoscope. 
Large  masses  of  granular  adenoids  in  each  fossa.  Left  Eustachian  tube  deformed. 
Under  N^O  adenoid  masses  curetted  and  left  tube  dilated.  Both  tubes  painted 
every  second  day  with  argyrol  20  per  cent.  Result :  Tinnitus  cui-ed ;  deafness 
much  improved,  i.  e.  small  watch,  increase  of  hearing  distance  from  ten  to  twenty- 
five  inches. 

Re^narks  :  Neither  with  the  finger  nor  the  post-nasal  mirror  would  these  adenoid 
remains  have  been  recognised. 

Mr.  H ,  aged  twenty-two.     Chronic  catarrh  of  the  middle  ear  (bilateral). 

Tinnitus  severe.  Adenoid  remains  in  each  fossa.  Under  cocaine  aneesthesia  and 
with  Yankauer's  speculum,  granular  remains  removed  with  curette.  Result  .- 
Tinnitus  cured.     Deafness  vmaltered. 


(3)  Accessory  Sinus  Conditions. 

While  either  the  maxillary  or  frontal  sinuses  may  drain  into  the 
post-nasal  space,  it  is  the  sphenoidal  with  which  we  are  particularly 
concerned,  as  it  always  drains  into  this  area. 

In  a  certain  number  of  cases,  by  the  aid  of  the  naso-pharyngo- 
scope,  the  orifice  of  the  sphenoidal  sinus  may  be  seen  and  recognised 
without  the  removal  of  the  middle  turbinate  bone,  its  recognition 
being  greatly  aided  by  the  presence  of  pus  exuding  from  the  sinus. 
The  nose  is  first  prepared  by  shrinking  the  mucous  membrane  with 
a  weak  cocaine  and  adrenalin  solution.  The  instrument  is  then 
passed  along  the  floor  of  the  nose  until  the  tip  reaches  the  posterior 
edge  of  the  hard  palate,  the  lens  being  turned  directly  upwards. 
The  orifice  of  the  sinus  between  the  middle  turbinal  and  septum 
will  come  into  view  in  the  lower  part  of  the  field  of  the  naso- 
pharyngoscope.  It  may  be  necessary  to  rotate  the  instrument  a 
little  to  right  or  left. 

A  sphenoidal  sinus  suppuration  may  be  easily  overlooked  or 
called  post-nasal  catarrh  if  one  relies  wholly  on  the  post-nasal 
mirror.  Neither  must  the  relationship  of  the  sphenoidal  sinus  to 
the  Eustachian  tube  be  forgotten,  as  discharge  from  the  sinus  almost 
invariably  flows  over  the  middle  turbinate  bone  into  a  Eustachian 
ostium. 

In  these  cases  the  floor  of  the  tube  is  red,  swollen  and  CEdematous, 
and  may  even  suggest  raw  beef  in  appearance.  I  have  seen  one 
such  case. 
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(4)    Varicose    Veins. 

From  further  experience  in  the  use  of  the  naso-pharyng'oscope 
I  am  inclined  to  think  that  in  my  previous  paper  the  number  of 
cases  in  which  I  stated  that  varicose  veins  were  found  was  put  at 
too  high  a  figure  (198).  I  have  now  examined  close  on  1500  cases^ 
and  my  more  recent  observations  lead  me  to  think  that  in  only 
about  15  per  cent,  of  cases  are  true  varicose  veins  found.  They  are 
then  almost  invariably  associated  with  an  enlarged  posterior  end  or 
other  abnormal  conditions  about  the  posterior  choange.  Veins 
larger  than  those  normally  found  in  this  region  are  frequently 
encountered,  but  ai'e  variations  within  physiological  limits. 

There  is  a  close  connection  between  the  veins  of  the  tympanic 
cavity  and  those  of  the  Eustachian  tube.  If  these  communicating 
plexuses  become  engorged  with  blood,  they  may  have  an  influence 
in  regulating  the  lumen  of  the  tube. 

The  treatment  in  pronounced  varicosity  on  general  principles 
should  be  an  attempt  to  obliterate  the  vessel.  In  only  one  case 
have  I  done  this. 

Case. 

Mrs.  McL ,  aged  thirty-seven,  complained  of  loud  tinnitus  in  the  right  ear. 

Xo  deafness.  Ears  normal.  Xaso-pharj-ngoscope,  slight  hypertrophy  of  right 
posterior  end  with  a  large,  tortuous  varicose  vein  radiating  from  it  and  spreading 
out  in  a  fine  plexiis  about  the  mouth  of  the  tube.  The  nasal  cavity  was  well  ana?s- 
thetised  with  cocaine  and  with  the  aid  of  a  long  galvano-cautery  point,  encased  in 
a  piece  of  rubber  tubing,  and  under  the  direct  control  of  the  naso-pharyngoscope 
the  vessel  was  obliterated  for  a  considerable  distance.  By  the  following  day  all 
tinnitus  had  quite  disappeared  and  the  fine  plexus  of  veins  about  the  mouth  had 
also  gone.  It  is  now  four  months  since  this  was  done  and  there  has  been  no  return 
of  the  tinnitus. 
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REPORTS  FOR  THE  YEAR  1913  FROM  THE  EAR  AND  THROAT 
DEPARTMENT  OF  THE  ROYAL  INFIRMARY,  EDINBURGH. 

Under  the  care  of  A.  Logan  Tuener,  M.D.,  F.E.C.S.E.,  F.R.S.E. 

PART  II. 

STATISTICAL   TABLES. 

By  John  Hewat,  M.D.,  Ch.B. 

Non-Eesident  House- Surgeon. 


Affections  of  the  Nose. 

(1777 

I.   The  External  Nose. 

Deformities                 .... 

4 

Collapse  of  alae  nasi  .... 

1 

Fracture  of  nasal  bones 

4 

Cyst  of  nose                .... 

1 

Dermatitis  of  nasal  vestibule  . 

21 

Lupus          ..... 

2 

II.   The  Nasal  Cavities. 

Deflection  of  septum  to  right 

Deflection  of  septum  to  left     . 

Irregular  deflections 

Bleeding  polypus  of  nasal  septum 

Hematoma  of  septum 

Abscess  of  septum 

Perforation  of  septum 

Acute,  subacute  and  chronic  rhinitis 

Inferior  tiirbinal  enlargement 

Polypoid  middle  tiu-binals  and  nasal  polypi 

Atrophic  rhinitis  (non-fretid) 

Atrophic  rhinitis  (foetid) 

Purulent  rhinitis 

Epistaxis     . 

Lupus  of  mucous  membrane 

Tubercular  ulceration 

Syphilitic  disease  of  nose 

Malignant  tumours  . 

Foreign  bodies 


33 


249 

262 

77 

1 

2 

3 

8 

380 

450 

100 

40 

24 

26 

35 

9 

1 

7 

3 

6 
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Nasal  neurosis  (including  asthma) 

Membranous  rhinitis 

Rhinitis  sicca 

Rhinitis  caseosa 

Synechise  between  septum  and  turbinal 

Unknown  nasal  disease 


39 
1 

14 
2 
4 
1 

1744 


Accessory  Nasal  Sinuses.  (88) 

Acvite  antral  inflammation       .  .  .  .6 

Chronic  antral  suppuration      .  .  .  .38 

Acute  frontal  sinus  inflammation  .  .  .5 

Chronic  frontal  sinus  suppuration  .  .6 

Chronic  ethmoidal  sinvxs  suppuration  .  .2 

Chronic  sphenoidal  sinus  suppviration    .  .  .1 

Chronic  fronto-maxillary  suppiu-ation    .  .  .4 
Chronic  frontal,  ethmoidal,  and  antral  suppuration  2 

Chronic  fronto-ethmoidal  suppiiration  .  .  .1 
Chronic  frontal,  ethmoidal  and  sphenoidal  suppuration  1 

Chronic  ethmoidal  and  antral  suppuration  .  .  3 

Pansinusitis    .  .  .  .  .  .3 

Dental  cyst  invading  antrum  .  .  .3 

Naso-antral  polypi     .  .  .  .  .8 

Frontal  miicocele       .  .  .  .  .1 

Malignant  disease  of  antrum  .  .  .2 

Squamous  epithelioma  of  right  frontal  sinus  .  .1 

Sarcoma  of  left  ethmoid  .  .  .  .1 


Diseases  op  the  Naso-Phartnx,  Pharynx,  Fauces  and  Mouth. 

(1412) 


Adenoids  and  enlarged  tonsils 

1082 

Acute  tonsillitis          .... 

38 

Vincent's  angina       .... 

6 

Peritonsillar  abscess 

12 

Diphthei-ia.                 .... 

2 

Catarrhal  pharyngitis  (aciite) 

12 

Retro-pharyngeal  abscess 

2 

Lateral  pharyngeal  abscess 

1 

Chronic  catarrhal  pharyngitis  and  granular  pharyngitis 

110 

Pharyngitis  sicca       .... 

20 

Keratosis  pharyngis .... 

3 

Elongated  and  bifid  uvula 

5 

Syphilis  (secondary) 

15 

Syphilis  (tertiary)     .... 

10 

Lupus          ..... 

5 

Tuberculosis               .... 

1 

Hypertrophy  of  lingual  tonsil 

5 

Enlarged  Eustachian  cushions 

2 

Multiple  telangiectasis 

1 

Papilloma  of  uvula    .... 

1 

Cyst  and  calculus  of  tonsil 

1 

Malignant  disease  of  naso -pharynx 

5 

Malignant  disease  of  palate     . 

4 

Malignant  disease  of  tonsil 

2 

Malignant  disease  of  tongue    . 

1 

Malignant  disease  of  oro-pharynx 

4 

Foreign  bodies            .... 

8 

Paralysis  of  soft  palate 

5 

Sensory  neurosis        .                .                .                . 

30 

Cleft  palate                 .... 

3 
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Acute  glossitis 
Alveolai'  abscess 
Sycosis  of  lip 
Tertiary  syphilis  of  palate 


Affections  of  the  Larynx  and  Tkachea. 
I.  Acute. 
Acute  catarrhal  laryngitis 
Acute  oedematous  laryngitis    . 


4 

1 
9 

1412 

(154) 

18 


II.  Chronic. 
Chronic  catarrhal  laryngitis 
Perichondritis 
Laryngitis  sicca 
Vocal  nodules 
Lupus 

Tubercular  disease 
Syi)hilis 


Simple  : 

Papilloma 

Myxoma 
Malignant : 

Intrinsic  carcinoma 

Extrinsic  carcinoma 


III.   T^lmours. 


4 

4 

.31 

4 

67 

3 
1 


IV.  Affections  of  the  Nerves. 
Functional  aphonia   . 
Abductor  paralysis  (left) 
Abductor  paralysis  (bilateral) 
Complete  recurrent  paralysis  (right) 
Complete  recurrent  paralysis  (left) 
Sensory  laryngeal  neurosis 


V.  Miscellaneous 
Foreign  bodies  in  larynx 
Foreign  bodies  in  bronchus 
Cyst  of  epiglottis 
Thyro-glossal  cyst 
Goitre 


Affections  of  the  (Esophagus, 
Stricture  : 

Simple     . 

Malignant 
Post-cricoid  carcinoma 
Foreign  bodies 
Neurosis 


Affections  of  the  Ear. 
I.  The  External  Ear. 
Congenital  malformations 
Erysipelas  .... 


10 

20 
3 
3 
3 

7 
6 

42 

2 

1 

1 

] 

10 

15 

(31) 

3 
5 
9 

8 
6 

31 
■  1943) 
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Perichondritis            .                .                •                 ■                           ^ 

Cerumen 

220 

Fiu'tinciilosis 

41 

Otitis  externa  clifEvisa 

44 

Strictiu'e  of  meatus   . 

2 

Exostosis  of  meatus  . 

5 

Cyst  of  meatus 

2 

Foreign  bodies 

8 

Aural  neurosis 

20 

Malignant  disease 

1 

Abscess 

1 

351 


II.  The  Middle-ear  Cleft. 


Eustachian  obstruction  : 

Eight       ..... 

30 

Left         .                                 ... 

50 

Bilateral                   .... 

.       300 

Acute  non-suppurative  otitis  media : 

Eight       ..... 

15 

Left         ..... 

20 

'  Bilateral                  .... 

23 

Chronic  non-suppurative  otitis  media  : 

Eight                        .                 .                . 

26 

Left          ..... 

20 

Bilateral                 .... 

.       120 

Acute  suppvirative  otitis  media  : 

Eight       ..... 

40 

Left          ..... 

35 

Bilateral                  .... 

15 

Chronic  suppurative  otitis  media  : 

Eight       ..... 

120 

Lett          ..... 

120 

Bilateral                  .... 

110 

Sequelas  of  chronic  suppurative  otitis  media  : 

Eight       ..... 

70 

Left          ..... 

62 

Bilateral.                .... 

105 

Acute  suppurative  otitis  media  with   mastoid  com; 

jlica- 

tions  : 

Eight        ..... 

12 

Left          ..... 

18 

Chronic  suppurative  otitis  media  with  mastoid  com 

)Uca- 

tions  : 

Eight       ..... 

23 

Left          ..... 

26 

Tubercular  otitis  media 

7 

Otosclerosis                .... 

27 

Mixed  middle-  and  inner-ear  deafness    . 

75 

Intra-cranial  complications  of  suppurative  otitis  med 

ia  : 

In  seven  acute  otitis  media  suppiu-ativa. 

•  In  nine  chronic  otitis  media  suppurativa. 

Extra-dural  abscess 

4 

Peri-sinus  abscess .... 

1 

Thrombosis  of  jugular  bulb  and  vein 

2 

Sigmoid  sinus  thrombosis     . 

2 

Seroiis  meningitis .... 

1 

Purulent  meningitis 

5 

Cerebral  abscess  (temporo-sphenoidal),  left 

2 

Cerebellar  abscess . 

1 

III.  The  Internal  Ear. 
Internal  ear  affections : 

Congenital  (including  deaf-mutism)  . 


1486 


18 


March,  1914.] 


Rhinofogfy,  and  Otology. 


137 


Traumatic 
Occupational 
Congenital  syphilis 
Acquired  syphilis  . 
Cerebello-pontine  tumour 
Tumour  at  base  of  brain 
Serous  labyrinthitis 
Suppurative  labyrinthitis 
Functional . 
Senile  changes 
Unknown  causes    . 


40 


106 


Miscellaneous  Cases. 
(These  include  cases  sent  from  other  wards  in  the  hospital  with  negative  find- 
ings, enlarged  cervical  glands,  skin  diseases,  headaches  of  obscure  origin,  mental 
defects,  eye  cases,  carious  teeth,  etc.) 

Table  of  Operations. 

The  Nose. 
Setting  nasal  fractures 


Abscess  of  seijtum 
Haematoma  of  septum 
Submucous  resection  of  septum 
Foreign  body 
Curetting  for  lupus  . 
Turbinectomy 
Nasal  polypi 
Paraffin  injection 


The  Accessory  Sinuses. 
Antrum : 

Proof  punctiu'e  of  antrum    . 

Intra-nasal  opening  of  antrum 

Radical   operation   on    antrum,    including    uaso-antral 
polypi  ..... 
Eadical  operation  on  frontal  sinus 
Ethmoidal  curetting 
Sphenoidal  sinus        .  .  _  . 

Dental  cyst  .... 

Alveolar  abscess         .  .      .  ..  „    ^. ,..  .  ,., ..  ^ 


The  Pharynx. 
Adenoids  and  tonsils  . 

Enucleation  of  tonsils  and  removal  of  adenoids 
Peritonsillar  abscess  .        .,%...,,   .,,,   , 

Eetro-pharyngeal  abscess         .       ,-•'-••■    ■^" 


The  Larynx,  Trachea,  and   (Esophagiis. 
Tracheotomy 

Removal  of  laryngeal  papilloma 
Removal  of  vocal  nodules 
Bronchoscopy 
CEsophagoscopy 
Suspension  laryngoscopy 
Foreign  body  removed  from  bronchus 
Foreign  body  removed  from  larynx 
Foreign  body  removed  from  oesophagus 
Post-cricoid  carcinoma  exposed  and  radium  inserted 
Radium  applied  to  malignant  growths  . 


1 
1 
131 
1 
2 

115 

133 

3 

389 


133 

580 

490 

10 


1082 

3 
3 

3 
39 
17 
1. 
1 
8 
1 
2 


80 
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The   Ear. 

Furunculosis 

Paracentesis 

Aural  polypi 

Abscess  over  mastoid 

Plastic  closure  after  Schwartze  operation 

Acute  mastoiditis  (Schwartze) 

Modified  radical  mastoid 

Radical  mastoid 

Operations  on  labyrinth 

Opening  sigmoid  siniis 

Ligatiu-e  of  internal  jugular  vein 

Incision  of  diu*a  for  meningitis 

Opening  extra-dui-al  abscess    . 

Opening  peri-sinus  abscess 

Exploration  of  temporo-sphenoidal  lobe 

Exploration  of  cerebellum 

Translabyrinthine  drainage  in  meningitis 


Intra- venous  injection  of  salvarsan 
Intra-venous  injection  of  neo-salvarsan 


Anesthetics. 
Local  anaesthesia 
Ethyl  chloride 
Chloroform  followed  by  ether 


New  patients  during  1913  =  3200. 


13 

31 

23 

3 

17 

30 

1 

65 

4 

4 

2 

1 

3 

1 

3 

3 

1 

205 

2 

4 

6 

590 

1084 

215 

1889 


ABSCESS    OF    THE    NASAL    SEPTUM    SECONDARY    TO 
FURUNCLE    OF    THE    VESTIBULE. 

By    Dan   McKenzie. 

The  patient  was  a  young  man,  aged  twenty-five,  a  mining  engineer 
in  West  Africa.  He  had  been  home  on  leave  for  about  three 
months  when  I  first  saw  him. 

Shortly  after  leaving  West  Africa  in  March,  1913,  he  became 
afflicted  with  boils,  one  appearing  behind  the  ear  and  another  on 
the  neck.  On  May  1  he  felt  some  irritation  inside  the  nose  on  the 
right  side,  and  two  days  later  the  outside  of  the  nose  started  to 
swell.  There  was  considerable  pain,  preventing  him  from  sleeping, 
and  ultimately  compelling  him  to  stay  in  bed.  A  doctor,  who  was 
called  in,  incised  the  swelling  inside  the  vestibule,  evacuating  a 
quantity  of  pus  which  continued  to  discharge  for  about  a  week  or 
ten  days.     Some  yellow  "  cores  "  were  observed  to  come  away. 

Six  weeks  later,  when  I  first  saw  him,  the  discharge  from  the 
vestibule  had  almost  ceased,  but  he  was  complaining  of  inability  to 
breathe  through  the  nose,  and  on  examination  this  was  seen  to  be 
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due  to  a  large  soft  swelling  on  both  sides  of  the  septum,  low  down 
and  continuous  with  the  swelling  in  the  vestibule.  A  few  days 
later  the  vestibular  swelling  had  subsided  but  there  was  no  change 
in  the  septum,  so  an  incision  w^as  made  into  it  on  the  right  side  and 
a  large  quantity  of  pus  was  delivered.  On  putting  the  little  finger 
into  the  abscess- cavity  in  the  septum,  a  fenestra  was  discovered  in 
the  cartilage  large  enough  to  let  the  finger  pass  through  it  to  the 
other  side. 

Recovery  ensued  rapidly,  but  with  some  broadening  and  depres- 
sion of  the  cartilaginous  segment  of  the  nasal  bridge. 

There  was  no  history  of  accident.  The  most  probable  explana- 
tion of  this  curious  case  is  that  the  pus  of  a  vestibular  furuncle 
which  had  developed  around  one  or  more  of  the  hair-follicles  in 
this  region  had  burrowed  back  in  the  adherent  vestibular  sub- 
cutaneous and  submucous  tissue  until  it  reached  the  smooth  subperi- 
chondrial  space,  and  that  accumulating  here,  and  being  prevented 
from  reaching  the  ethmoidal  and  vomerine  region  by  the  periosteum 
which  encloses  the  bone  edge  and  shuts  it  off  from  the  cartilage,  it 
had  finally  liquefied  the  cartilage,  already  damaged  by  the  stripping 
up  of  its  muco-perichondrium,  and  so  had  gained  access  to  the  other 
side  of  the  septum. 

It  is  possible,  of  course,  that  there  may  have  been  a  fenestra  in 
the  cartilage  prior  to  this  abscess,  of  the  type  which  has  been 
described  and  shown  by  the  writer  (1),  and  also  by  Jefferson 
Faulder  (2),  at  the  Laryngological  Section  of  the  Royal  Society  of 
Medicine,  but  that  a  unilateral  septal  abscess  may  find  its  way  to 
the  other  side  by  destroying  a  portion  of  the  cartilage  is  undeniable. 

The  behaviour  of  septal  abscesses  as  regards  burrowing  is  some- 
times peculiar.  I  can  recall  a  case  of  traumatic  hasmatoma 
abscess,  also  shown  at  the  Laryngological  Section  of  the  Royal 
Society  of  Medicine  (3),  in  which  the  pus  found  its  way  downwards 
in  front  of  the  superior  maxilla,  protected  like  the  vomer  by  its 
periosteum,  and  opened  in  the  mouth  in  the  gingivo-labial  recess 
of  the  upper  lip  to  one  side  of  the  frajuum.  It  was  possible  to  pass 
a  probe  through  the  fistulous  opening  in  the  mouth  directly  up  into 
the  abscess-cavity  in  the  septum. 

So  far  as  I  have  been  able  to  discover  there  does  not  seem  to 
be  any  case  described  in  the  literature  equivalent  to  either  of 
these  two  cases.  But  as  regards  the  tracking  of  pus  between  the 
nose  and  the  mouth,  although  the  above  sequence  seems  to  be  un- 
precedented, on  the  other  hand  a  number  of  cases  have  been 
recorded  in  Avhich  pus  from  a  carious  incisor  tooth  has  burrowed 
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its  way  upwards  into  the  nose  and  has  led  to  the  formation  of  a 
subperichondrial  septal  abscess  (4).  In  some  instances  the  explana- 
tion given  is  that  the  pus  probably  reached  the  septum  by  way  of 
the  anterior  palatine  foramen,  but  one  or  two  observers  suggest  as 
an  alternative  route  that  followed  from  above  by  the  pus  in  my 
case,  namely,  along  the  outer  aspect  of  the  bone  of  the  maxilla. 

Septal  abscess  is  known  to  follow  typhoid  fever,  smallpox,  ery- 
sipelas and  influenza,  but,  as  I  have  already  said,  I  have  not  been 
able  to  find  any  record  of  its  association  with  furunculosis  of  the 
vestibule. 

Eefekences. 

(1)  McKenzie,  Dan. —  Journal  of  Laryngology,  Ehinology,  and  Otology, 
vol.  XXV,  p.  6.32. 

(2)  Faulder,  Jefferson. — Ibid.,  vol.  xxviii,  p.  545. 

(3)  McKenzie,  Dan. — Ibid.,  vol.  xxiii,  p.  258. 

(4)  Tradtmann,  G.— Frankel's  Archiv  f.  Laryngoh,  Bd.  xxxii.  Heft  3, 1910,  p.  360. 
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Mr.  Eichari)  Lake,  President,  in  the  Chair. 

Mastoiditis  without  any  Apparent  Middle-ear  Suppuration. 

— Dan  McKenzie.— A  girl,  aged  six.  Tousils  aud  adenoids  were  removed 
on  November  27,  1912.  For  several  days  after  the  operation  pain  was 
felt  at  times  when  the  ear  was  touched,  but  no  genuine  earache  was 
experienced.  On  January  1,  1913,  the  mastoid  region  began  to  show 
swelling,  aud  on  January  2  she  returned  to  hospital,  where  the  cortical 
mastoid  operation  was  at  once  performed.  As  far  as  could  be  made  out 
the  membrane  seemed  to  have  a  perfectly  normal  appearance,  aud  at  no 
time  was  there  any  discharge  from  the  meatus.  The  mastoid  cells  were 
occupied  by  pus  and  granulations.     Recovery  was  uneventful. 

In  Mr.  Stuart-Low's  experience  these  cases  were  not  uncommon. 
He  had  often  operated  upon  children  where  a  mastoiditis  has  supervened, 
and  even  a  mastoitl  abscess,  and  there  had  never  been  auy  aural  discharge 
nor  evident  middle-ear  implication  whatever.  Such  cases  were  usually 
influenzal,  and  gave  a  history  of  "  throat  first  being  affected."  No  doubt 
in  all  such  instances  a  fugitive  otitis  media  had  been  present,  but  the 
infection  seemed  to  rapidly  pass  on  and  settle  in  the  mastoid  antrum, 
and  subsequently  set  up  a  mastoiditis,  periostitis,  and  mastoid  abscess. 

Mr.  Whale  had  under  his  care  at  the  moment  a  child,  aged  five,  in 
whom  there  was  a  large  peri-sinus  abscess  in  the  ski;ll,  extending  back- 
wards 1  in.  along  the  horizontal  part  of  the  sinus.     An  ounce  of  pus  was 
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evacuated,  and  there  was  evidence  that  the  middle  ear  was  the  focus  of 
the  trouble,  for  the  membrane  bulged  at  the  time,  and  after  the  opera- 
tion this  bulging  subsided  ;  the-  child  was  now  rapidly  recovering,  the 
membrane  being  normal. 

Dr.  Kelson  said  the  case  must  be  considered  not  proven.  It  was  the 
old  argument — post  hoc,  propter  hoe  ;  the  woman  said  the  operation  was 
performed  two  months  previously,  and  unless  there  was  evidence  of  some 
pathological  condition  being  set  up  and  persisting  during  this  interval,  it 
was  only  supposition  to  say  it  was  due  to  the  operation. 

Acute  Purulent  Otitis  Media,  with  Signs  of  Acute  Labyrinthitis  ; 
Recovery  without  Labyrinth  Operation. — F.  W.  Bennett  and  Dan 
McKenzie. — The  patient,  a  hospital  nurse,  aged  twenty-nine,  came  under 
Dr.  Bennett's  care  in  December,  1912,  with  pain  in  the  right  ear  and 
discharge  of  two  or  three  weeks'  duration  following  influenza.  The 
cortical  mastoid  operation  was  performed  a  month  later,  l)ut  fever, 
vertigo,  and  deafness  continued.  Three  weeks  later  the  wound  was  re- 
opened and  a  further  exploration  made,  in  the  course  of  which  the  middle 
fossa,  which  was  very  low,  was  opened.  No  fistula  into  the  labyrinth  was 
detected,  although  labyrinth  symptoms  were  marked.  The  temperature 
fell  to  normal  after  the  second  operation,  and  the  wound  slowly  healed. 
The  patient  came  under  Dr.  Dan  McKenzie's  care  on  October  17,  1913, 
complaining  of  severe  and  continuous  pain  behind  the  right  ear  radiating 
up  to  the  top  of  the  head  and  down  into  the  neck.  There  was  giddiness 
on  slight  movement  of  the  head ;  nausea,  but  no  vomiting.  The  patient 
tended  to  fall  to  the  right.  There  was  no  spontaneous  nystagmus.  The 
post-aui'al  wound  was  healed,  and  there  was  no  discharge  from  the  ear. 
The  tests  showed  absence  of  hearing  in  the  right  ear  (noise-machine)  and 
the  vestibular  reactions  were  absent.  The  temperature  was  normal.  On 
October  20  the  radical  mastoid  operation  was  performed  as  an  exploratory 
measure,  but  all  the  parts  were  sound,  and  there  was  no  sign  of  pus  any- 
where. A  lumbar  puncture  gave  normal  cerebro-spinal  fluid.  The  pain 
continued  after  the  operation,  and  on  October  25  lumbar  puncture  was 
again  performed,  and  normal  cerebro-spinal  fluid  again  obtained.  On 
October  28  a  neurological  examination  was  made,  with  the  diagnosis  of 
functional  disorder.  A  few  days  later  under  strong  moral  suasion  the 
pain  and  other  symptoms  suddenly  disappeared.  Recovery.  The  right 
ear  is  still  quite  deaf,  and  the  vestibular  responses  are  negative. 

Malignant  Disease  of  External  Ear,  with  Extensive  Invasion  of 
Temporal  Bone  ;  Operation  ;  Recovery. — W.  Milligan. — Female, 
aged  fifty-four,  first  seen  on  June  20, 1913.  The  whole  of  the  right  auricle, 
with  the  exception  of  the  lobule,  ulcerated  away.  Enlarged  glands  about 
angle  of  jaw  and  in  front  of  sterno-mastoid.  History  of  eight  months' 
progressive  destruction  of  tissue.  Symptoms  :  Severe  pain  in  the  region 
of  the  ear  and  lower  jaw :  marked  loss  of  weight  and  weakness.  Right 
membrana  tympani  perforated  in  lower  anterior  segment.  Portion  of 
growth  removed ;  epithelioma.  June  26,  operation :  Ligature  of 
external  carotid  artery.  Complete  removal  of  ulcerated  surfaces  includ- 
ing lobule  of  the  ear.  Underlying  bone  (squamo-mastoid  portions  of 
temporal  bone)  found  to  be  extensively  involved  by  growth.  On  account 
of  collapsed  condition  of  patient  further  operative  interference  fiost- 
poned.  July  17  :  The  whole  of  the  mastoid  process,  including  apex, 
removed.  Lateral  sinus  freely  exposed.  Squamous  portion  of  temporal 
bone  removed   immediately   below  sutural  line,  with   consequent    large 
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exposure  of  dura  mater  of  middle  fossa,  which  in  one  place  was  found  to 
be  involved.  Grranulation-tissue  removed  and  pure  carbolic  acid  applied. 
Enlarged  glands  removed.  Progress  since  operation  good.  After  second 
dressing,  5  per  cent,  solution  of  scarlet  red  in  olive  oil  applied  every 
second  day.  Epidermisation  over  granulating  dura  rapid.  Perforation 
of  membrana  tympani  healing.  About  the  middle  of  August  patient 
transferred  to  Skin  Hospital  for  Finsen  light  treatment.  January, 
1914:  Whole  surface  healed  with  the  exception  of  |  in.  just  above  and 
anterior  to  the  external  auditory  meatus.  No  sign  of  any  recurrence, 
local  or  otherwise.     Perforation  of  membrana  tympani  healed. 

Dr.  Urban  Pritchard  considered  that  it  was  as  yet  early  days  to 
judge  concerning  the  I'esult  in  this  case. 

Mr.  G.  J.  Jenkins  alluding  to  the  use  of  scarlet  red  in  a  malignant 
case,  said  that  suggestions  had  been  advanced  that  it  favoured  the 
incidence  of  epithelioma.  When  used  for  ulcers  of  the  leg,  for  example, 
it  was  said  to  have  caused  epithelioma. 

Dr.  MiLLiGAN  was  aware  of  the  allegations  against  scarlet  red  whic 
Mr.  Jenkins  mentioned,  but  did  not  know  of  a  case  in  which  any  harm 
had  actually  been  proved.  He  had  used  it  on  very  many  occasions,  and 
had  seen  nothing  go  wrong.  A  colleague  said  recently  he  thought  it  a 
very  irritating  preparation,  but  he  (Dr.  Milligan)  had  not  found  it  so. 
In  this  present  case  there  had  lieen  a  very  large  granulating  surface  ; 
practically  the  whole  temporal  bone  had  been  removed  except  the  petrous, 
and  he  thought  scarlet  red  would  help  matters  ;  the  new  epithelium 
seemed  quite  good. 

Cerebellar    Abscess;    Operation;    Recovery.— W.    Milligan. — 

Male,  aged  fifteen,  first  admitted  April,  1909,  with  both  ears  discharging. 
Radical  operation  upon  right  ear ;  local  treatment  advised  for  left  ear. 
Ee-admitted  November  10,  1913.  Right  ear  perfectly  well :  antro- 
tympanic  cavity  completely  epiderinised. 

For  past  tliree  weeks  he  had  complained  of  severe  headache,  mainly 
frontal.  Had  felt  sick,  but  has  not  vomited  until  day  before  admission. 
Had  been  very  constipated.  Patient  rational,  but  cerebration  slow. 
Temperature,  98-2°  F.,  pulse  6H,  respiration  18.  No  paralysis.  Knee- 
jerks  exaggerated,  equal.  No  Babinski.  Marked  ataxia.  Tendency  to 
fall  forward.  Dysdiadokokinesis  present.  Pupils  equal  and  dilated. 
Optic  neuritis  (?).  Nystagmus  on  looking  to  left  (affected  side).  Left 
auditory  meatus  full  of  dense  polypoid  tissue  and  pus — impossible, 
therefore,  to  make  a  complete  labyrinth  examination.  Diagnosis  :  Left 
cerebellar  abscess.  Previous  to  operation  4  dr.  of  cerebro- spinal  fluid 
withdrawn — clear  and  under  pressure.  Operation  :  Radical  mastoid. 
Opening  made  through  posterior  wall  of  antrum  ;  cerebellar  dura 
exposed  ;  incised.  Abscess  containing  a  little  over  ^  oz.  of  pus  evacuated , 
Drainage  by  means  of  rubber  tube.  Bacteriological  examination  :  Almost 
a  pure  streptococcal  infection  ;  a  few  staphylococci  present. 

Mr.  Jenkins  asked  whether  Dr.  Milligan  had  ever  noticed  that  in 
doing  a  lumbar  puncture  there  was,  after  the  puncture,  a  more  definite 
localising  pain  than  before  the  puncture.  He  recently  had  a  case  in 
which  the  difference  in  that  way  was  very  marked ;  the  patient,  imme- 
diately after  the  lumbar  puncture  was  done,  placed  a  finger  on  the  side 
of  the  head  about  the  position  of  posterior  part  of  the  temporo- 
sphenoidal  lobe  which  contained  an  abscess.  Perhaps  the  experience  is 
worth  remembering  as  a  possible  aid  to  localisation. 

Dr.   Milligan   thought  he  would   have   been    severely  handled  by 
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members  for  having  done  a  lumbar  puncture  at  all  in  tlie  case  ;  he  had 
been  criticised  for  having  done,  so  on  previous  occasions,  but  in  his 
opinion  it  was  a  valuable  proceeding  under  certain  circumstances. 

An  Uncommon  Form  of  Malignant  Disease  of  the  Ear. — 
Sydney  Scott.— The  following  example  of  malignant  disease  of  the  ear 
is  uncommon,  in  that  there  was  an  ulcerating  growth  which  resembled  a 
rodent  ulcer  in  appearance  and  structure,  but  contained  large  numbers 
of  keratinised  epithelial  "  cell-nests,"  and  was  accompanied  bj  meta- 
stases in  the  neighbouring  lymphatic  glands  and  in  the  sterno-mastoid 
muscle.  Male,  aged  forty-six,  an  engineer's  fitter,  was  first  seen  in 
October,  1913,  when  he  had  an  ulcerating  growth  which  involved  the 
left  auricle.  The  growth  blocked  up  the  external  auditory  meatus,  and 
the  left  side  of  the  face  was  completely  paralysed.  History  :  The  disease 
had  begun  as  a  swelling  behind  and  below  the  ear  five  years  previously. 
The  swelling  grew  steadily  larger,  and  then  after  twelve  months  "  broke  " 
and  formed  an  ulcer  which  persisted,  spreading  steadily  for  four  years. 
The  face  had  been  paralysed  for  four  or  five  weeks.  Local  condition  : 
The  lower  half  of  the  left  auricle  was  involved  in  an  ulcerating  swelling. 
The  ulcerated  area  corresponded  to  the  retro-auricular  sulcus.  The  ulcer 
took  the  form  of  a  deep  fissure  about  2  in.  long.  The  edges  were 
indurated  and  everted.  There  was  a  second  ulcer  in  the  floor  of  the 
meatus  which  was  occluded  by  the  growth.  A  considerable  swelling  was 
obvious  in  the  parotid  region  and  in  the  adjacent  part  of  the  sterno- 
mastoid  muscle.  The  cervical  lymphatic  glands  lower  down  were 
palpably  enlarged  and  an  isolated  hard  lump  was  found  in  the  sterno- 
mastoid  muscle.  Treatment :  The  disease  was  removed  in  October, 
1913,  in  two  stages — the  main  mass  with  the  parotid  salivary  gland  at 
the  first  stage,  and  the  cervical  lymphatic  glands  with  a  second  portion 
of  the  sterno-mastoid  muscle  at  the  second  stage.  An  attack  of  erysipelas 
followed  the  second  operation.  As  it  had  been  impossible  to  cover  the 
exposed  tissues  with  integuments  the  process  of  healing  was  expedited 
by  Thiersch  skin-grafts. 

Pathological  Report  on  Sections  of  Groivtli  in  Region  of  Pinna. — 
Section  1  :  Piece  of  edge  of  ulcer  close  to  pinna.  The  section  shows 
masses  of  deeply-staining,  small  spheroidal  cells  with  a  tendency  towards 
a  palisade  arrangement  at  the  margins  resembling  that  seen  in  a  rodent 
ulcer.  These  masses  of  cells  are  infiltrating  adjacent  tissues.  Scattered 
throughout  the  section  are  large  numbers  of  "cell-nests,"  composed  of 
keratinised  squamous  epithelium.  These  are  singularly  well  formed  and 
perfect.  Section  2  :  Of  a  secondary  deposit  in  the  sterno-mastoid.  The 
section  shows  a  mass  of  striped  muscle,  in  the  substance  of  which  there 
is  a  secondary  deposit  of  growth  similar  to  that  shown  in  the  first 
section.  The  cell-nests  are  not  nearly  so  numerous.  Section  3  :  Of  a 
lymph-gland  from  the  neck.  The  section  shows  the  structure  of  a 
lymph-gland  affected  with  tubercle.  There  is  a  considerable  amount  of 
endothelial  proliferation  and  many  multinucleated  giant-cells.  In  one 
part  of  the  gland  there  is  a  small  deposit  of  growth  similar  to  1  and  2, 
but  there  are  no  cell-nests. 

Dr.  MiLLiGAN  did  not  feel  certain  concerning  one  little  spot ;  it 
seemed  as  if  a  nodule  was  there.  From  the  description — not  having  seen 
the  microscopic  sections — he  would  have  thought  it  was  a  carcinoma. 
Was  the  gland  in  section  3  infected  from  the  throat  P  On  reading  the 
notes  over,  it  seemed  that  there  might  have  been  some  infection  from 
the  throat.     Also,  did  Mr.  Scott  think  the  attack  of  erysipelas  was  bene- 


144  The  Journal  of  Laryngology,         [March,  1914. 

ficial  in  this  case  ?  Once  or  twice  erysipelas  had  arisen  in  patients  after 
aural  operations,  and  had  apjDeared  to  constitute  an  excellent  wliipper-up, 
caiising  rapid  healing. 

Mr.  MoLLisoN  asked  whether  Mr.  Scott  proposed  to  tise  radium 
emanations  with  a  view  to  preventing  a  recurrence. 

Mr.  Jenkins  asked  whether  Mr.  Scott  regarded  the  secondary  deposit 
as  a  rodent  ulcer,  or  as  epithelioma.  He  was  aware  of  the  difficulty  of 
classifying  these  tumours,  but  cases  were  known  in  which  a  rodeut  ulcer 
had  shown  something  like  cell-nests.  He  also  had  intended  to  ask  as  to 
whether  or  not  there  was  improvement  associated  with  the  occurrence  of 
erysipelas  in  this  cancerous  condition. 

Mr.  Sydney  Scott  replied  that  he  would  not  care  to  express  any 
views  in  favour  of  erysipelas  in  the  treatment  of  malignant  disease,  but 
recalled  the  introduction  of  Coley's  fluid,  which  was  manufactured  from 
strains  of  streptococci  obtained  from  erysipelatous  patients.  The 
secondai-v  deposits  had  the  histological  appearances  of  rodent  ulcer.  He 
was  in  favour  of  the  view  that  the  recurrences  would  behave  as  rodent 
ulcer. 

[Addendum. — January  30, 1914  :  Mr.  Scott  had  removed  the  ulcerated 
spot  referred  to  by  Dr.  Milligan  and  it  presented  the  same  histological 
characters  as  the  original  growth.  The  patient  was  still  under 
observation.] 

Patient  after  Operation  for  Aural  Vertigo. — Richard  Lake. — 

Male,  aged  sixty-one,  had  been  totally  deaf  on  the  left  side  for  at  least 
three  years,  and  had  suifered  with  constant  attacks  of  giddiness  and 
sickness  for  about  seven  years.  He  had  led  an  extremely  active  life. 
The  first  attack  of  vertigo  came  on  seven  years  ago  quite  suddenly  while 
he  was  in  bed  and  asleep.  Since  then  the  attacks  have  steadily  increased 
in  frequency,  but  are  not  so  severe  as  the  first  one.  The  attacks  came  on 
without  warning,  and  he  either  falls  to  the  ground,  or  if  he  has  time  to 
CTot  hold  of  some  suj^port  he  lowers  himself  down  and  remains  quiet  imtil 
the  attack  has  passed.  He  does  not  lose  consciousness.  He  head 
appears  to  spin  round  and  objects  seem  to  rotate  in  a  vertical  plane. 
He  vomits  unless  he  keeps  his  eyes  shut,  and  if  he  attempts  to  move  he 
gets  marked  deviation  to  the  left.  He  has  to  lie  down  for  four  or  five 
hours  for  each  attack.  He  has  continued  tinnitus  in  the  left  ear,  which 
is  also  deaf.  The  attacks  occur  much  more  frequently  from  March  to 
November.  On  examination  the  patient's  blood-pressure  was  found  to 
be  110.  His  heart,  lungs,  etc.,  were  all  normal.  There  was  no 
Rombergism  ;  his  gait  was  steady,  with  no  deviation  and  no  ataxia.  No 
nystagmus  in  the  left  eye.  (The  right  eye  is  an  artificial  one.)  Caloric 
tests  :  The  left  ear  syringed  with  water  at  60°  F.,  nystagmus  to  the  right. 
The  right  ear  ditto,  nystagmus  to  the  left.  Rotation,  clockwise,  vertigo 
.ind  nystagmus  for  ten  seconds.  Counter  clockwise,  no  vertigo,  nystag- 
mus for  three  seconds  only.  Operation,  October  30  :  Complete  vestibu- 
lotomy. One  must  not  forget  that  this  patient  is  at  the  time  of  year 
when  he  previously  had  the  least  vertigo.  The  case  is  shown  chiefly  to 
demonstrate  the  ease  with  which  a  patient  of  his  age  is  able  to  tolerate 
the  operation. 

Mr.  SoMERviLLE  HASTINGS  asked  what  guided  Mr.  Lake  in  his 
selection  of  cases  for  operation.  As  he  was  known  to  have  operated 
upon  a  number  of  such  cases,  mostly  with  complete  success,  it  would  be 
useful  to  know,  briefly,  in  what  way  he  selected  the  cases  for  the 
operation. 
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Dr.  A.  GrKAY  asked  if  there  had  been  a  Wassermann  reaction  taken. 
The  right  eye  was  an  artificial  one,  and  it  would  be  interesting  to  know 
what  it  was  removed  for.  He  had  felt  some  curiosity  as  to  how  many 
of  these  cases  were  syphilitic,  and  how  many  were  not. 

Dr.  MiLLiGAN  asked  as  to  the  aetiology,  as  no  reason  was  given  for 
the  trouble;  110  was  a  low  blood-pressure  for  a  patient  of  his  age.  Was 
such  a  case  likely  to  be  due  to  progressive  thrombosis  ?  He  asked  the 
patient  whether  he  had  had  any  attacks  of  vertigo  since  the  operation, 
and  he  I'eplied  that  he  had  had  none.  That  was  a  very  satisfactory 
result  for  such  a  difficult  class  of  operation.  He  had  operated  upon 
several  such  cases.  Many  of  his  patients  suffered  a  good  deal  from 
shock  shortly  after  operation,  and  did  not  get  rid  of  their  vertiginous 
feelings  for  two  or  three  weeks.  After  clearing  out  the  bony  cavitv,  he 
asked  what  method  of  disinfection  or  otherwise  Mr.  Lake  carried  out ; 
such  a  little  matter  often  made  a  great  difference  in  regard  to  the 
destruction  of  the  end-organ. 

Dr.  A.  Gray  said  the  case  had  interested  him  deeply,  and  he  would  like 
to  know  whether  information  could  be  given  as  to  the  patient's  muscular 
tone.  Ewald  and  some  others  had  said  a  good  deal  about  muscular  tone 
being  controlled  by  the  semi-circular  canals,  but  he  had  not  much  belief 
in  the  idea.  Of  course,  the  shock  from  this  or  any  operation  would  affect 
the  muscular  tone  long  afterwards.  Ewald  said  the  skeletal  muscles 
derived  their  tone  from  the  "  tone  labyrinth."'  A  vestibulotomy,  espe- 
cially a  double  one,  should,  on  this  idea,  leave  the  muscular  tone  greatly 
affected.  Mr.  Lake  had  a  case  on  which  he  did  a  double  vestibulotomy, 
and  he  remarked  that  the  mu.scular  tone  was  not  affected  at  all. 

Dr.  FitzGerald  Powell  woidd  like  to  hear  about  the  character  of 
the  man's  deafness,  and  what  was  found  at  the  operation  ;  whether  he 
had  mastoiditis,  and  what  was  the  character  of  the  ear  trouble,  if  anv. 

The  President  (Mr.  Richard  Lake)  replied  that  he  was  much  averse 
to  operating  on  this  man,  because  of  two  things  :  he  was  aged  sixty-one. 
and  his  blood-pressure  was  very  low.  He  had  never  felt  certain  whether 
these  cases  should  be  operated  on  when  the  blood-pressure  was  low.  He 
would  not  operate  on  any  man  who  was  not  absolutely  deaf  on  that  side, 
or  at  least  practically  deaf.  Secondly,  to  justify  operation  the  labv- 
riuth  should  be  an  active  one.  All  extraneous  causes  of  vertigo  must  be 
eliminated ;  they  were  now  fairly  well  known,  and  it  was  not  now  reallv 
difficult  to  avoid  making  mistakes.  One  of  his  cases  had  some  vertigo 
afterwards.  The  present  was  his  sixteenth.  With  regard  to  muscular 
tone,  von  Stein,  of  Moscow,  made  a  good  deal  of  this,  and  for  a  long  time 
he  (Mr.  Lake)  tested  the  point,  trying  the  grip  of  patients,  and  so  on, 
and  he  concluded  that  in  this,  as  in  statistics,  one  could  elicit  what  one 
specially  wanted.  The  patient's  right  eye  was  lost  owing  to  glaucoma. 
With  regard  to  aetiology,  it  was  chiefly  owing  to  the  uncertainty  of  this 
that  he  hesitated  about  operating ;  and  he  prepared  his  mind  for  failure. 
It  was  quite  likely  that  the  cause  was  progressive  thrombosis.  With 
regard  to  shock,  he  never  used  the  hammer  in  the  operation,  so  that  no 
concussion  was  produced,  and  he  thought  that  omission  materiallv  reduced 
the  amount  of  shock.  After  having  opened  up  above  and  below  the 
facial  nerve  and  scraped  out,  as  far  as  possible,  the  whole  of  the  mternal 
surface  of  the  vestibule,  he  wiped  out  the  whole  cavity  with  commercial 
formalin,  by  means  of  cotton-wool  wound  round  a  steel  probe,  in  that 
way  destroying  every  fragment  of  nerve-ending  which  was  exposed.  The 
nerves  themselves  were  carried  in  bony  canals  in  the  vestibular  wall,  so  it 
was  necessarv  to  sci-ape  fairly  hard.     He  did  not  take  the  Wassermann 
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reaction.  This  patient  was  absolutely  deaf  to  all  aerial  sound-waves  on 
the  affected  side,  though  he  had  some  bone- conduction,  which  was  not 
materially  altered. 

Demonstration  of  Photographs  showing  Sound-waves  as  pro- 
duced   by    various    Musical    Instruments. — Richard    Lake— The 

photographs  exhibited  were  taken  by  Mr.  W.  Duddell,  F.R.S.,  by  a 
method  devised  by  himself.  For  many  years  the  exhibitor  had  been 
trying  to  get  photographs  of  sound-waves,  but  could  not  succeed  until 
Mr.  Duddell  was  kind  enough  to  take  this  series  by  means  of  an  instru- 
ment which  had  a  period  of  its  own.  There  was  nothing  in  Nature 
which  had  not  a  period  of  its  own  and  which  did  not  vibrate  to  some 
musical  note.  The  instrument  with  which  these  photographs  were  taken 
had  a  period  of  760  vibrations  per  second,  consequently  the  harmonics  of 
this  order  were  magnified,  hence  the  curves  could  not  be  taken  as  abso- 
lutely correct,  but  the  slight  inaccuracy  would  probably  not  interfere  with 
the  interest.  A  complete  octave  could  not  be  shown.  As  oneajjproaclied 
the  note  produced  l)y  760  vibrations  per  second  exaggerations  were  noted, 
but  in  proportion  as  one  receded  from  the  fundamental  tone  the  instrument 
became  truer. 

Haematoma   Auris  ;    Operative   Treatment.— G.  J.   Jenkins. — 

Female,  aged  thii'ty-two.  The  haematoma  was  the  result  of  a  blow 
received  on  December  19,  1913.  When  seen  next  day  the  swelling 
involved  the  whole  of  the  internal  surface  of  the  cartilaginous  part  of  the 
pinna,  and  was  about  the  size  of  a  hen's  egg.  The  margin  of  the  helix 
could  just  be  distinguished.  Ou  December  20  an  incision  was  made 
along  the  margin  of  the  helix.  The  contents  were  mostly  fluid  blood  ; 
some  clots  in  lower  part.  The  blood  was  on  the  external  surface  only 
and  extended  somewhat  into  the  meatus.  The  present  condition  seems 
to  justify  the  operative  procedure. 

Dr.  MiLLiGAN  said  the  case  raised  the  important  point  as  to  whether 
it  was  advisable  to  incise  a  haematoma  so  soon  after  its  occurrence. 
Mr.  Jenkins  incised  this  on  the  day  following  its  formation,  and  he  asked 
whether  that  was  deemed  to  be  the  best  line  of  treatment.  Was  it  not 
better,  in  such  an  early  case,  to  try  very  gentle  massage,  cold  compresses, 
ice,  etc.  ?  Though  this  result  was  good,  there  were  always  risks  in 
incising  hsematomata.  He  had  tried  pressure  between  two  layers  of 
Gamgee  tissue,  and  an  elastic  bandage  over  the  head,  and  the  result  had 
been  good. 

Mr.  KiscH  asked  how  long  Dr.  Milligan's  cases  took  to  recover.  He 
thought  Mr.  Jenkins  was  to  be  congratulated  on  the  rapidity  of  the 
healing  in  his  case.  His  experience  was  that  they  took  a  long  time  to 
subside  if  left  alone,  and  consequently  any  method  which  shortened  the 
time  of  healing  was  advisable. 

Mr.  Jenkins  replied  that  he  had  sent  the  case  hoping  that  the  point 
raised  by  Dr.  Milligan  would  be  discussed.  He  had  no  experience  to 
show  how  long  blood  in  this  situation  required  to  clot.  By  opening  up 
the  haematoma  twenty-four  hours  after  the  injury  and  clearing  out  the 
blood,  one  avoided  secondary  bleeding,  and  should  be  able  to  get  the 
perichondrium  in  close  relation  with  the  cartilage  once  more.  If  this 
haematoma  had  been  left  alone,  there  must  have  been  more  organised 
material  to  contract  later  on  than  under  present  conditions.  If  he  were 
to  have  a  similar  case  he  would  like  to  procure  a  cast  of  the  opposite  ear, 
and  get  a  sculptor  to  produce  a  negative  to  put  on  the  affected  ear,  and 
so  ensure  the  perichondrium  being  in  accurate  apposition.     After  making 
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the  incision  in  this  case  he  took  great  care  to  pack  the  perichondrium  in 
close  apposition  to  the  cartilage,  but  even  when  carefully  putting  on  the 
bandage  the  dressings  were  liabl'e  to  slip,  and  so  disturb  the  parts.  He 
had  seen  aspiration  of  blood-cvsts  cai*ried  out,  but  the  result  had  not 
been  anything  like  so  good  as  that  in  this  case.  There  was  still  some 
thickening  left — possibly  from  perichondritis,  or  may  be  blood. 

Case  for  Diagnosis. — SomerYille  Hastings. — A  clerk,  aged  thirty- 
four.  No  family  history  of  deafness.  Though  liviug  in  South  America 
he  had  never  had  malaria.  Fourteen  years  ago  he  met  with  an  accident 
cycling,  and  was  unconscious  for  four  hours.  He  had  no  bleeding  from 
nose  or  ears,  but  kept  his  bed  for  a  fortnight.  After  this  he  was 
completely  deaf  in  the  right  ear.  Early  in  January,  1913,  he  states  that 
he  noticed  that  the  hearing  of  the  left  ear  became  impaired,  but  this  only 
lasted  a  couple  of  hours.  Three  weeks  later  he  had  a  feverish  cold,  and 
in  forty-eight  hours  the  hearing  of  his  left  ear,  which  had  previously  been 
quite  good,  was  completely  lost.  He  was  slightly  giddy  at  the  time  and 
suffered  from  slight  giddiness  a  few  days  later.  He  had  never  had  ear 
discharge.  The  patient  appears  to  be  completely  deaf.  He  hears  nothing 
by  air-conduction,  and  it  is  probable  that  he  only  feels  the  vibration  when 
tuning-forks  are  placed  on  his  mastoids.  Both  labyrinths  react  normally 
to  irrigation  with  cold  water.  On  rotation  to  the  left,  rotatory  nystagmus 
to  the  right.  Rotation  to  the  right  produces  left  nystagmus.  In  neither 
case  is  giddiness  produced.  On  catheterisation  air  enters  both  tubes 
readily.  Wassermann's  reaction  is  negative.  By  way  of  treatment, 
iodides,  pilocarpine  injections  and  blisters  have  been  tried.  Eecently,  at 
the  patient's  urgent  request,  I  have  applied  radium  on  the  right  over  the 
mastoid  and  on  tlie  left  in  the  meatus.  Though  there  have  been  very  definite 
reactions  on  both  sides  no  improvement  in  hearing  has  resulted.  The  ex- 
hibitor invited  suggestions  as  to  the  pathology  and  treatment  of  the  case. 

The  President  said  this  was  one  of  the  cases  where  one  felt  the  dis- 
advantage of  saying  whether  a  patient  could  hear  in  the  midst  of  the 
other  noises  which  were  going  on.  He  had  a  suspicion  that  it  might  be 
some  functional  trouble.  The  Wassermann  reaction  should  be  done 
indei^endeutly  by  two  or  thi*ee  people.  Negative  results  were  not  so 
definite  as  positive  ones. 

Mr.  Scott  recollected  having  seen  this  patient  a  month  or  more  ago 
and  had  then  tested  the  hearing  with  the  tone  series  apparatus  and 
monochord.  The  patient  was  at  that  time  absolutely  deaf  by  air-  and 
bone-conduction  throughout  the  whole  tone  range.  The  rotation  tests 
still  give  normal  reactions.  He,  too,  would  very  much  like  to  know  the 
pathology  explaining  this  deafness. 


PROCEEDINGS    OF    THE     ROYAL    SOCIETY    OF 
MEDICINE— LARYNGOLOGICAL    SECTION. 


December  o,  1913. 


Dr.  D.  E.  Paterson,  President,  in  the  Chair. 

Three  Foreign  Bodies,  the  Colour  of  which  made  Extraction 
more  Difficult.— D.  R.  Paterson.— fa)  Reddish  seed  from  the  bronchus. 
— A  child,  aged  four,  admitted  in  April,  1913,  was  said  to  have  aspirated 
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a  small  stone  which  she  had  in  her  mouth.  There  was  some  cough  and 
wheezy  breathing.  Nothing  was  seen  by  radiogTaphy,  but  there  wei-e 
signs  on  the  left  side  of  tlie  chest  with  impaired  breath-sounds.  AVlien 
the  child  was  going  under  the  anaesthetic  retching  came  on,  and  breathing- 
stopped.  It  was  surmised  that  the  foreign  body  had  got  displaced  into 
the  glottis,  and,  as  the  child  was  in  imminent  danger,  tracheotomy  was 
done,  with  immediate  relief  to  the  respiration.  The  interior  of  the  larynx 
pi'esented  a  more  or  less  uniform  redness,  and  this  puzzling  appearance 
was  explained  when  the  foreign  body,  on  extraction,  proved  to  resemble 
closely  in  colour  that  of  the  lai'yngeal  mucosa.  It  was  a  seed  f  in.  long, 
having  a  red,  polished  covering,  {h)  Pink  ring  from  the  guUet. — A  child, 
aged  two  and  a  half,  seen  last  Boxing  Day.  It  had  swallowed  a  ring, 
said  to  be  white,  concealed  in  a  Christmas  plum  pudding.  The  X-ray 
plate  showed  it  opposite  the  sternal  notch.  On  passing  a  tube  down, 
what  looked  exactly  like  a  ti'ansverse  oedematous  fold  of  mucosa  was 
difficult  to  explain  until  careful  exploration  made  out  that  it  was  the 
ring,  not  white  in  colour,  but  pink.  It  proved  to  be  1  in.  in  diameter — 
the  size  of  a  halfpenny.  (c)  Portion  of  red  vulcanite  tooth-plate  from 
the  (jitllet. — A  man,  aged  twenty-three,  admitted  in  January,  1913,  was 
said  to  have  swallowed,  two  days  previously,  half  a  vulcanite  tooth-plate 
with  two  teeth  attached.  An  attempt  made  by  his  medical  attendant 
with  a  coin-catcher  was  given,  up  on  the  occurrence  of  bleeding.  On 
examination  the  oesophageal  mucosa,  a  little  below  the  sternal  notch  level, 
was  red  and  oedematous.  The  red  plate  was  somewhat  difficult  to  make 
out  until  the  white  tooth  was  localised,  and  then  the  bearings  were  easily 
obtained.  On  extraction  it  was  found  to  have  only  one  tooth  left,  the 
other  probably  having  been  pulled  off  by  the  coin-catcher.  It  measured 
1^  in.  by  1  in.,  and  had  sharp  corners.  Alongside  these  I  have  placed  a 
fragment  of  nut-shell  removed  from  the  bronchus  (reported  to  the 
Section,  March,  1907),  also  showing  the  reddish  colour  which  made  it 
difficult  to  distinguish  from  the  inflamed  mucosa  around  it. 

The  cases  represented  one  of  the  difficulties  connected  with  the  ex- 
traction of  foreign  bodies — namely  the  close  resemblance  of  their  colour 
to  that  of  the  mucous  membrane — so  that  it  was  difficult  to  distinguish 
them.  At  the  last  meeting  emphasis  was  laid  on  the  importance  of 
carefully  considering  the  history  ;  these  cases  showed,  on  the  other  hand, 
that  statements  as  to  the  nature  of  the  foreign  body  must  be  accepted 
with  some  reserve. 

Epidiascopic  Exhibition  of  Skiagrams  and  Diagrams  of 
Pharyngeal  Diverticula.— William  Hill. — Thirty  slides  in  all  were 
shown,  made  up  of  the  following :  (a)  Pictures  of  some  typical  post- 
cricoidal  pouches  in  the  London  Museums,  (h)  Diagrams  by  Killian, 
Keith,  and  the  exhibitor  illusti'ating  the  anatomical  relationships  of 
those  hernise  which  protrude  between  the  tipper  or  oblique  and  the  lower 
sphincteric  or  transverse  fibres  of  the  inferior  constrictor,  (c)  Skiagrams 
of  five  cases  recently  seen  by  the  exhibitor ;  three  patients  were  females  ; 
only  one  had  submitted  to  operation,  the  pouch  being  successfully 
removed,  (d)  Skiagrams  illustrating  the  method  of  finding  the  mouth 
of  the  oesophagus  by  means  of  a  "  shotted "  string.  (e)  Skiagrams 
illustrating  circumferential  dilations  above  structures  of  the  gullet, 
which  in  some  points  simulated  the  radiographic  appearances  and 
symptoms  of  post-cricoidal  pouches. 

Pharyngeal  Diverticulum. — Patrick  Dempsey. — The  patient  from 
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whom  the  diverticulum  was  removed  complained  of  all  the  typical 
symptoms  of  this  condition.  He  was  very  emaciated,  and  for  the  past 
eighteen  months  had  increased  dijBBculty  in  swallowing,  with  regur- 
gitation of  food  after  meals.  He  was  aged  fifty-four.  Examination 
with  X  rays,  and  by  the  direct  method,  demonstrated  clearly  the 
presence  of  the  pouch,  in  the  usual  situation  on  the  left  side  of  the  neck. 
An  incision  along  the  anterior  edge  of  the  left  stfrno-masloid,  followed 
by  a  little  dissection,  exposed  the  oesophagus  from  the  extreme  beginning 
of  which  the  diverticulum  originated.  This  latter,  which  was  quite 
free,  was  next  clamped  as  close  to  the  site  of  origin  as  possible,  and 
removed.  The  cut  end  was  closed  by  a  continuous  suture,  and  then  two 
"traction"  sutures  inserted  in  the  wall  of  the  gullet  immediately  above 
and  below  the  beginning  and  end  of  the  continuous  suture  alreadv  made. 
This  enables  one  to  pull  the  cesophagus  up  into  the  wound,'  and  facilitates 
the  passing  of  the  second  row  of  sutures  which  engage  the  muscular 
coat  only.  A  di-ainage-tube  was  inserted  in  the  neck  wound,  and  for 
the  following  five  days  the  patient  existed  on  saline  enemata,  with  sips 
of  sterile  water,  mixed  with  a  little  listerine.  On  the  resumption  of 
feeding  by  the  mouth  there  was  a  slight  leak  round  the  drainage-tube 
ior  seven  days,  but  after  this  nothing  came  through,  and  the  patient 
made  an  uneventful  recovery.  Six  months  later  he  was  in  perfect 
health  and  had  put  on  20  lb. 

The  President  had  found  extreme  difficulty  in  such  cases  in  finding 
the  opening  into  the  gullet;  in  one  case  he  had  several  sittings,  and  care- 
fully searched  all  over,  without  result.  He  asked  whether,  in  the  cases 
where  the  pouches  had  large  mouths,  the  width  of  the  mouth  added  to 
the  difficulty  and  the  risk  of  the  operation  :  some  of  those  illustrated 
seemed  to  be  practically  continuations  of  the  pharynx.  He  knew  two 
persons  Avho  had  had  such  a  pouch  for  years,  yet  got  along  fairlv  com- 
fortably. They  had  both  declined  operation  because  they  were  not  in 
robust  health  ;  but  they  had  to  renounce  their  social  duties  because  of 
their  difficulty  of  swallowing. 

Mr.  Waggett  drew  attention  to  tbe  diagnostic  method  described  by 
Dunham  and  Plummer  in  which  a  swallowed  string  and  tube  were 
employed.  He  had  three  or  four  patients  with  this  condition,  who, 
however,  lived  happily  if  they  syringed  out  their  pouches  after  food  with 
a  Higginson's  syringe. 

Mr.  Herbert  Tillet  could  sympathise  with  the  statements  of  the 
President.  The  difficulty  he  referred  to  was  a  real  one.  Three  weeks 
ago  he  examined  an  oesophagus  by  the  direct  method.  There  was  some 
difficulty  in  swallowing,  but  very  little  swelling  in  the  neck.  He  sus- 
pected a  "iDOUch"  because  of  the  gurgling  sound  made  by  the  patient, 
even  during  ordinary  conversation.  At  the  first  attempt  he  jjassed  the 
tube  easily  down  the  gullet,  almost  into  the  stomach,  but  saw  nothing 
abnormal.  He  removed  the  tube  and  passed  it  again,  but  could  not 
enter  the  gullet,  although  he  was  able  to  get  into  the  opening  of  the 
pouch,  and  with  his  disengaged  hand  was  able  to  squeeze  from  the  pouch 
old  evil-smelling  di^bris  of  food.  The  pouch  was  on  the  right  side,  and 
the  patient  had  had  it  many  years.     She  declined  operation. 

Dr.  DuNDAS  Grant  said  that  in  two  cases  of  the  kind  he  had  had  to 
deal  with  the  pouches  pointed  on  the  right  side.  Both  were  operated 
upon,  one  successfully,  but  the  other  died. 

Ml'.  T.  B.  Layton  asked  as  to  the  after-history  of  the  case  operated 

'   W.  Taylor,  Trans.  Acad.  Med.  Irel.,  1909. 
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upon.     He  had  heard  that  the  condition  recurred  because  the  spot  at 
which  one  sewed  the  pharynx  wall  was  weak,  and  therefore  bulged. 

Mr.  Norman  Patterson  said  he  had  assisted  in  operating  upon  a 
case  in  which  the  patient  seemed,  clinically,  to  have  a  sac  on  the  left  side. 
When  a  skiagram  was  taken  it  appeared  to  be  mesial  and  extended  to 
the  suprasternal  notch.  At  the  operation  it  was  found  situated  on  the 
left  side  and  was  quite  small ;  it  did  not  extend  farther  down  than  the 
lateral  lobe  of  the  thyroid.  The  skiagram  of  the  distended  pouch  was, 
in  that  case,  misleading. 

Dr.  Maurice  Hayes  said  the  last  slide  shown  by  Dr.  Hill  was  tbat 
of  a  typical  case.  In  that  patient  the  pouch  was  on  the  right  side.  The 
second  slide,  which  was  not  so  characteristic,  was  that  of  the  patient 
from  whom  the  specimen  passed  round  was  taken.  The  operation  was 
performed  by  Mr.  Dempsey.  The  other  case  was  not  operated  on.  He 
did  not  himself  operate,  but  he  made  the  X-ray  examination. 

Mr.  FitzGerald  Powell  asked  Dr.  Hill  if  he  knew  what  was  the 
mortality  after  operation  ?  If  it  was  not  high  it  seemed  a  pity  to  leave 
a  patient  with  a  big  sac  of  the  kind  to  cause  so  much  discomfort. 

Mr.  E.  D.  Davies,  in  reply  to  the  question  of  recurrence  after  opera- 
tion, stated  that  three  years  ago  he  collected  records  of  a  number  of 
cases  in  connection  with  a  report  on  Mr.  Waggett's  case.  He  personally 
wrote  to  try  and  obtain  their  history,  but  with  the  exception  of  Sir 
Henry  Biitlin's  and  Mr.  Bilton  Pollard's  cases,  he  could  not  get  it ;  they 
had  all  disappeared.  Seven  of  Sir  Henry  Butlin's  cases  were  quite  well  a 
few  years  after  operation,  and  Mr.  Bilton  Pollard's  case  was  well  two 
years  later.  They  had  operated  by  excising  the  sac.  Girard,  of  Berne, 
operated  on  two,  and  Halstead  on  one,  by  inverting  the  sac  and  ligaturing 
its  neck.  The  after-history  of  these  cases  was  not  procurable.  Mr. 
Waggett  inverted  the  sac  and  ligatured  it  in  bis  case,  but  some  months 
later  a  recurrence  took  place  and  then  the  sac  was  excised.  The  patient 
was  a  vagrant,  but  when  last  heard  of  he  stated  he  could  regurgitate  a 
little  food  amounting  to  about  the  size  of  the  top  of  the  thumb. 

Dr.  Hill,  in  reply,  said  he  was  not  surprised  to  find  that  others  had 
had  difficulty  ill  finding  the  pharvngo-cesophageal  opening  with  the  endo- 
scope, which  tended  to  pass  into  the  pouch ;  to  obviate  this  he  used  the 
"  shotted  "  string,  which  when  swallowed  could  be  seen  by  the  X-ray  to 
be  anchored  in  the  intestine,  and  traction  could  then  be  made  and  the 
string  used  as  a  guide  for  intubating  the  gullet  before  and  after  oj^era- 
tion.  The  operation  mortality  in  sixty  cases  collected  hy  Stett  in  1910 
was  something  over  15  per  cent.,  but  as  many  operation  cases  had 
probably  gone  unrecorded,  more  especially  the  fatal  ones,  the  percentage 
was  probably  double  that  figure.  With  the  improved  method  of 
operating  in  two  stages  and  the  use  of  an  intubation  apparatus  till 
leakage  had  ceased,  the  mortalitv  should  be  reduced  almost  to  vanishing 
point.  Of  those  cases  which  recovered  the  symptoms  were  usually 
reported  as  cured,  which  militated  against  the  view  that  stricture  of  the 
mouth  of  the  gullet  was  the  cause  of  the  dilation  of  the  pharynx  and 
subsequent  formation  of  the  hernia  between  the  fibres  of  tl^e  inferior 
constrictor.  General  toxaemia  from  intestinal  stasis  was  said  to  resvilt  in 
some  unoperated  cases  unless  lavage  was  regularly  carried  out. 

Sarcoma  of  the  Nasopharynx  treated  by  Radium  Emanations. 
— Herbert  Tilley. — Male,  aged  twenty-two  ;  first  noticed  a  "  blocking  of 
the  nose"  four  months  ago.  There  was  no  headache  nor  any  pain  in  or 
around  the  nose.     An  operation  for  the  removal  of  enlarged  glands  in 
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the  right  side  of  the  neck  was  carried  out  in  a  military  hospital  in 
September. 

The  exhibitor  first  saw  the  patient  on  October  28  and  noted  the 
following  points :  Patient  was  verj  pale,  and  his  voice  was  that  of  a 
young  man  with  complete  nasal  obstruction.  The  soft  palate  was  pushed 
forward  into  the  mouth  and  was  almost  vertical  in  position.  Behind  and 
reaching  just  below  its  free  margin  a  large  tumour  could  be  seen,  which 
completely  filled  the  nasopharynx,  and  the  lower  rounded  border  of  the 
mass  presented  a  greyish-white  ulcerating  surface,  from  which  when 
manipulated  blood  oozed  freely.  A  small  portion  of  the  growth  was 
removed  for  histological  examination.  Digital  examination  of  the  growth 
proved  that  the  tumour  had  a  broad  base  which  occupied  the  whole 
posterior  wall  of  the  nasopharynx,  the  only  free  portions  being  its  lower 
rounded  surface  and  that  which  was  iu  contact  with  the  soft  palate.  A 
large,  soft,  painless,  ill-defined  glandular  mass  was  present  under  the  left 
ramus  of  jaw.  Two  "  emanation  "  capsules,  each  containing  the  equiva- 
lent of  40  mgrm.  of  radium  bromide,  were  inserted  through  the  anterior 
surface  of  the  growth  about  1  in.  apart  and  left  in  siti'i  for  twenty-four 
hours.  The  patient  returned  for  examination  in  a  week,  when  the  whole 
mass  had  entirely  disappeared.  The  appearance  of  the  nasopharynx  was 
as  if  a  large  adenoid  mass  had  been  removed  a  few  days  previously. 

On  November  25  the  patient  expressed  himself  as  feeling  quite  well : 
all  signs  of  the  growth  have  disappeared,  and  only  a  small  gland  can  be 
detected  under  the  left  ramus  of  the  jaw. 

Sarcoma  of  the  Nasopharynx  treated  by  Badium  Emanations. 
— A.  J.  Martineau. — Male,  aged  fifty-nine,  came  at  the  beginning  of 
October,  complaining  of  deafness  of  five  or  six  weeks'  duration.  On 
examination  tlie  left  drum  was  seen  to  be  retracted,  the  left  side  of  the 
nose,  of  which  the  cavity  was  wide  and  mucous  membrane  wasted,  was 
filled  with  crust,  and  there  was  similar  material  in  the  |iost-nasal  space. 
This  condition  of  the  nose  had  existed  many  years.  A  catheter  could 
not  be  passed  into  the  left  Eustachian  tube  owing  to  an  obstruction  in 
the  choana.  The  soft  palate  was  not  quite  symmetrical,  the  uvula  being 
near  the  right  side. 

Examined  under  anaesthetic  on  October  18  the  nasopharvnx  was 
found  to  contain  a  firm  rounded  swelling  in  its  left  half.  The  base 
seemed  to  be  in  the  fossa  of  EosenmiUler  of  the  left  side ;  it  projecteil 
forward  into  the  left  choana,  and  crowded  the  Eustachian  cushion  out- 
wards and  forwards.  The  prominent  portion  of  the  gi'owth  was  removed, 
and  reported  to  be  "  definitely  a  large  round-celled  sarcoma  with 
practically  no  other  tissue  present."  Between  October  18  and  November 
l4  he  had  on  four  occasions  X-ray  treatment.  Examined  under 
anaesthetic  on  November  14  the  growth  was  softer  in  character.  A  tube 
of  I'adium,  approximately  equal  to  47  mgrm.,  was  inserted  from  the  front 
through  the  nose,  and  retained  twenty-four  hours.  The  patient  experienced 
relief  in  about  four  or  five  days,  and  lost  his  deafness,  and  the  nose 
became  clearer.  At  the  present  time  the  breathing  is  free  and  the  palate 
symmetrical:  the  hearing  is  good.  A  raw-looking,  ragged  surface  can 
be  seen  from  the  front.  January  5,  1914 :  This  has  now  healed,  and 
there  is  no  visible  growth. 

Sarcoma  of  the  Nasopharynx  treated  by  Radium  Emana- 
tions.— SomerYille  Hastings. — The  patient  is  a  labourer,  aged  twenty- 
nine.     On  August  11,  1913,  he  came  complaining  that  for  six  months 
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he  had  had  bleeding  from  the  throat,  that  for  five  months  he  had  been 
deaf  in  the  right  ear,  and  that  for  three  months  he  had  been  entirely 
unable  to  breathe  through  the  nose,  and  for  the  same  time  had  lost  all 
sense  of  smell.  On  examination  there  was  a  firm,  smooth,  pinkish 
tumour  filling  up  the  nasopharynx  and  pushing  the  soft  palate  in  front 
of  it.  The  area  visible  from  the  mouth  was  covered  by  large  veins  and 
bled  easily  if  touched.  The  man  was  deaf  on  the  right  side  and  the 
right  membrana  tympani  was  retracted.  On  August  14  I  examined 
him  under  an  anaesthetic.  "With  considerable  difiiculty  I  insinuated  my 
finger  between  the  soft  palate  and  the  tumour,  and  found  that  the  latter 
was  growing  from  the  whole  of  the  posterior  wall  of  the  nasopharynx 
and  was  firmly  adherent  to  it.  A  small  piece  was  removed  for  micro- 
scopical examination.  The  tumour  is  considered  to  be  a  small  round- 
celled  sarcoma.  On  August  25  a  thin  platinum  tube,  containing  82 
mgrm.  of  radium  bromide,  was  inserted  into  the  growth  through  a  small 
incision  in  the  soft  2>alate  a  little  to  the  right  of  the  middle  line,  and  left 
in  place  for  sixteen  hours.  After  this  treatment  nasal  breathing  and 
sense  of  smell  returned  iu  five  days,  and  the  patient  was  able  to  hear  with 
the  right  ear  five  days  later.  There  was  never  any  reaction  seen  in  the 
mucous  membrane  of  the  soft  palate  on  its  buccal  aspect.  On  Sep- 
tember 16  all  growth  had  disappeared,  but  there  was  slight  swelling 
around  the  right  Eustachian  tube,  and  a  slough  of  mucous  membrane  was 
visible  at  the  junction  of  the  soft  jjalate  with  the  right  lateral  wall  of  the 
nasopharynx.  On  October  10  I  again  saw  the  patient,  who  was  quite  well. 
The  only  abnormalities  to  be  seen  then  were  a  small  scar  on  the  soft  palate 
and  a  slight  irregular,  uneven  scar  at  the  junction  of  the  jDOsterior  wall 
of  the  nasopharynx  with  its  roof. 

Dr.  Watson- Williams  said  one  of  the  most  striking  features  of  a 
relatively  short  experience  of  the  application  of  radium  was  the  very 
different  result  obtained  in  sarcoma  to  that  of  cases  of  epithelioma  and 
endothelioma.  A  few  weeks  ago  he  had  a  very  advanced  case  of  epithe- 
lioma of  the  hypopharynx — an  utterly  inoperable  case.  The  patient  had 
heard  of  radium  and  was  very  anxious  to  try  it.  A  tube  equal  to  70  mgi-m. 
of  radium  was  procured  and  placed  in  the  growth,  and  i-emained  there 
twelve  hours,  when  it  was  coughed  out.  Afterwards  it  was  inserted 
externally  in  the  glandular  enlargement,  and  for  a  few  weeks  the  patient 
experienced  a  very  great  degree  of  benefit,  in  that  she  could  swallow 
food,  but  then  she  became  worse  again  and  died.  Even  in  such  cases 
radium  was  worth  trying,  if  only  to  lessen  the  slow  process  of  semi- 
starvation,  but  in  cases  labelled  histologically  sarcoma  the  benefit  was 
much  more  lasting  and  might  eventuate  in  apparent  cure. 

Mr.  Hope  two  years  ago  saw  a  patient  who  had  a  very  large  sarcoma 
in  the  nasopharynx,  was  deaf  in  the  left  ear,  and  could  not  breathe 
through  the  left  nostril.  One  radium  tube  was  put  into  the  growth 
through  the  nose,  and  one  up  into  the  growth  behind  the  palate.  As 
there  was  much  swelling  of  the  throat,  tracheotomy  was  done.  Relief 
soon  came ;  the  tracheotomy  tube  was  removed  in  eight  days,  and  in  a 
fortnight  the  growth  was  found  to  haA'e  practically  disappeared.  The 
deafness  passed  off  and  the  nose-breathing  became  normal.  He  learned 
later  that  the  patient  had  gone  on  well  for  eighteen  months,  that  then 
he  had  dyspnoea,  necessitating  sudden  tracheotomy,  and  a  fortnight  later 
died. 

Mr.  Waggett  had  had  a  case  of  chronic  enlargement  of  the  tonsil,  the 
distress  being  so  gi-eat  that  it  was  thought  tracheotomy  would  be  neces- 
sary.    A  tube  of  radium  emanation  was  put  into  the  mass,  and  left  in 
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twenty-four  hours,  and  in  five  days  the  growth  had  disappeared,  and 
the  tonsil  was  even  smaller  than  its  fellow.  The  macroscopical  appear- 
ance was  highly  suggestive  of  sarcoma,  but  the  microscopical  findings 
were  equivocal. 

Dr.'JoBSON  HoRNE  Considered  that  it  woiild  not  be  wise  to  draw  from 
the  case  exhibited  the  conclusion  that  .*;areoma  could  be  cured  by  radium. 
In  the  first  place,  one  had  to  bear  in  mind  that  there  was  sarcoma  and 
"  sarcoma,"  and  that  it  presented  different  degrees  of  malignancy.  Some 
years  ago  he  had  expressed  his  conclusions  that  the  nasopharyngeal 
tumours  commonly  called  fibro-sarcomata  were  not  sarcoma  in  a 
malignant  sense,  inasmuch  as  when  allowed  to  run  their  course  they  did 
not  kill  by  metastases,  but  by  local  destruction  of  adjacent  structures  ; 
but  that  they  were  embryonic  growths  developing  from  the  basisphenoid. 

Dr.  FiTzGrERALD  PowELL  pointed  out  that  whether  these  growths  in 
the  nasopharynx  were  typical  sarcoma  or  not,  clinically  they  presented 
the  features  of  malignancy,  and  were  infiltrating  the  surrounding  tissues. 
Those,  like  himself,  who  had  endeavoured  to  eradicate  them  by  operation, 
knew  that  the  results  were  often  very  unsatisfactory,  and  great  suffering 
endured  before  the  end  was  reached.  Accepting  the  reports  of  these 
cases  as  correct,  he  could  only  say  that  radium  appeared  to  him  to  be  a 
perfect  Godsend  in  their  treatment. 

Mr.  Harmer  believed  it  was  generally  agreed  that  with  both  sarcoma 
and  carcinoma  of  the  upper  air-passages  there  was  occasionally  a  com- 
plete disappearance  of  tbe  growth,  or  almost  complete,  shortly  after  the 
application  of  radium.  But  in  nearly  all  these  cases  recurrence  took 
place,  and  sooner  rather  than  later.  One  case  was  that  of  a  man  who 
had  epithelioma  of  the  upper  jaw  at  the  beginning  of  this  summer.  Mr. 
Harmer  removed  the  iipper  jaw  freely,  but  there  was  a  recurrence,  and  he 
found  the  man  had  a  larger  tumour  than  before,  projecting  over  the  face 
and  filling  the  oibit,  the  eye  having  previously  been  taken  away.  He 
put  all  the  radium  obtainable  iuto  this  mass,  and  left  it  there  forty-eight 
hours.  At  the  end  of  three  weeks  the  greater  part  of  the  growth  had 
disappeared,  leaving  a  small  fibrous  lump  in  the  roof  of  the  orbit.  He 
expected  that  the  patient  would  remain  well  for  a  time  if  it  did  not  bore 
into  his  cranium  ;  eventually  he  would  get  the  usual  recurrence  and 
S'jccumb  to  it. 

The  President  reminded  members  of  the  cases  that  had  been 
brought  up  of  sarcoma  of  the  pharynx  which  were  proved  to  have 
disappeared  under  treatment  by  arsenic.  In  one  case  the  glands  had 
been  extensively  removed  by  a  general  surgeon,  and  the  patient  came 
under  liis  own  cai'e  with  a  great  enlargement  of  the  tonsil.  Sir  Henry 
Butlin  saw  the  case,  and  strongly  dissuaded  him  from  operating,  but 
suggested  giving  arsenic.  That  advice  he  acted  upon,  and  the  growth 
disappeared.  That  happened  ten  years  ago,  and  it  was  ascertained  a  few 
days  ago  tliat  the  man  was  still  following  his  occupation.  There  were 
cases  which  disappeared  under  less  heroic  treatment  than  one  would 
adopt  for  epithelioma. 

Mr.  Herbert  Tilley,  in  reply,  said  he  was  careful  to  avoid  saying 
his  case  was  "  cured  "  :  he  did  not  know  whether  that  would  be  so.  But 
six  weeks  ago  the  condition  of  the  boy  seemed  as  hopeless  as  it  could  be, 
while  to-day  anyone  might  think  he  was  normal.  He  did  not  think  such 
a  result  could  have  been  approached  by  any  other  method.  There  was 
not  only  a  large  growth  in  the  nasopharynx,  pushing  the  palate  forwards 
nearly  to  the  teeth,  but  he  had  had  repeated  haemorrhages,  and  was  very 
anaemic  and  weak.     When  the  boy  presented  himself  a  fortnight  after 
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the  application  of  radium  he  did  not  recognise  him  because  he  looked  so 
much  better.  With  regard  to  infiltrating  growths,  the  nearer  these 
approach  embryonic  tissue  the  greater  the  likelihood  that  radium  may  do 
good.  In  squamous  epitheliomata  of  the  mucous  membranes  radium 
seemed  to  do  no  good  at  all.  He  had  seen  many  of  ihe  latter  in  the 
gullet,  but  though  he  had  seen  improvement  in  swallowing  due  to  sloiigh- 
ing  away  of  the  centi-al  portion  of  the  growth,  he  had  seen  nothing  in  the 
way  of  permanent  cure. 

Mr.  Martineau,  in  reply,  said  that  he  was  told  at  the  Eadium 
Institute  that  he  need  not  expect  a  good  result  in  less  time  than  a  mouth  ; 
and  so,  shice  inserting  the  radium  he  had  not  seen  the  patient  again  until 
to-day.  He  would  have  liked  to  hear  whether  further  radium  should  be 
used  to  prevent  a  recurrence,  or  whether  one  should  wait  to  see  what  the 
result  would  be.  The  strength  was  55  mgrm.  when  sent  out,  but  probably 
it  was  46  mgrm.  by  the  time  it  was  applied. 

Mr.  SoMERViLLE  HASTINGS,  in  reply,  said  that  the  clinical  picture  in 
his  case  was  exactly  that  described  by  Mr.  Tilley.  The  patient  looked 
like  one  suffering  from  malignant  disease  ;  he  was  thin  and  pale,  had 
lost  all  sense  of  smell,  and  was  deaf  in  the  right  ear.  Whatever  the 
exact  nature  of  the  growth,  the  result  was  so  far  satisfactory,  and  it  was 
worth  while  trying  the  same  method  for  all  similar  cases  which  Avere  not 
amenable  to  operation. 

(?)  Bilateral  Abductor  Paralysis.—T.  B.  Layton.— CV.-.'fe  1 :  Male, 
aged  forty-two,  was  admitted  with  a  history  of  three  weeks'  dyspnoea, 
worse  at  night.  There  was  some  laryngitis  and  complete  loss  of 
abduction  on  both  sides.  Twenty-five  years  ago  he  had  a  sore  on  the 
penis,  for  which  he  was  treated  with  medicine  during  two  months  ;  he 
had  no  rash  or  sore  throat.  The  Wassermann  reaction  is  positive.  There 
are  no  other  signs  of  locomotor  ataxia.  Tracheotomy  was  performed 
under  local  anaesthesia  ;  he  was  given  salvarsan,  0'6  grm.,and  is  now  on 
a  course  of  potassium  iodide  with  weekly  injections  of  1  gr.  of  mercury. 
There  is  now  a  considerable  degree  of  abduction.  He  is  wearing  a 
tracheotomy  tube  with  a  plug,  but  he  never  has  to  take  out  the  plug, 
even  during  sleep. 

[Note.— Sir  Felix  Semon  examined  the  case,  and  said  that  the  power 
of  abduction  being  now  pi'actically  noi^mal,  he  felt  that  the  original  dia- 
gnosis must  be  wrong,  and  that  it  must  have  been  a  case  of  syphilitic 
laryngitis.  For  he  did  not  believe  that,  even  with  the  modern  methods 
of  treatment  which  had  been  used  in  this  case,  the  abductor  fibres  could 
have  recovered  so  completely  in  two  months.  Considering  the  difficulty 
of  diagnosis  in  such  cases,  this  opinion  should  be  put  on  record,  rather 
than  the  case  should  be  published  as  one  of  bilateral  abductor  pai-alysis 
which  has  definitely  recovered  in  a  short  time.] 

Case  2.— Female,  aged  forty-eight,  attended  the  out-patient  depart- 
ment because  she  makes  a  "  whistling  noise  "  when  asleep.  She  says  she 
gets  shortness  of  breath  easily,  but  has  no  orthopnoea  nor  is  ever  woken 
up  by  it.  Thirty  years  ago  she  had  an  abscess  which  burst  in  the  upper 
part  of  the  front  of  the  left  chest ;  this  she  dressed  herself  and  did  not 
apply  to  a  doctor  for  it.  Twenty-five  years  ago  she  attended  at  the 
Brompton  Hospital  for  three  months.  No  evidence  of  phthisis  was 
found,  and  the  only  other  evidence  of  locomotor  ataxia  is  that  the  tendo 
Achillis  jerk  is  either  difficult  to  obtain  or  cannot  be  got  at  all.  Under 
the  X  rays  no  evidence  of  scarring  was  found  anywhere  in  the  region  of 
the   recurrent  laryngeal  nerves.     There  are  no  signs  of  syphilis  in  the 
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fundus  or  other  parts  of  the  eve,  nor  other  signs  of  this  disease  about 
the  body.  The  Wassermann  test  gave  a  weak  positive  reaction.  On 
examination  of  the  larynx  there  is  bilateral  abductor  paralvsis. 

The  President  said  he  had  a  case  in  a  man  who  had  this  lesion,  and 
in  whom  on  passing  a  tube  there  was  found,  at  the  root  of  the  trachea, 
a  tumour  which  had  definitely  pressed  ou  the  trachea ;  there  was 
laryngeal  paralysis  owing  to  this  pressure,  and  consequently  a  double 
cause  for  the  difficulty  of  breathing. 

Subglottic   Swelling   of  the  Larynx.— T.   B.  Layton.— A  man, 

aged  forty,  came  on  November  28  with  a  history  of  increasing  dyspucea 
of  two  weeks'  history,  worse  when  lying  down.  On  examination  the 
glottis  was  reduced  almost  to  nothing  and  the  cords  could  not  move  out- 
wards. That  this  was  not  a  paralysis  was  shown  by  the  fact  that  a 
bilaterally  symmetrical  swelling  could  be  seen  immediately  below  the 
cords.  He  Avas  taken  in  and  given  salvarsau  next  morning,  with  the  idea 
of  saving  an  urgent  tracheotomy  and  in  the  belief  that  the  condition  was 
syphilitic.  Unfortunately  no  blood  was  taken  for  the  complement- 
fixation  test  before  this  administration;  the  patient  denies  syphilis,  and 
no  other  symptoms  of  the  disease  have  been  found.  On  the  first  night 
ill  the  ward  he  made  much  noise  while  asleep ;  he  now  sleeps  quietly,  and 
has  no  dyspnoea  when  not  exerting  himself.  The  subglottic  swelling  has 
largely  disappeared,  the  cords  are  pink  and  do  not  move  well  on  inspira- 
tion, the  subglottic  region  opposite  the  coi-ds  becomes  diminished,  the 
hinder  end  of  the  glottis  becomes  wider,  showing  that  the  arytsenoid 
cartilages  move  and  that  the  immobility  is  not  due  to  paralysis.  As 
there  are  now  no  urgent  symptoms  he  is  to  be  given  a  full  course  of 
mercurial  injections  and  salvarsan  on  the  Army  system,  and  if  this  does 
not  cure  Ijim  a  tracheotomy  will  be  done  to  rest  the  larynx. 

Dr.  Peters  said  he  had  seen  salvarsan  very  usefully  employed  in 
two  cases  of  obstructive  syphilitic  trouble ;  and  it  obviated  tracheotomy. 
The  relief  was  immediate,  and  contrasted  with  the  results  of  potassium 
iodide,  which  at  first  increased  the  dyspnoea. 

Mr.  Barwell  thought  it  likely  that  this  patient  would  continue  to 
get  deficient  abduction  for  the  rest  of  his  life,  because  there  appeared  to 
be  considerable  scarring.  Salvarsan  admittedly  worked  wonders  in  these 
acute  cases,  but  he  was  not  sure  that  the  intramuscular  injection  of  a 
soluble  salt  of  mercury  did  not  act  as  well  and  almost  as  quickly. 

Specimen  of  Thyro-glossal  Cyst,  ca.using  Dyspnoea,  in  a 
Woman,  aged  fifty-four. — A.  J,  Wright. — This  specimen  was  re- 
moved by  operation,  having  giving  rise  to  increasing  nocturnal  sti'idor 
and  slight  dyspnoea  for  two  vears.  The  cyst  presented  in  the  neck  over 
the  thyro-hyoid  membrane,  and  extended  inwards  through  the  membrane, 
displacing  the  epiglottis  backwards  and  concealing  the  larynx. 

Mr.  Herbert  Tilley  referred  to  a  case  in  the  hope  that  it  might 
prevent  others  falling  into  the  error  he  had  committed.  A  man,  suffering 
from  difficulty  in  breathing,  had  a  large  cyst  on  the  laryngeal  suiface  of 
the  epiglottis  ;  it  was  so  large  that  it  prevented  a  view  of  the  glottis.  In 
colour  it  was  a  very  pale  blue  and  semi-translucent,  and  miutite  blood- 
vessels were  seen  coursing  over  the  stirface  of  it.  He  cocainised  it  and 
proceeded  to  remove  it  by  the  direct  method,  when  there  was  a  gush  of 
thin  yellow  fluid,  and  the  cyst  collapsed.  He  removed  all  he  could  of  the 
cyst-wall,  scored  the  inner  wall  with  the  galvauo-cautery,  and  concluded 
that  all  would  be  well.     But  the  cvst  recurred  in  three  or  four  weeks,  and 
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the  laryngoscopical  view  showed  that  things  had  rej^roduced  themselves. 
The  man  also  pointed  out  a  swelling  in  front  of  his  neck  which  was 
painful  on  pressure.  He  (Mr.  Tilley)  then  opened  from  the  outside,  and 
let  out  a  large  quantity  of  pus.  No  doubt  the  laryngeal  operation  had 
infected  a  large  cyst.  As  the  cyst  continued  to  secrete  in  spite  of 
free  drainage,  by  means  of  a  difficult  dissection  the  C3^stwas  excised,  and 
was  found  to  lead  into  the  region  of  the  larynx.  The  patient  eventually 
made  an  excellent  recovery. 

Laryngeal  Case  for  Diagnosis  (?)  Tuberculous  Perichondritis. 
—  G.  Potts. — Male,  aged  forty-five,  complains  of  a  husky  voice  and  a 
lump  on  the  right  side  of  his  throat.  He  was  quite  healthy  up  to  six 
years  ago.  when  he  had  rheumatic  pains  in  his  joints.  He  dates  his 
throat  trouble  to  whooping-cough  five  years  ago.  There  is  no  history  of 
syphilis.  Two  sisters  had  died  from  tuberculosis.  Twelve  months  ago 
he  noticed  the  right  side  of  his  throat  begin  to  swell  in  the  region  of  the 
thyroid  cartilage  ;  for  the  past  three  months  there  has  been  no  change 
in  size.  He  has  had  no  cough,  and  is  not  losing  weight ;  is  naturally 
thin.  Chest  examination  shows  signs  of  a  healed  cavity  in  apex  of  right 
lung.  There  is  a  swelling  over  the  right  side  of  the  thyroid  cartilage 
about  the  size  of  a  pigeon's  egg,  fairly  firm  and  slightly  fluctuating. 
The  upper  border  of  the  right  ala  of  thyroid  cartilage  is  ill-defined, 
but  the  cricoid  and  hyoid  cartilages  can  be  distinctly  felt.  An  explora- 
toiy  puncture  has  been  made  and  i  oz.  of  greenish  pus  withdrawn.  On 
micro.^copical  examination  the  pus  proved  to  contain  no  tubercle  bacilli, 
and  the  culture  was  sterile.  On  palpating  the  thyroid  cartilage  after  the 
puncture  the  outline  of  the  right  ala  could  be  distinctly  felt  and  there  was 
a  feeling  of  a  depression  in  the  cartilage.  Laryngoscopic  examination  : 
the  whole  of  the  right  and  the  posterior  half  of  the  left  vocal  cords  are 
obscured  by  a  swelling  bulging  into  the  ventricles.  The  arytsenoids  are 
red  and  swollen,  as  is  the  ary-epiglottic  fold.  There  is  no  ulceration. 
Wassermann  reaction  proved  negative.  No  tubercle  bacilli  could  be 
found  in  the  S23utum. 

Dr.  DuNDAs  Grant  said  it  was  probably  a  case  of  tuberculosis  of  the 
thyroid  cartilage,  producing  perichondritis  in  the  first  place,  and  then 
breaking  down. 

Mr.  Barwell  agreed  ;  he  considered  the  case  to  be  one  of  tuberculous 
laryngitis  with  perichondritis  of  the  tliyroid  cartilage. 

Vertical  and  Horizontal  Gripping  Forceps  for  use  in  various 
Tonsil  Operations. — James  Donelan. — These  are  a  modification  and, 
it  is  hoped,  an  improvement  on  those  shown  by  exhibitor  last  session. 
They  Avill  be  found  useful,  especially  where  deeply  embedded  tonsils  have 
to  be  dissected  out  from  between  the  pillars.  The  tonsil  can  be  seized 
either  vertically  or  horizontally  as  may  offer  the  better  hold.  The  spring 
then  locks  the  forceps,  and  the  tonsil  is  freed  from  its  bed  to  the  desired 
extent  or  is  dissected  completely  out.  If  preferred,  a  snare  or  guillotine 
can  be  passed  over  the  proximal  end  of  the  forceps  on  to  the  loosened 
tonsil  and  the  operation  completed  in  this  manner. 

A  Combined  Septal  Resector,  comprising  Knife  with  Straight 
and  Curved  Instruments  for  raising  the  Muco-perichondrium. — 
James  Donelan. — This  instrument  consists  really  of  a  blunt-  and  sharp- 
edged  tenotomy  knife  on  ;i,  longer  handle  than  usual.  This  form  was 
used  originally  by  exhibitor  for  resections  of  the  cartilaginous  portions 
of  the  septum  by  flap  operation,  and  has  been  constantly  used  since  in 
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cases  where  only  that  part  of  the  septum  is  deformed  and  in  which  it  did 
not  appear  desirable  to  perform  the  operation  by  Ballenger's  method.  In 
late  years  he  has  added  a  Freer's  curved,  blunt  spatula  at  the  other  end. 
The  chief  advantage  claimed  for  the  contrivance  is  that  no  time  is  lost 
changing  instruments.  This  is  a  great  gain,  especially  in  cases  in  which 
from  any  cause  the  ischsemia  is  imperfect,  and  the  operation  can  often  be 
completed  after  swabbing  without  laying  down  the  instrument.  When 
the  muco-perichondrium  has  been  freed  from  both  sides  of  "the  bulge''  by 
means  of  the  blunt  parts  of  the  instrument,  the  bulge  can  then  be  quickly 
cut  out  bv  a  process  of  transfixion  and  without  the  aid  of  angular  knives. 

Polycythaemia  Rubra  with  Chronic  Rhinitis. — E.  A.  Peters.— 

A  coachman,  aged  fifty-eight,  had  suffered  for  four  years  with  shortness 
of  breath  and  high  colour.  Four  years  ago  lie  was  laid  up  three  months 
with  an  attack  of  bronchitis.  Two  blood-counts  gave  10,320,000  and 
13,000,000  red  blood-cells.  There  is  marked  emphysema  present.  The 
nasal  mucosa  is  dark  red  and  swollen;  it  causes  considerable  ob.struction 
to  breathing.  He  has  been  treated  with  pot.  iodid.,  sod.  sulphat.,  and 
vaso-dilators.  Local  nasal  treatment  gave  little  relief,  so  an  anterior 
turbinotomy  was  carried  out  on  the  left  side  after  giving  20  c.c.  of 
normal  horse-serum  by  mouth  for  five  days.  Vaseline  gauze  was  packed 
in  the  nostril  and  retained  for  twenty-four  hours,  when  it  was  removed 
and  followed  by  oozing,  which  necessitated  replugging  two  days  later. 
At  no  time  was  the  haemorrhage  alarming,  though  excessive.  The  treat- 
ment was  undertaken  to  relieve  the  patient,  as  he  was  suffering  from 
obstruction  of  the  nose,  and,  although  there  was  fear  of  haemorrhage,  it 
was  thought  that  slight  puncture  might  help  in  a  measure.  He  gave  the 
horse-serum  by  the  mouth,  as  it  was  found  to  be  an  excellent  way  of 
preventing  hsemorrhage.  He  thought  it  would  be  advisable  to  operate  on 
the  other  side. 

Dr.  F.  DE  Havilland  Hall  said  the  bleeding  would  very  likely,  in 
itself,  benefit  the  patient  a  good  deal.  Some  of  these  cases  of  poly- 
cythaemia had  been  benefited  by  the  withdrawal  of  8  to  10  oz.  of  blood, 
repeated  every  two  or  three  months. 

Infiltration  of  both  Vocal  Cords ;  Deflected  Septum. — E.  A. 
Peters. — A  bandsman,  aged  twenty-three,  lost  his  voice  in  January :  at 
the  same  time  fell  away  in  weight,  but  no  sputum  was  observed.  The 
voice  has  recovered  from  time  to  time.  There  is  no  history  of  syphilis  or 
evidence  of  tuberculosis.  Both  cords  are  infiltrated  superficially  and 
present  a  mottled,  rugose  surface. 

Dr.  JoBSON  HoENE  noted  that  there  was  defective  nasal  breath- way. 
That  he  regarded  as  a  factor  in  the  laryngeal  condition  and  considered 
that  it  should  be  remedied,  more  j)articularly  as  he  understood  that  the 
bandsman  played  a  wind  instrument. 

Sir  StClair  Thomson  said  he  wondered  whether  the  question  of 
tuberculosis  had  been  entertained.  Both  cords  were  superficially  ulcer- 
ated, and  there  was  a  very  mouse-nibbled  appearance  on  both  sides. 
Even  if  no  constitutional  affection  could  be  traced,  he  would  still  be 
suspicious  of  it  being  tubercle,  in  an  early  stage. 

Dr.  Peters  replied  that  it  was  an  interesting  problem  as  to  whether 
the  condition  was  tuberculous,  or  a  case  of  the  very  rare  hypertrophic 
laryngitis. 

Swelling  on  the  Left  Yocal  Cord  for  Diagnosis.— H.  D.  Gillies.— 

A  man,  aged  fiftv,  has  noticed  huskiness  of  the  voice  since  March,  1913. 
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The  patient  was  singing  extra  loud  at  a  choir  practice,  aud  two  days 
later,  on  reading  in  the  church  his  voice  gave  out,  and  he  was  unable  to 
continue.  Since  then  there  have  been  variovis  degrees  of  loss  of  voice. 
General  health  good.  Patient  has  suffered  from  nasal  and  post-nasal 
catarrh.  There  is  deflection  of  the  nasal  septum.  No  sputum  can  be 
obtained.  Wassermann  reaction  is  negative.  A  grey  swelling  on  the  left 
vocal  cord  is  surrounded  by  an  area  of  inflammation.  At  the  anterior 
end  are  two  reddish  nodules.  There  seems  to  be  a  patch  of  inflamma- 
tion below  the  left  vocal  cord.     The  movements  of  the  cords  are  free. 

Dr.  JoBSON  HoENE  said  it  was  an  unusual  case  and  one  about  which 
it  was  not  easy  to  express  a  very  positive  opinion.  By  a  process  of 
elimination,  hoAvever,  it  was  possible  to  arrive  at  a  diagnosis.  Tubercu- 
losis and  syphilis  might  be  excluded.  That  reduced  the  diagnosis  to  an 
innocent  or  a  malignant  growth  of  the  left  vocal  cord.  The  growth  was 
situated  in  the  part  of  the  cord  where  an  epithelioma  would  develop. 
Moreover,  the  movement  of  the  left  cord  was  not  so  free  as  that  of  the 
right  cord. 

Sir  Felix  Semon  agreed  Avith  Dr.  Jobson  Home.  He  had  shown  an 
illustration  of  a  case  exactly  like  the  present  one  on  the  epidiascope 
before  the  International  Congress  at  Budapest.  The  patient  was  a  man, 
aged  about  fifty,  who  had  a  semi-transparent  globular  swelling  on  his 
left  vocal  cord,  with  a  slightly  granular  surface.  It  remained  perfectly 
stationary  for  eighteen  months,  during  which  he  examined  the  patient  at 
intervals.  Then  all  at  once  its  nature  seemed  to  change,  it  became 
malignant,  and  thyrotomy  was  performed.  In  the  present  case,  as  Dr. 
Jobson  Horne  had  said,  the  movement  of  the  left  cord  Avas  defective,  and 
this,  of  course,  did  not  augur  well.  Still,  there  was  a  distinct  history  of 
the  hoarseness  having  suddenlj^  arisen  after  a  big  vocal  effort,  and  it 
was  certainly  possible  that  the  internal  thyro-arytfsenoid  muscle  might 
have  been  injured,  which  also  would  explain  the  curious  appearance 
of  the  left  vocal  cord.     He  hoped  the  case  would  be  shown  again  later. 

Dr.  Harrison  had  seen  a  case  similar  to  this  eighteen  months  ago, 
and  on  removal  the  specimen  was  definitely  epitheliomatous. 

Epithelioma  of  the  Soft  Palate  ;  Operations. — Norman  Pater- 
son, — Male,  aged  sixty-five.  About  the  beginning  of  May,  1913,  he 
first  noticed  some  difficulty  in  SAvalloAving  and  pain  in  the  throat.  On 
examination  of  the  throat  a  growth  Avas  seen  invohdng  the  uvula  and 
free  margin  of  the  soft  palate  on  the  right  side.  There  were  no  enlarged 
glands.  Treatment  was  carried  out  in  three  stages,  and  consisted  of  an 
extensive  dissection  of  both  sides  of  the  neck  and  free  removal  of  the 
primary  growth.  An  interesting  point  about  the  case  was  the  absence, 
on  the  right  side,  of  the  internal  jugular  A^ein.  It  was  represented  by 
two  insignificant  vessels  with  numerous  cross  connections.  The  jugular 
on  the  left  side  was  abnormally  large.  Since  leaving  hospital  in  August 
the  patient  has  had  X  rays  applied  at  frequent  intervals  as  a  prophy- 
lactic measure. 

Tooth-plates  and  Meat-bones  removed  from  the  (Esophagus.— 
Thomas  Guthrie. — These  Avere  shown  in  order  to  illustrate  the  ease 
with  Avhich  a  vulcanite  tooth-plate  is  detected  by  a  good  skiagram  and 
the  much  greater  difficulty  of  demonstrating  the  presence  of  a  meat-bone 
by  this  means.  The  exhibitor  had  been  informed  that  a  vulcanite  tooth- 
plate  in  the  oesophagus  could  always  be  discovered  by  an  adequate  X  ray 
examination.     That  foreign  bodies  of  this  nature  were  not  infrequently 
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missed  was  due  to  a  faulty  technique  on  the  part  of  the  radiographer. 
One  of  the  tooth-plates  shown,  which  the  skias^ram  demonstrated  with 
clearness,  had  been  overlooked  in-another  hospital,  and  in  another  case 
the  tooth-plate  was  only  visible  on  screen  examiuation,  when  a  diaphragm 
was  employed  so  that  a  small  part  only  of  the  chest  was  examined  at  one 
time.  Meat-bones,  on  the  other  hand,  were  miich  less  opaque  to  the 
X  rays,  and  two  fairly  large  pieces  which  the  exhibitor  had  removed  from 
the  oesophagus  manifested  their  presence  only  by  the  arrest  of  a  small 
quantity  of  a  bismuth  meal. 

trauma  from  Adenoid  Operation.  — H.  L.  Whale. — The  patient 
stated  that  her  adenoids  were  removed  two  years  ago.  She  now  had  a 
trellis-work  of  adhesions  between  the  Eustachian  tube  and  the  pharyngeal 
roof,  probably  the  result  of  lateralising  the  curette. 

Dr.  Petees  said  he  would  like  to  join  issue  with  Mr.  Whale  as  to  the 
condition  being  due  to  lateralising  the  curette.  He  believed  it  was 
caused  by  the  finger-nail  being  used  to  stir  up  the  fossa  of  Rosenmiiller. 
The  best  way  to  deal  with  these  adenoids,  which  were  mostly  on  the 
anterior  wall,  was  by  means  of  Meyer's  ring  knife.  If  that  had  been  used 
in  this  present  case  he  did  not  think  the  condition  now  seen  would  have 
been  present. 

Mr.  Norman  Patterson  said  the  condition  was  very  common. 

The  President  did  not  think  the  condition  was  due  to  lateralising 
the  curette,  because  with  the  old  Hartmann's  curette,  which  most  men 
began  with,  the  condition  was  but  seldom  seen. 

Sir  StClair  Thomson  said  there  was  no  trace  left  of  adenoids.  In 
the  days  of  the  old  Society  there  were  repeated  discussions  as  to  conditions 
found  in  Rosenmiiller  s  fossa,  and  he  did  not  agree  that  it  was  necessarily 
due  to  lateralising  the  curette.  These  bands  did  not  cause  sym]jtoms, 
and  the  suggestion  of  some  members  to  put  such  patients  under  chloro- 
form and  break  down  these  adhesions  because  there  was  some  middle-ear 
catarrh  was  not  justified  by  results. 

Dr.  DuNDAs  GrRANT  said  there  were  shown  in  the  Laryngological 
Society  several  cases  in  which  there  had  been  no  operation  in  the 
nasopharynx  at  all,  and  in  Avhich  such  bands  were  present.  It  was 
probably  in  the  natural  involution  of  tbe  adenoid  tissue  that,  in  favour- 
able circumstances,  the  stringed  form  was  seen. 

Aphonia  ;  (?)  Congenital  Syphilitic  Laryngitis. — W.  H.  Jewell. 

— Boy,  aged  fourteen ;  loss  of  voice  said  to  have  begun  five  years  ago, 
following  scarlet  fever.  Boy  speaks  with  forced  whisper.  The  ventri- 
cular bands  are  infiltrated,  obscuring  the  anterior  halves  of  the  cords. 
Ai'vteenoids  also  swollen.  The  glottis  is  unclosed  on  phonatiou.  There 
is  no  evidence  of  tuberculosis.     Wassei'mann  reaction  positive. 

The  President  said  the  j^atient  had  some  nasal  trouble  and  there 
was  a  good  deal  of  laryngitis,  and  some  ci'usts  were  present,  and  he 
would  like  to  know  if  the  patient  had  congenital  syphilis. 

Mr.  E.  D.  Davis  asked  whether  tuberculosis  was  likely.  The  condition 
of  the  ventricular  bands,  the  general  appearance  of  the  laiynx,  and 
the  presence  of  sputum  on  the  posterior  commissure  were  suggestive  of 
tuberculosis. 

Sir  StClair  Thomson  did  not  think  an  opinion  could  be  given  until 
the  nose  had  been  treated.  It  was  common  to  see  cases  like  this  which 
were  simply  hypertrophic  laryngitis  infected  from  the  nose  or  post-nasal 
space. 
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Dr.  Jewell  replied  that  his  idea  of  congenital  syphilis  was 
strengthened  by  the  rapid  improvement  under  iodide  and  mercury.  The 
voice  also  had  improved. 

(?)  Tuberculous  Ulceration  of  Pharynx.— F.   W.   Bennett. — 

W.  H ,  tram-conductor,   aged   twenty-seven.      Ulceration  in   right 

pharynx.  Four  months  ago,  hsematemesis  (r).  For  several  weeks,  and 
especially  during  the  last  three,  has  had  severe  pain  on  swallowing.  No 
chest  trouble  detected.  Von  Pirquet's  reaction  negative.  No  history 
of  syphilis.     Wassermann's  test  not  yet  made. 

[_Note. — Shortly  after  the  meeting  general  pulmonary  tuberculous 
inflammation  supervened,  causing  death  in  about  three  weeks.] 

Sir  StClair  Thomson  said  the  case  was  of  much  interest,  and 
required  to  be  gone  carefully  into.  Still,  he  thought  the  diagnosis 
might  be  reduced  down  to  either  syphilitic  disease  or  pemphigus.  No 
pemphigus  was  found  anywhere  else,  but  it  was  difficult  to  find  the  bleb 
of  pemphigus  actually  out.  Even  in  some  fatal  cases  the  bleb  had  not 
been  seen.  He  suggested  that  scrapings  should  be  taken  and  investi- 
gated from  the  point  of  view  of  tubercle  or  jDemphigus. 

Dr.  DuNDAS  Grant  said  there  was  an  appearance  like  that  seen  in 
the  later  stages  of  tuberculosis,  in  a  more  diffuse  form.  But  the 
intense  pain,  and  the  miliary  appearance,  in  spite  of  the  fact  that  there 
was  leucoplakia  on  the  tongue,  made  one  favour  a  diagnosis  of  tuber- 
culosis.    Investigations  of  scrapings  were  necessary. 

Mr.  Herbert  Tilley  thought  it  was  tuberculovis,  because  the  epi- 
glottis was  (edematous  and  turban-shaped,  and  the  lesion  in  the  throat 
was  very  painful. 

Extensive  Pharyngeal  Growth. — Herbert  Tilley.— The  patient 
was  a  woman  with  an  enormous  growth  occupying  the  whole  left  side  of 
the  mouth  and  pharynx.  It  had  existed  for  sixteen  years,  and  was 
almost  certainly  not  malignant.  Mr.  Tilley  suggested  puncturing  it  to 
find  if  it  contained  fluid.     If  not,  radium  might  be  tried. 

Mr.  T.  B.  Layton  said  the  lump  in  the  parotid  region  was  part  of  the 
tumour.  There  was  a  swelling  beneath  the  angle  of  the  jaw  continuous 
with  the  mass  in  the  mouth  ;  from  this  a  process  came  round  the  posterior 
margin  of  the  jaw  which  was  continuous  with  the  parotid  mass.  He 
though  it  was  a  cyst  arising  in  the  pharyngeal  wall,  which  bulged  the 
palate  down,  and  that  it  contained  fluid. 

Carcinoma    of   the    Pharyngo-Laryngeal    Party  Wall.— C.    I. 

Graham.— The  case  was  shown  in  May,  1910.  Operation:  Total 
laryngectomy,  May,  1910.  Shown  again  at  the  meeting  of  the  Section 
in  February,  1911.     Recurrence  noticed  October,  1913. 

Sir  StClair  Thomson  said  that  this  having  returned  after  a  period 
of  three  years  showed  that  extrinsic  cancers  did  not  follow  the  rule  laid 
down  by  Sir  Felix  Semon  for  intrinsic  growths.  He  had  found  that  an 
intrinsic  cancer  which  did  not  recur  within  a  year  did  not  come  back  at  all. 
He  advocated  radium  in  this  case. 

Chronic  Laryngitis  in  an  Unusual  Form. — Andrew  Wylie.— 

The  patient,  a  man,  aged  forty,  by  occupation  a  commercial  traveller,  a 
year  ago  contracted  a  cold,  since  when  he  has  been  hoarse,  becoming 
gradually  worse.  Otherwise  the  patient  is  healthy.  There  is  no  loss  of 
weight,  no  cough,  no  spit ;  nothing  abnormal  is  detected  in  the  lungs. 
Wassermann  test  is  negative.  Family  historv  good.  There  is  a  redness 
of  both  vocal  cords,  swelling  of  the  right  ventricular  band,  and,  at  the 
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posterior  end  of  the  right  vocal  cord,  extendiug  into  the  inter-arvtaeuoid 
space,  a  considerable  number  of  little  papillary  elevations.  Slight  swelling 
of  the  arytsenoid  cartilages.  The  -exhibitor  intends  to  apply  the  galvanic 
cautery  to  the  small  papillae,  but  shows  the  case  in  order  to  discuss  this 
treatment. 

Dr.  DuNDAs  Grant  said  there  were  curious  warty  growths  in  the 
inter-arytaenoid  space.  He  had  only  seen  an  identical  appearance  in  a 
tuberculous  subject,  who  also  had  had  syphilis — a  comparatively  young 
man. 

Sir  StClair  Thomson  suggested  further  research  from  the  point  of 
view  of  tuberculosis.  There  were  not  only  papillary  growths,  but  a 
breach  of  surface  in  the  favourite  areas  for  tubercle.  When  the  patient 
was  made  to  phouate,  infiltration  was  seen  in  the  arytaenoid  regions,  and 
then  one  saw  there  was  asymmetry,  showing  it  was  not  physiological 
thickening,  but  probably  a  tubercular  process. 

Mr.  VVylie  replied  that  he  would  endeavour  to  obtain  some  scrapings 
from  the  larynx,  and  investigate  further  witli  the  view  that  it  might 
be  tuberculosis.  Some  of  the  members  thought  the  case  might  be 
malignant. 

Fungating  Tumour  of  Tonsil. — Harold  Harwell. — Boy,  aged 
sixteen.  Vaccination  three  weeks  ago,  followed  by  septic  arm,  fading, 
)>urplish  eruption  on  left  leg  ;  vaccination  marks  unhealthy.  Sore  throat 
five  days  ago,  no  soreness  or  fever  now.  Right  tonsil  converted  into 
large  fungating  mass  with  everted  edge  and  very  hard  base.  No 
enlargement  of  cervical  glands. 

Dr.  Peters  said  he  had  seen  a  similar  condition,  though  not  so 
marked,  when  everted  follicles  had  become  septic. 

The  President  said  if  there  had  been  a  rapid  history  one  would 
suggest  sai'coma,  especially  as  it  was  very  firm,  and  did  not  look  like  an 
inflammatory  condition. 

Mr.  Barwell  replied  that  the  base  of  the  lesion  on  the  tonsil  was 
hard,  and  it  felt  and  looked  like  epithelioma.  He  would  report  later  on 
the  case. 


PROCEEDINGS    OF     THE     SCOTTISH    OTOLOGICAL 
AND     LARYNGOLOGICAL    SOCIETY. 


Meeting  at  the  Royal  Infirmary,  Edinburgh,  November  22,  1913. 


Mr.  J.  D.  LiTHGOw  in  the  Chair. 


Bejtorted   hy  Dr.  W.   S.   Syme. 


{Continued  from  i^.  99.) 

Epidiascopic  Demonstration  of  the  Pathological  Anatomy  of 
some  Cases  of  Ear  Disease,  with  Short  Histories  of  the  Cases.— 

J.  S.  Fraser,— ((()  Ostitis  vascidosa  or  otosclerosis  (f)  affecting  the 
labyrinth  capsule.  The  case  was  one  in  which  chronic  suppurative  otitis 
media  was  combined  with  cholesteatoma.  Death  occurred  from  temporo- 
sphenoidal  abscess. 

12 
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(b)  Acute  8up2)urative  Otitis  Media  with  Labyrinth  Fistula,  — Male, 
aged  twenty-eight,  miner,  suffered  from  coryza  and  earache  in  March, 
1911  ;  two  weeks  later  discharge  from  left  ear,  with  diminution  of  pain ; 
discharge  has  continued.  Examination  (April  22,  1911). — Left  meatus; 
pus  and  bulging  of  posterior  part  of  membrane ;  no  tenderness  of 
mastoid.  Patient  did  not  report  again  till  July  1,  1911,  when  he  stated 
that  discharge  almost  ceased  and  pain  discippeared  shortly  after  previous 
visit.  On  June  24,  however,  he  had  an  attack  of  giddiness,  with  apparent 
rotation  of  external  objects ;  patient  could  not  stand  on  account  of  giddi- 
ness. June  27  :  Increased  giddiness  ;  loss  of  sleep  ;  increase  in  discharge 
from  left  ear.  July  1  :  Patient  seen  and  admitted.  Severe  frontal  head- 
ache ;  pain  behind  left  ear ;  loss  of  balance  ;  vomiting  ;  temperature, 
102°  F.;  pulse,  60 ;  marked  nystagmus  to  right  (sovmd  side)  ;  no  nystagmus 
to  left.  Patient  too  ill  for  functional  examination ;  rigidity  of  neck  ; 
Kernig  present ;  fundus  normal ;  no  ocular  paralysis  ;  mental  condition 
good.  Oj^eratiou  (July  1). — Eadical  mastoid.  Process  diploctic  ;  pus 
in  antrum  (pneumococcus  ?)  ;  labyrinth-wall  not  perforated  ;  erosion  of 
external  canal ;  cerebro-spiual  fluid  under  tension  and  turbid,  but  sterile 
on  examination.  July  2  :  Headache  less  severe  ;  uovomituig;  tempera- 
ture, 101' 6^;  pulse,  56  ;  nystagmus  as  before  ;  Kernig  present;  rigidity 
of  neck;  knee-jerks  absent.  July  3:  Second  lumbar  puncture;  fluid 
gave  growth  of  a  streptococcus.  July  5  :  Patient  restless  ;  temperature, 
1027'';  heroin  given.  Third  lumbar  puncture;  many  streptococci. 
July  6  :  Epileptiform  fit ;  in  spite  of  sedatives  patient  could  not  be  con- 
trolled. July  7 :  Continuation  of  fits  ;  death.  Post-mortem. — Tuber- 
culosis of  right  apex  ;  purulent  leptomeningitis  at  base  ;  brain-tissue 
softened.  Ear. — Fistula  of  external  canal  and  acute  purulent  laby- 
rinthitis. 

(c)  Chronic  Suppurative  Otitis  Media,  Cholesteatoma ,  Labyrinthitis. — 
Female,  aged  six  ;  had  discbarge  from  left  ear  since  measles  at  three.  From 
December  25,  1911,  to  January  7,  1912,  child  was  in  bed  with  pain  in  left 
ear,  vomiting,  dizziness,  and  headache.  From  January  8  to  13,  1912,  child 
was  apparently  cheerful.  Examination  (January  13, 1912). — Right  mem- 
brane shows  cicatrix ;  the  left  meatus  shows  pus  and  granulations ;  no 
mastoid  tenderness ;  tonsils  and  adenoids  enlarged.  January  15  :  Ade- 
noids and  tonsils  removed,  and  granulations  in  the  right  ear  curetted. 
January  17:  Vomiting;  temperature,  1032°  F.  ;  pulse,  160;  patient 
cyanosed.  Januai-y  18  :  Vomiting  continues  ;  giddiness ;  no  mastoid 
tenderness  ;  tongue  is  di'y  and  breath  foul :  Keruig's  sign  slight ;  slight 
rotatory  and  horizontal  nystagmus  to  right  (sound  side)  ;  left  ear  quite 
deaf.  The  movements  of  tlie  head  are  free;  cerebro-spiual  fluid  clear,  but 
under  pressure  ;  films  show  Gram-negative  bacilli  and  Gram- positive 
streptococci  in  cerebro-spinal  fluid.  January  19  :  Temi^erature,  96° ;  no 
headache,  but  pain  in  abdomen ;  child  is  drowsy,  with  occasional  restless 
attacks ;  diarrhoea.  Digitalis  and  strychnine  given  Avitli  stimulants ; 
paralysis  of  left  eye;  coma;  death  at  6  p.m.  Post-mortem. — ^Cloudy 
swelling  of  liver,  kidneys,  etc.  Enteritis ;  petechial  hsemorrhages  in 
lungs.  Ear. — Labyrinthitis  and  peri-labyrinthitis  ;  cholesteatoma  in 
middle  ear. 

(d)  Chronic  Suppurative  Otitis  Media,  Cholesteatoma,  Labyrinthitis, 
and  Cerebellar  Abscess. — Male,  aged  seventeen,  admitted  September  5, 
1911.  History  of  discharge  from  right  ear  since  measles  in  childhood. 
On  September  2  discharge  suddenly  ceased,  and  pain  in  right  ear  com- 
menced. September  3 :  Swelling  behind  ear,  and  sudden  attack  of 
giddiness.     Examination  (September  6)  :   Right  ear  displaced  ;  tempera- 
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turn,  100-4°  F. ;  pulse,  100  ;  sasfi^ins,'  of  posterior  wall  of  meatus  •  no 
functional  examination.  September  7  :  Kadical  mastoid  operation  ;  sub- 
periosteal abscess  opened.  October  11  :  Patient  discharged.  October 
•28  :  Patient  readmitted.  Face  pale  ;  tem[)erature  96°  F. ;  pulse,  68.  Exa- 
■.mination :  Tongue  protruded  only  after  several  requests  'in  a  loud 
;voice ;  questions  not  answered  ;  pupils  equul  and  dilated  ;  do  not  react  to 
'light ;  patient  occasionally  draws  up  legs  and  turns  on  right  side  ; 
ibreathing  almost  stertorous;  no  photophobia;  deep  reflexes"  present  •' 
water  passed  in  bed;  right  meatus  full  of  pus.  One  hour  after  admis- 
sion patient  suddenly  became  flushed  and  perspired  piofuselv ;  pupils 
became  contracted  ;  respiration  gradually  stopped ;  the  pulse  was  140, 
but  fairly  strong.  Artificial  respiration  "^carried  out,  but  pulse  rapidlv 
became  feeble,  and,  in  .spite  of  stimulants,  patient  died  at  11.40  a.m"' 
Post-mortem  :  1  p.m.  on  the  same  dav  ;  abscess  in  right  lobe  of  cere- 
bellum.    Ear  :  Labyrinthitis  and  peri-labyrinthitis. 

(e)  Results  of  Chronic  Middle-ear  Suppuration  (chronic  adhesive  pro- 
cess) :  D.  M.  C ;  no  history  obtained,  and  no  functional  examination. 

The  left  tympanitic  membrane  (post-mortem)  showed  a  large  retracted 
,kidney-shaiied  scar  adherent  to  the  inner  wall  of  the  tympanum.  Ear  : 
Adhesive  pr(»cesses  in  middle  ear. 

(/)  Chronic  Adhesive  Process  in  Middle  Ear.— Female,  aged  thirteen, 
suffered  from  chronic  suppurative  otitis  media  in  infancy;  left  ear  still 
discharging;  right  tympanic  membrane  shows  a  retracted  scar  in  the 
posterior  half  adherent  to  the  long  process  of  the  incus,  and  a  chalk 
patch  in  the  anterior  part.  Functional  examination  showed  middle-ear 
deafness  on  the  right  side.     Right  middle  ear:  Adhesive  processes. 

(g)  Tubercular  Disease  of  Middle  and  Inner  Ear.—Male,  aged  nine 
months  (breast-fed).  Nasal  catarrh  and  obstruction  since  birth  •  quiet 
onset  of  discharge  from  left  ear  ten  weeks  before  admission ;  swellin^^ 
behind  left  ear  for  eight  weeks  ;  Wilde's  incision  bv  child's  doctor  before 
admission.  Examination.— Msirked  adenoids ;  large  perforation  left 
membrane;  right  ear  also  discharging;  no  sign  of  pulmonary  tuber- 
culosis. Eemoval  of  adenoids  ;  child  continues  to  vomit  after  meals. 
Radical  mastoid  operation. — Much  granulation-tissue  present.  After 
operation  child  continued  to  vomit,  and  head-retraction  developed- 
menmgitic  cry ;  internal  strabismus  (left  eye)  ;  no  optic  neuritis  or 
tubercle  of  choroid.  Cerebro-spinal  fluid  shows  increase  in  mononuclear 
cells.  Death.  Post-mortem. — Tubercular  meningitis  and  general  tuber- 
culosis.    Left  middle  and  inner  ear. — Tubercular  "disease. 

{h)   Tubercular  Disease  of  Middle  and  Inner  ^ar.— Male,  acred  nine 
months  (a  twin)  ;  had  epileptic  tits  at  age  of  six  weeks  ;  two  weeks  later 
right  ear  began  to  discharge  ;  fits  continued.     At  three  months  right  ear 
operated  on  at  another  hospital,  but  discharge  has  continued      Excimina- 
tion   (August  3,    1910).— Child  much  wasted;   mouth   shows   thrush- 
frequent    vomiting;    profuse   nasal    discharge    (Staphylococcus    aureus 
diphtheroid  bacilli  and  diplococci).     Child's  head  sweats  profusely,  and 
is  markedly  retracted ;  photophobia  present ;  periotic  glands  enlar'ced  • 
fistula    behind    rtght    ear;    facial    paralysis   on   right-side.     Operation 
(August  4).— Large  flat  sequestrum  removed  from  roof  of  middle  ear 
exposing  dura  with  granulations  on  it.     Sequestrum  also  removed  from 
floor  of  middle  ear  and  from  inner  wall,  opening  up  canals,  vestibule 
and    cochlea.     August  5  to  16:  Progressive    emaciation  and  glandular 
enlargement  ;    wound    cavity   very  dirtv,   and   shows  few  granulations 
Death    took    place   on   the    17th.     Post-mortem.— Memhrnne^    of   brain 
injected;    increase  of  cerebro-spiual   fluid;  tubercular    nodule   in  ric/ht 
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anterior  corpus  quadrij^eminuui  and  another  in  occipital  region.     Bicjht 
middle  and  inner  ear. — Results  of  tubercular  disease. 

(i)  Ttmiour  involving  An ditory  Nerve. — Female,  aged  twentj-five  ;  was 
mentally  dull  and  bed-ridden  for  many  months  before  death  ;  face  very 
expressionless  ;  patient  was  blind,  and  had  double  optic  neuritis.  Death 
from  coma.  Post-mortem. — -The  outer  or  cranial  surface  of  the  dura,  over 
almost  its  entire  extent,  was  covered  with  small  pedunculated  tumours 
about  the  size  of  canary  seed.  On  removal  of  the  dura  the  inner  surface 
of  the  cranial  bones  appeared  as  if  deeply  marked  by  smallpox.  In  the 
region  of  the  right  internal  auditory  meatus  aad  cerebello-pontine  angle 
there  was  a  tumour  mass  about  the  size  of  a  walnut  which  pressed  the 
pons,  medulla,  and  cerebellum  towards  the  left  side.  Right  ear  demon- 
strated. 

(j)  Cerehello-pontine  Angle  T«»(o?/r.— Female,  aged  seventy  five. 
Complained  of  giddiness  and  deafness  of  five  years'  duration,  also  of 
noises  in  left  ear.  Patient  could  not  walk  without  assistance ;  almost 
complete  deafness ;  well-marked  arteriosclerosis.  Fnnctional  examina- 
tion.—CS2  and  C()4  not  heard  by  either  ear.  C128-CL024  heard  faintly 
by  right  ear  but  not  by  left.  C2048  not  heard  by  either  ear.  Schwabach 
shortened  markedly.  Galton  whistle  not  heard.  During  her  stay  in 
hospital  giddiness  improved  for  a  time,  but  got  worse  again.  One  year 
later  headache  developed  and  deafness  became  complete.  Before  death 
right  arm,  leg,  and  face  became  ])aralysed.  Post-mortem. — Tumour  of 
eighth  nerve  on  right  side  eroding  internal  meatus.  (Subsequent 
microscopic  examination  of  left  ear  showed  spontaneous  cure  of  labyrin- 
thitis, but  this  was  not  demonstrated).  Right  ear  and  tumour 
demonstrated. 

{To  he  continued.^ 


Jibjitnuts. 

PHARYNX. 

Capps,  Joseph  A.  (Chicago). — Epidemic  Streptococcus  Sore  Throat. 
"  Journ.  Amer.  Med.  Assoc,"  September  16,  1918. 
A  review  of  the  three  epidemics  in  Boston,  Baltimore,  and  Chicago,  in 
which  over  12,000  people  were  affected.  In  all  three  cities  a  peculiar 
type  of  haemolytic  capsulated  streptococcus  was  secured  from  the  throat 
cultures,  or  the  peritoneal  exudate  of  fatal  cases,  and  the  infection  was 
traced  definitely  to  a  single  milk  supply.  The  source  of  the  milk  con- 
tamination was:  (1)  Streptococcus  in  the  mixed  milk  at  the  collecting 
plant  or  farm  ;  (2)  mastitis  in  cows,  from  whose  udders  streptococcus  is 
directly  obtained  ;  (3)  streptococcus  sore  throat  in  the  milkers ;  or  (4) 
streptococcus  sore  throat  in  other  employees  who  handle  the  milk. 
Pasteurisation  is  strongly  advised  as  the  most  radical  and  simplest  way  of 
ending  the  malady.  Birhett  (Kogers). 

Levinstein,   Oswald    (Berlin). — A   Contribution    to    the    Pathology  oi 

Diseases  of  the  Mucous  Membrane  of  the  Mouth  and  Pharynx. 

"  Zeitschr.  f.  Laryngol.,"  Bd.  vi.  Heft  2. 

The  writer  records  a  case  of  stomato-pharyngitis  ulcerosa  disseminata 

(Frese).     The  patient  was  a  male,  aged  thirty-six,  who  had  suffered  from 

attacks  of  ulceratit)n  of  the  mouth   for  five  vears      The   ulceration   was 
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accompanied  h\  Imruiu^-  paiu  and  the  liealiug  process  took  a  long  time, 
during  wliich  other  ulcers  formed.  The  general  health  of  the  patient, 
however,  remained  good.  On  examination,  Levinstein  found  a  sharplv 
cut  ulcer  on  one  anterior  faucial  pillar.  The  ulcer  was  about  the  size  of 
a  five-pfennig  piece  and  had  a  gTeyish  base  and  red  edges  ;  scars  of  old 
ulcers  could  be  seen  on  the  inner  surface  of  the  cheeks  and  on  the  soft 
palate.  The  patient's  teeth  were  good  and  there  was  no  foetor  of  the 
breath.  Treatment  with  peroxide  of  hydrogen,  ausesthesin  and  phenol 
tablets.  Three  weeks  later  the  ulcer  had  healed,  but  a  similar  one  had 
appeared  on  the  opposite  anterior  pillar.  A  smear  from  the  ulcer  showed 
bacilli  and  cocci,  but  no  spirochaetse  or  fusiform  organisms.  The 
VVassermann  reaction  was  negative.  Microscopic  sections  of  the  ulcer 
showed  that  the  epithelium  was  penetrated  and  the  submucous  tissue 
invaded.  Levinstein  states  that  stoniato-pharvngitis  ulcerosa  disseminata 
must  be  distinguished  from  aphthous  stomatitis,  in  which  only  the 
epithelium  is  affected  ;  also  from  herpes,  pemphigus,  erythema  exuda- 
tivum  multiforme,  syphilis  and  tuberculosis.  Herpes  has  a  different 
clinical  course  ;  pemphigus,  erythema  multiforme  and  syphilis  are  all 
accompanied  by  skin  eruptions.  Levinstein  treated  his  patient  with 
gargles  containing  peroxide  of  hydrogen  and  insufflations  of  ansesthesin. 
Calcium  chloride  was  administered  internally. 

In  the  same  paper  Levinstein  records  a  case  of  eczema  of  the  cheeks 
and  pharynx  in  a  patient  who  suffered  from  chronic  eczema  of  the  skin. 
For  three  years  the  patient  had  suffered  from  pain  in  the  mouth 
associated  with  the  formation  of  red  spots  and  small  ulcers  which  became 
covered  witli  a  false  membrane.  The  author  states  that  erythema 
multiforme  (for  which  eczema  of  the  mouth  may  be  mistaken)  is  more 
acute  and  accompanied  by  more  intense  hyperaemia.  /.  S.  Fraser. 


NOSE. 

Hill,  Leonard,  and  Muecke,  Francis  F. — Colds  in  the  Head.     "  Lancet," 
May  10,  1918. 

An  investigation  into  the  influence  of  warm  confined  atmospheres  on 
the  mucous  membrane  of  the  nose  and  throat.  The  mucosa  becomes 
turgid  with  blood  and  tissue  lymph  and  covered  Avith  thick  secretion, 
airway  being  narrowed,  especially  if  the  septum  is  deflected.  On  passing 
into  a  cold  atmosphere,  the  mucosa  pales,  but  remains  swollen  with 
tissue  lymph.  This  process  seems  likely  to  increase  liability  to  infection. 
The  authors  believe  that  colds  are  due  to  the  massive  direct  transmission 
of  bacteria  in  warmed  confined  atmospheres,  followed  by  exposure  to  cold, 
moist  outer  air.  The  danger  is  diminished  by  keeping  the  air  moving. 
The  authors  also  find  that  convection  heat  flushes  and  swells  the  nasal 
mucous  membrane,  whilst  radiant  heat  causes  sweating  of  the  skin  and 
does  not  affect  the  nose.  Macleod  Yearsley. 

Ing-ersoll,  J.  M.  — The  Morphologic  Changes  in  the  Nose  and  Face  due 

to  the  Development  of  the  Brain.      •■  Annals  of  Otology,  etc.,' 

xxi,  p.  557. 

A  concise  paper,  describing  the  brain  and  nose  in  fishes,  amphibians, 

reptiles,  birds,   and   mammals.       The  tremendous    development    of   the 

human  brain  carries  it  forward  so  that  it  extends  over  the  nasal  cavity 

and  changes  the  facial  angle.     The  nose,  instea<l  of  being  anterior  to  the 

brain,  lies  almost  directly  under  it,  and  the  cribriform  plate  forms  the 
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roof  of  the  nose  iu  man,  whereas  iu  most  other  vertebrate  it  forms  the 
posterior  boundary.  The  olfactory  organ  in  apes,  and  especially  in  man, 
is  a  decidedly  de^'enei'ated  structure.  The  author  might  have  extended 
his  paper  a  little  to  demonstrate  the  result  of  these  changes  upon  the 
growth  of  the  septum  nasi  and  their  possil)le  influence  upon  the  forma- 
tion of  deviations.  Machod  Yearsley. 


LARYNX. 


Cisler,  Prof.  (Prague). — Disturbances  of  the  Voice  and  Articulation, 
caused  by  Atropine  Poisoning.  "  Zeitschr.  f.  LaryngoL,"  Bd.  vi, 
Heft  3. 
The  author  states  that  the  dryness  of  the  throat  caused  by  atropine 
is  due  to  paralysis  of  the  endings  of  the  peripheral  secretory  nerves. 
Atropine  also  pi-oduces  dilatation  of  the  pupil,  burning  feeling  and  thirst, 
difficulty  in  swallowing,  hoarseness,  and  a  tendency  to  vomit.  Later 
there  is  aphonia  and  aphagia — the  attempt  to  drink  water  brings  on 
cramp  of  the  swallowing  muscles.  Finally  headache,  giddiness,  dulness 
of  sensibility,  hallucinations  and  loss  of  consciousness  supervene.  The 
cramp  of  the  adductor  muscles  of  the  larynx  is  due  to  the  fact  that  in 
the  cerebral  cortex  the  adductor  centres  dominate  the  abductor  centres ; 
this,  of  course,  is  the  opposite  of  the  conditions  which  obtain  in  the 
medulla.  The  writer  comes  to  the  conclusion  that  the  disturbances  of 
voice  and  articulation  causetl  by  ati'opiue  poisoning  are  due  not  only  to 
the  dryness  of  the  mucous  membrane,  but  also  to  cramp  of  the  muscles 
which  close  the  glottis.  /.   IS.  Fraser. 

Packard,   F.    R. — Carcinoma   of  the  Larynx  removed  by  Thyrotomy. 

•'  Annals  of  Otology,  etc.,"  xxi,  p.  408. 
Male,  aged  fifty.  Symptoms  of  a  year's  duration ;  choking,  husky 
voice,  and  dry  cough.  No  pain.  Microscopical  examination  of  a  removed 
portion  showed  it  to  be  carcinoma.  Thyrotomy,  after  tracheotomy. 
Growth  enucleated  and  found  to  be  attached  on  right  side  ©f  inner  surface 
of  thyroid  cartilage.  Size  of  a  very  large  walnut.  Operation  on 
February  18.  1911^;  no  recurrence,  May  2,  1912. 

Macleod  Yearsley. 


EAR. 

Lewin,  Leo.  (St.  Petersburg). — Concerning  Congenital  Atresia  of  the 
External  Meatus  with  Microtia  and  their  Surgical  Treatment. 
"  Monats.  f.  Ohrenheilk.,"  Year  47,  No.  7. 

A  summary  of  the  views  and  experience  of  various  authors  on  this 
anomaly  introduces  the  story  of  a  girl,  aged  fifteen,  whose  hearing  her 
elder  sister  implored  Lewin  to  improve. 

On  both  sides  the  auricle  was  rudimentary  and  no  trace  of  a  meatus 
was  to  be  discovered.  Soft  palate  normal  in  form  and  movement.  The 
openings  of  the  Eustachian  tubes  could  be  seen  on  posterior  rhinoscopy  ; 
that  on  the  right  was  normal  but  on  the  left  side  it  was  obviously  under- 
developed. Inflation  was  fairly  easy  but  was  accompanied  by  au  un- 
doubtedly greater  noise  on  the  right  side.  The  bougie  passed  30  mm. 
on  the  right  side  but  only  16  mm.  on  the  left,  and  that  with  difliculty. 
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Functional  Tests. 
Eight.  Left. 

Ad.  couch.  Wutcli-  .  Ad.  couch. 

Not  heard  Whisper  Not  heard. 

15  Couversatiou  10. 

Not  heard  C^  —  C,  Not  heard. 

Shorteued  C,  —  C,  Shorteued. 

Noruial  Galtou  Normal. 

Neg.  .         Kiuue  Neg. 

Weber  > 

Lengtheued  Boue-couductit)u  Leugtheued. 

Vestibular  apparatus  couipletely  uormal. 

An  X-ray  picture  was  takeu  with  a  catheter  aud  uietal  sr>uud  passed 
iuto  the  tubes,  denionstratiug  the  fact  that  no  tympanic  cavitv  probablv 
existed  (a  good  print  of  this  accompanies  the  text,  though  unfortunatelV 
inverted  by  mistake).  This,  however.  Lewin  did  not  accept  as  absolute 
proof,  and  after  careful  consideration  of  the  whole  question  determined  to 
operate  on  the  better  (right)  ear.  Great  difficulty  was  experienced  in 
deciding  the  situation  of  the  antrum  as  no  landmarks  appeared  on  reflec- 
tion of  the  skin,  and  the  site  for  approach  had  to  be  located  from  the 
relation  of  the  proc.  zygomat.  After  some  careful  excavation  a  minute 
antrum  was  discovered,  "  the  size  of  a  pea,"  lined  with  normal  mucous 
membrane.  The  eminence  corresponding  to  the  external  horizontal  canal 
and  the  aditus  could  also  be  demonstrated,  but  no  tympanic  cavity  or 
ossicles  could  be  found.  This,  therefore,  brought  the  operation  to  an  end 
aud  the  woitnd  was  closed. 

The  subsequent  result  to  the  functional  tests  showed  much  improve- 
ment, and  the  range  for  conversation  was  now  doubled,  viz.  3  metres. 
Lewin  summarises  his  advice  as  follows  : 

(1)  The  inner  ear  must  be  proved  to  be  intact  in  order  to  expect  anv 
improvement  in  hearing  from  operative  procedures  on  cases  of  congenital 
atresia  of  the  outer  meatus. 

(2)  If  in  such  cases  in  addition  the  middle  ear  is  deformed  a  slight 
impiovement  in  hearing  may  obtain  should  one  be  successful  in  con- 
structing a  route  up  to  the  labyrinth  wall. 

(3)  .  Operative  treatjneut  of  cases  of  atresia  where  the  tvmpanic 
cavity  is  normal  affords  a  far  better  measure  of  success. 

(4)  The  cosmetic  result  of  operation  is  most  satisfactory,  as  an 
opening  is  established  in  the  usual  position.  Alex.  R.  Tweed ie. 


REVIEW. 


Diseases  of  the  Nose,  Throat  and  Ear.  By  Francis  R.  Packard,  M.D. 
Second  edition.  Pp.  xvi  +  377.  Illustrated.  Philadelphia  and 
Loudon :  J.  B.  Lippiucott  Company.     Price  lbs.  net. 

This  work  has  ruu  tlu'ough  a  first  edition  in  a  relatively  short  space  of 
time.  The  general  arrangement,  some  excellent  illustrations,  as  well  as 
the  printing,  are  worthy  of  praise,  though  we  feel  that  several  of  the 
illustrations  are  unlikely  to  serve  a  useful  purpose,  e.g.  a  figure  showing 
eleven  instruments  set  out  as  instruments  for  a  "  tonsillotomy."' 

In  some  cases  the  information  afforded  is  lamentably  deficient ;  for 
instance,  the  whole  chapter  on  laryngeal  neuroses  occupies  but  three  pages, 
in  fact  we  can  best  illustrate  the  limitations  of  the  text-book  by  citing  at 
length  (except  for  the  sixteen  lines  on  treatment)  the  entire  section  on 
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"Abductor  Paralysis,"  viz.:  "This  may  be  unilateral  or  bilateral. 
Bilateral  paralysis"  is  a  rare  but  extremely  serious  condition,  and  its  most 
prominent  symptom,  of  course,  is  dyspnoea,  whicli  may  go  on  to  suii'ooa- 
tion  and  cause  the  death  of  the  patient.  Bosworth  thinks  that  the  great 
majority  of  cases  are  due  to  lesions  in  the  medulla  oblongata,  but  there 
have  been  a  number  of  cases  reported  which  seem  to  have  been  the  result 
of  an  infectious  neuritis  occurring  as  a  sequel  in  '  typhoid  fever  '  or 
other  infectious  diseases.  Unilateral  abductor  paralysis  is,  of  course, 
not  nearly  so  serious  a  condition,  the  dyspnoea  never  assumes  as  grave  a 
character;  and  the  patient  may  live  with  it  for  many  years,  suffermg  no 
further  incon\enience  than  partial  aphonia."  Nothing  else  is  mentioned 
in  connection  with  abductor  paralysis.  Apparently  the  proclivity  of  the 
abductors  to  succumb  in  progressive  lesions  earlier  than  the  adductors  is, 
like  the  name  "  Semon,"  considered  of  too  little  import  for  the  practitioner. 
On  the  pathology  of  ethmoiditis,  the  author  states  that  "chronic 
ethmoiditis  is  usually  associated  with  caries  or  necrosis  of  the  bony  Avails 
of  the  cells "  !  In"^  otosclerosis  the  author  states  that  Gelle's  test  is 
sometimes  of  value.  "  It  is  performed  by  placing  the  tuning-fork  upon 
the  vertex,  when,  if  there  is  increased  labyrinthine  pressure,  its  tone  will 
be  greatly  diminished  in  the  affected  ear.  Of  course  such  a  test  only 
shows  the  presence  of  increased  labyrinthine  pressure,  and,  as  this,  may 
be  due  to  other  causes  than  otosclerosis,"  etc. !  This  is  the  only  reference 
to  Gelle's  test  we  could  find.  Careful  revision  of  the  text  and  the 
rewriting  of  various  pages  is  required  before  we  can  commend  the  work 
as  a  guide  to  students  "a,nd  practitioners.  P.  Watson- Williams. 

NOTES   AND   QUERIES. 

Mr.  Arthur  Cheatle  has  been  elected  an  honorary  member  of  the  Societa 
Italiana  di  Laringologia  e  Otologia. 

At  a  meetin"-  of  the  Berlin  Laryng-ologische  Gesellschaft  on  January  16, 
Sir  StClair  Tliomson  and  Dr.  Dundas  Grant  were  elected  Honorary  Members,  and 
Drs.  Tilley,  Logan  Turner  and  Brown- Kelly  were  elected  Correspondnig  Members. 

Devon  and  Cornwall  Ear  and  Throat  Hospital,  Plymouth. 
Mr.   George  Jackson,  who  has  been  Honorary  Surgeon  to  the  hospital  since 
its  foundation  twenty-seven  years  ago,  has  resigned  from  the  active  staff,  and  has 
been  appointed  Honorary  Consulting  Surgeon. 

Mr.  Charles  W.  M.  Hope  has  been  appointed  Assistant  Surgeon  to  the  Throat 
Department  in  King's  College  Hospital,  London. 

The  Use  oe  Adrenalin  in  Treatment  by  Salvabsan. 
In  the  British  Medical  Jourml,  January  2-i,  191  i,  p.  212,  attention  is  drawn 
in  an  editorial  to  a  paper  by  Milian,  in  which  the  intramuscular  injection  of  1  to 
2  c  cm.  of  a  1-lOOU  solution  of  adrenalin  a  few  minutes  before  the  salvarsan 
iniection  is  recommended  as  a  reliable  method  of  counteracting  the  depression  and 
oth(u-  toxic  phenomena  of  the  arsenical  compound.  "  Adrenalin  tremble  "  follows 
the  administration  of  that  substance,  but  it  is  generally  abolished  by  the  salvarsan. 
It  would  appear  that,  in  certain  respects,  salvarsan  and  adrenalin  are  physiological 
antagonists. 

BOOK    RECEIVED. 

Transactions  of  the  Thirty -fifth  Annual  Meeting  of  the  American 
Laryngological  Association,  May,  1913.  Published  by  the  Asso- 
ciation.    New  York:  1913. 
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THE  INTRA-NASAL  TREATMENT  OF  LACHRYMAL  DISEASE. 

By  D.  R.  Paterson,  M.D.,  M.R.C.P., 

Surgeon  to   the  Ear  and  Throat  Department,  King  Edward  VII  Hospital, 

Cardiff. 

The  treatment  of  lachrymal  affections  has  ever  formed  one  of  the 
most  unsatisfactory  chapters  in  medicine.  Situated  as  the  tear 
passage  is  on  the  frontier  line  of  two  special  regions,  while  the 
rhinologist  could  afford  to  ignore  and  did  ignore  it,  the  ophthalmo- 
logist had  perforce  to  give  it  his  attention,  and  it  has  been  not 
inaptly  called  the  step-child  of  ophthalmology.  Though  the  con- 
ception of  attacking  lachrymal  trouble  by  draining  the  passage  into 
the  nose  is  a  very  old  one,  having  been  known  to  the  ancient  Greeks 
and  Egyptians,  yet  practically  nothing  had  ever  been  done  to  carry  it 
out.  During  the  last  twenty  years  the  unsatisfactory  state  of  the 
question  prompted  efforts  to  solve  the  problem.  While  ophthalmo- 
logists fell  back  upon  an  old  method,  viz.  excision  of  the  sac,  it  was 
only  when  a  proposal  to  combine  it  with  intra-nasal  opening  for 
drainage  was  made  that  the  interest  of  rhinologists  was  really 
.awakened.  They  began  to  attack  the  question  from  the  nasal  side. 
An  increased  knowledge  of  lachrymal  disease  and  its  mode  of  origin 
made  more  clear  to  them  the  nature  of  the  problem,  and  so  great 
has  the  recent  advance  been,  that  it  may  be  said  that  its  solution 
is  well  in  view. 

Anatomy. 
The  lachrymal   apparatus  concerned  with  the  removal  of  the 
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tears  consists  of  the  canalicuH,  upper  and  lower,  tlie  lachrymal  or 
tear  sac,  the  lachrymal  or  tear  duct  and  its  outlet.  Both  canaliculi 
generally  unite  and  open  into  the  tear  sac.  This  sac  lies  in  the 
lachrymal  fossa  or  groove  (Figs.  1  and  2),  the  anterior  half  of  which 
is  formed  by  the  ascending  process  of  the  superior  maxilla  with  the 
crista  lachrymal! s  anterior,  the  posterior  half  by  the  lachrymal  bone 
with  the  crista  posterior.  These  two  halves  are  of  unequal  thick- 
ness, the  former  being  thick  compact  bone,  the  latter  usually  thiu 


Fiu.  1. — Sections  sliowing  relations  of  lachrymal  fossa  and  naso-lachrymal 
dvict  (after  Fein),  a.  Orbit,  b.  Lachrymal  fossa  or  groove,  c.  Bulging- 
of  lachrymal  duct.     d.  Antrum. 

and  sieve-like.  The  groove  lodges  the  tear  sac,  which  intimately 
blends  with  its  thin  periosteum.  On  its  inner  aspect  the  groove 
is  covered  by  mucous  membrane  of  the  middle  nasal  fossa  and  is 
accessible  fi'om  that  side.  On  its  outer  aspect  the  tear  sac  has  no 
bony  covering  and  is  in  relation  to  the  structures  about  the  inner 
canthus;  hence  it  is  possible  to  compress  it  from  the  outside  — a 
point  of  practical  importance  in  the  intra-nasal  operation.  The  sac 
passes  below  into  the  membranous  tear  duct,  which  is  sheltered  in 
the  naso-lachrymal  canal  and  terminates  in  an  outlet  in  the  inferior 
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meatus.  The  bony  outlet  is  found  on  the  roof  of  the  meatus  at  its 
highest  point,  about  the  junction  of  the  anterioi'  two  fourths  of  the 
line  of  insertion  of  the  turbinate.  The  bony  and  membranous 
outlets  do  not  always  correspond.  If  they  do,  the  opening  is  wide 
with  a  clearly  defined  edge ;  usually,  however,  the  membranous 
canal  stretches  beyond  the  bony,  running  under  the  mucosa  to 
open  lower  down,  often  in  a  slit,  but  sometimes  ending  blindly  with 
a  lateral  slit  as  the  outlet.  This  disposition  renders  it  liable  to 
blocking  by  certain  conditions  of  the  nasal  mucous  tract  and  by 
pressure  from  growths,  etc.,  in  the  nasal  cavity. 


Fig.  2. — Frontal  section  of  preparation  in  Fig.  1  through  plane  of  perpen- 
dicular line.  A.  Anterior  segment,  b.  Posterior  segment  (after  Fein), 
a.  Orbit,  b.  Lachrymal  fossa  or  groove,  c.  Bulging  of  lachrymal  duct. 
d.  Antrum,     e.  Inferior   meatus.    /.  Ethmoidal  cell.    ff.  Frontal  sinus. 


The  passage  from  the  top  of  the  sac  to  the  outlet  comes  into 
close  relation  with  the  nasal  cavity.  Its  bony  framework  formed 
b)^  the  lachrymal,  superior  maxilla  and  inferior  turbinate  bones 
may  be  readily  made  out.  The  anterior  half  of  the  lachrymal 
groove  formed  by  the  thick  ascending  process  of  the  upper  jaw  may 
be  identified  as  a  prominence — torus  lachrymalis — in  front  of  the 
anterior  end  of  the  insertion  of  the  middle  turbinate,  and  is  a 
valuable  guide  to  operation.  Ethmoid  cells,  such  as  the  frontal  and 
anterior  ethmoidal,  may  abut  on  the  median  aspect  of  the  lachrymal 
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fossa  (Fig.  2/),  the  thin  bony  wall  which  separates  the  two  cavities 
often  showing  dehiscences  which  readily  allow  of  the  passage  of 
disease  from  cells  to  sac.  The  infundibulum  of  the  frontal  sinus 
o  ccasionally  comes  so  far  down  as  to  lie  close  to  the  sac,  whilst  the 
maxillary  antrum  has  a  relation  to  the  tear  duct.  But  it  is  the 
cl  ose  proximity  of  the  ethmoid  to  the  tear  sac  which  explains  the 
frequency  of  the  connection  between  lachrymal  and  nasal  disease. 
In  addition  we  have  close  communication  between  the  venous  and 


Fig  3  —Dissection  showing  parts  about  lachrymal  sac  and  duct  (after 
Killiin^  a  Frontal  sinuses,  b.  Infundibulum  of  frontal  smus.  c  and  d. 
Ethmoidal  cells,  e.  Naso-lachrymal  duct.  /.  Prelachrymal  recess  of  antrum. 
g.  Antrum,     h.  Middle  turbinate,     i.  Inferior  turbinate,    j.  Nasal  bone. 

lymph  tracts  of  the  two  regions.     Fig.  3  shows  the  infundibulum 
coming  close  to  the  sac  and  an  ethmoidal  cell  overlapping  it. 

Lachrymal  Affectioks  and  Nasal  Disease. 
Affections  of  the  tear  passages  from  nasal  causes  range  from 
simple  epiphora  to  severe  phlegmonous  dacryocystitis.     The  nasal 
conditions  producing  them  may  be  grouped  together  mainly  under 
three  heads: 
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(1)  Those  Interfering  by  Pressure  on  the  Outlet  of  the  Duct.- — In 
this  group,  which  has  long  been  recognised  by  rhinologists,  are  con- 
ditions which  impede  either  by  their  size  or  structure  the  outflow 
of  tears  into  the  nose.  The  removal  of  hvpertrophied  turbinates, 
polypi,  cysts,  deviations  and  spurs  in  the  septum  often  relieves 
epiphora.  On  the  other  hand,  as  the  membranous  tear  duct  fre- 
quently runs  under  the  mucosa  and  opens  at  some  distance  from  the 
bony  outlet,  it  may  be  affected  in  its  course  by  circumscribed  changes 
in  the  mucous  membrane  leading  to  hindrance  of  the  outflow. 

(2)  Inflammatory  Affections  of  the  Nose  which  extend  hy  Continuity 
or  hy  Contiguity  to  the  Lachrymal  Passage. — Atrophic  rhinitis  may 
lead  to  purulent  affection  of  the  sac,  chiefly  by  direct  extension 
through  the  duct.  Ethmoidal  disease  is  a  frequent  cause  of 
dacryocystitis  from  direct  extension  through  the  lachrymal  bone  to 
the  sac.  It  is  important  to  note  that  the  ethmoidal  disease  may  not 
always  be  obvious.  It  may  be  latent,  as  in  two  of  my  own  cases, 
where  it  was  only  at  the  operation  that  suppuration  of  ethmoidal 
cells  overlapping  the  bony  wall  of  the  sac  revealed  the  cause  of 
the  dacryocystitis. 

(3)  Specific  Processes  Spreading  from  the  Nose  np  the  Duct,  e.g. 
Tubercle  and  L^ipits. 

Kuhnt  says — "  Of  by  far  the  greatest  practical  importance  are 
the  evil  results  to  the  eye  which  follow  the  spread  of  inflammatory 
nasal  conditions  to  the  lachrymal  passages  and  thence  to  the  con- 
junctiva and  cornea.  The  number  of  eyes  lost  in  this  way  largely 
out-number,  in  my  experience,  all  other  forms  of  blindness  from 
njisal  disease."  According  to  his  statistics  founded  on  experience 
in  private  practice  the  affections  of  the  tear  passages  are  in  93*7  per 
cent,  of  the  cases  of  nasal  origin.  Briickner  agrees  with  the  view 
that  in  lachrymal  disease  there  is  nearly  always  some  trouble  in 
the  nose  as  the  causal  condition.  Rhese  further  confirms  this,  and 
sums  up  his  views — "  In  my  experience,  disease  of  the  anterior 
ethmoidal  cells  plays  a  prominent  part  in  the  genesis  of  tear-sac 
suppuration.  I  have  operated  on  thirty  such  cases  with  excellent 
result,  and  it  is  the  same  in  many  cases  of  stenosis  and  epiphora." 

Whatever  the  cause  of  the  obstruction  may  be  it  leads  to 
stagnation  of  secretion  in  the  duct  and  sac,  sometimes  to  great 
distension  of  the  latter,  and  upon  this  may  be  grafted  infections  of 
various  kinds.  In  lesser  degree  disease  of  an  ethmoid  cell  con- 
tiguous to  the  sac  may  produce  merely  swelling  of  the  mucosa  of 
the  latter  and  narrow  its  lumen  where  it  passes  into  the  duct. 
Consequently  any  operative  procedure  to  be  of  service  must  deal 
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with  the  sac  above  this  point,  and  it  is  a  recognition  of  the  fact 
that  this  is  the  most  frequent  site  of  stenosis  which  has  led  to  the 
recent  advance  in  intra-nasal  treatment. 

Treatment  op  Lachrymal  Affections. 

'J'he    methods    of    dealing    with    lachrymal   affections    may   be 
divided  into  external  and  internal. 

The  external  metliods  have  been  employed  chiefly  by  ophthal- 
mologists and  most  of  them  have  but  little  interest  for  rhinologists. 
Slitting  the  canaliculus  and  passing  Bowman^s  probes  is  a  pro- 
cedure much  in  use.     "  Dilatation  by  probing  is  the  ordinary  and 
best   treatment  for  all    strictures"    (Nettleship).      On   this    point 
some  remarks  of  Kuhnt  may  be  quoted  :  "  A  superficial  examination 
of  a  large  number  of  skulls  Avill  show  that  the  lachrymal  duct  is 
only  exceptionally  straight;  usually  it  curves  somewhat  backwards 
laterally  or  forwards.    If  a  rigid  probe,  such  as  Bowman's,  is  intro- 
duced, it  must  necessarily  here  and  there  displace  or  lacerate  the 
hypertemic    and    swollen    mucosa.     Traumatism    results,    and   the 
subsequent  reactionary  inflammation  increases  the  swelling  already 
existing."     Laying  in  a  permanent  style  or  probe  had  considerable 
vogue  at  one  time.     A  late  colleague  of  mine  thought  highly  of  it 
aud  treated  a  considerable  number  of  cases  in  this  way.      Its  suc- 
cess, however,  was  not  always  due  to  its  maintaining  tlie  natural 
passage.    Through  the  kindness  of  my  colleagues,  Mr.  F.  Cresswell 
and  Mr.  Russell  Thomas,  under  whose  care  they  afterwards  came, 
I  have  had  the  opportunity  lately  of  examining  two  of  those  cases 
where  the  method  acted  efficiently  for  six  or  seven  years  in  removing 
the  epiphora  (Fig.  4).      The  style  had  in  both  passed  through  the 
lachrymal  bone  into  the  middle  meatus  and  lay  not  in  the  duct  but 
in  the  nasal  cavity,  thus  establishing  a  communication  between  the 
sac  and  the  nose  as  in  intra-nasal  dacryocystotomy,      Goethe,  in 
Wahrheit  unci  Dichtung,  describes  an  operation  at  which  he  was 
present  when  a   student  at  Strassburg  and  which  was  performed 
on  his  friend,  the  celebrated  Herder,  for  a  lachrymal  affection — the 
laying  in  of  a  horse-hair  drain  through  the  tear  passage.    He  speaks 
of  it  as  "eine  schmerzliche,  hochst  verdriessliche  und  sunichere 
Operation  (a  painful,  very  irritating  and  uncertain  procedure),"  and 
it  did  not  turn  out  a  success.     A  modification  of  the  method  is  still 
made  use  of. 

In  more  severe  cases  extirpation  of  the  sac  by  means  of  excision 
is  practised  by  ophthalmologists;  but  even  then  "  watering  of  the 
eye  "  has  remained  in  a  good  many  of  the  cases. 
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The  external  procedure  of  most  interest  and  wliich  marked  an 
important  advance  is  that  devised  by  Toti,  an  Italian  rhinologist, 
in  1904,  to  which  he  has  given'  the  name  dacryocystorhinostomy. 
It  is  carried  out  by  a  curved  incision  around  the  inner  cantlius 
through  the  soft  parts,  detaching  the  periosteum  from  the  lachrymal 
fossa  and  displacing  it  forwards  and  outwards  with  the  enclosed 
tear  sac.  A  wide  communication  with  the  nasal  cavity  is  then 
made  through  the  bony  wall.     The  posterior  Avail  of   the  sac  is 


Fig.  4. — Skiagram  of  style  which  had  been  passed  through  the  sac  wall  into 
the  middle  meatiis  and  lay  in  the  nasal  cavity.  It  relieved  epiphora  for 
some  years. 

■excised  and  part  of  the  nasal  mucous  membrane  resected.  The 
parts  are  then  replaced.  It  is  essentially  an  establishment  of  nasal 
drainage  by  external  operation,  and  there  is  no  doubt  that  it  has 
had  considerable  influence  in  pointing  the  way  to  recent  advances. 
In  Toti's  hands  the  results  have  been  good,  but  the  technique  is 
somewhat  difficult,  especially  where  the  ethmoid  requires  to  be 
resected,  and  ophthalmologists  who  have  given  it  a  fair  trial  have 
achieved  but  moderate  success.  ]\Iy  colleague,  Mr.  Leighton  Davies, 
has  done  it  in  ten  cases  with   a  successful  i-esult  in   seven,   and 
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thinks  well  of  it.  It  involves  a  good  deal  of  disturbance  of  the 
relations  of  the  sac,  and  is  very  difficult  to  carry  out  where  there  is 
external  phlegmon.  It  fails  to  touch  the  intra-nasal  disease  Avhich 
is  often  the  cause  of  the  trouble,  and  the  nasal  part  of  the  operation 
may  be  difficult  to  carry  out  owing  to  the  disposition  of  the  parts. 
It  leaves  an  external  scar.  It  is  to  efforts  to  overcome  its  dis- 
advantages that  we  owe  the  intra-nasal  method. 

Intra-nasal  treatment. — It  is  this  form  of  treatment  which 
concerns  rhinologists  more  directly.  It  had  long  been  a  matter  of 
common  experience  to  note  a  "  watering  eye  "  disappear  after  the 
removal  from  the  nasal  cavity  of  some  object  which  pressed  on  the 
outlet  of  the  duct,  such  as  polypi,  hypertrophies,  spurs,  cysts,  etc. 


Fig.  5. — Diaofram  of  lachrymal  system  to  illustrate  principle  of  opei'ation. 
s.  Sac.  D.  Duct.  a.  h.  Inner  wall  of  sac  which  is  excised  in  operation. 
h.  Common  seat  of  stenosis,     c.  Outlet  in  nose. 


Again,  attempts  had  been  made  from  time  to  time  by  retrograde 
probing  to  dilate  the  outlet  of  the  naso-lachrymal  duct,  but  they 
met  with  very  little  lasting  result.  The  most  fruitful  procedures 
were  those  which  aimed  at  opening  the  lachrymal  duct  and  sac. 
For  a  long  time  those  efforts  were  restricted  to  the  duct  where  it  is 
accessible  from  the  infei'ior  meatus.  Caldwell,  in  1893,  in  one  case 
removed  part  of  the  lower  turbinate  and  opened  the  duct  and 
established  drainage.  Passow  in  1901  carried  out  a  more  ex- 
tensive operation.  Removing  part  of  the  lower  turbinate,  he  laid 
bare  the  whole  membranous  canal  up  to  the  tear  sac,  which  he 
then  slit  open.  He  published  three  cases,  but  the  procedure 
does  not  seem  to  have  been  generally  adopted.  J.  M.  West  in 
1910  cut  a  window  in  the  naso-lachrA'mal  duct  just  above  the 
inferior  turbinate,  and  published  seven  cases  of  which  five  Avere 


April,  1914.]  Rhinology,  and  Otology.  177 

cured.     My  own  experience  of  this  opei-ation  in  two  cases  sliowed 
there  was  difficulty  in  preventing-  the  window  from  closing. 

The  greatest  advance  was  made  about  eighteen  months  ago,  when 
West  and  Polyak,  independently  of  each  other,  laid  open  the  tear 
sac  by  making  a  window  in  the  bony  wall  and  established  drainage 
by  excising  part  of  the  sac  wall.  This  operation,  which  has  been 
called  intra-nasal  dacryocystotomy,  is  based  on  the  view  that  the 
usual  seat  of  dacryostenosis  is  at  the  outlet  of  the  sac  into  the  duct^ 
and  that  any  measure  directed  to  the  relief  of  it  and  its  results 
must  go  above  that  point  and  attack  the  sac  itself  (Fig.  5).  The 
seat  of  election  has  changed  therefore  from  the  duct,  h,  c,  to  the 
sac  w^all,  a,  h.  It  may  be  noted  that  Nature  herself  sometimes 
adopts  this  route  for  the  tear  outflow.  Geddes  records  a  congenital 
anomaly  in  which  on  one  side  the  passnge  passed  from  a  normallv 
situated  lachrymal  sac  downwards  and  inwards  and  terminated  in 
the  middle  meatus.  The  naso-lachrymal  duct  on  that  side  was 
represented  by  a  fibrous  cord  in  a  normal  bone  canal  which  passed 
down  to  the  roof  of  the  inferior  meatus. 

Ixtra-Nasal  Daceyocystotomy. 
The  operation  may  be  carried  out  under  local  anaesthesia  induced 
by  applying  cocaine  and  adrenalin  to  the  region  around  and  in 
front  of  the  anterior  end  of  the  middle  turbinate.  Some  idea  of 
the  position  of  the  sac  on  its  nasal  side  may  be  obtained  by  laying 
a  probe  outside  on  the  cheek  with  its  point  over  the  inner  canthus, 
measuring  its  distance  from  the  nasal  entrance  and  taking  this  for  the 
inside  measurement.  As  a  rule  the  site  of  the  sac  is  just  in  front 
of  the  anterior  point  of  attachment  of  the  middle  turbinate  (Fig.  6).. 
Its  prominence,  forming  the  torus  lachrymalis,  is  often  visible. 
The  turbinate,  however,  may  come  further  forward  and  overlap  it 
and  part  of  this  may  require  to  be  resected  before  coming  down  ou 
the  sac  wall.  The  operation  as  carried  out  by  West  is  begun  by 
turning  down  a  quadrilateral  flap  of  mucous  membrane,  a,  h,  c,  d, 
in  front  of  the  prominence  over  the  sac  for  the  purpose  of  obtaining 
more  room  to  work.  This  flap  is  made  by  incisions  down  to  the 
bone  on  three  sides  by  means  of  a  long  slender  knife,  the  anterior 
coi-responding  to  the  aperturapyriformis,  the  posterior  immediately 
in  front  of  the  torus,  the  superior  joining  the  upper  extremities  of 
both.  The  flap  is  now  turned  down  and  left  attached  by  its  base 
below  ;  in  a  wide  nostril  it  is  usually  unnecessary.  .Just  behind  it 
over  the  torus  the  mucous  membrane  is  removed  exposing  the  bony 
wall  of  the  sac   (s).     By  means  of   a  long  hollow  chisel  slightly 
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curved  back  (Fig.  7  c)  the  anterior  half  of  tlie  fossa  hichrymalis 
formed  by  the  thick  ascending  process  of  the  superior  maxilla  is 
chiselled  away,  the  thinner  lachrymal  bone  behind  being  removed 
by  a  slender  bone  forceps  or  fine  conchotome.  The  sac  wall 
being  fully  exposed,  it  is  possible  by  pressure  on  the  sac  externally 
over  the  inner  can  thus  to  make  it  bulge  internally,  and  a  probe 
touching  the  wall  of  the  sac  internally  may  be  controlled  from 
the  outside  in  the  same  manner.  The  inner  sac  wall  is  now 
seized  with  a  fine-toothed  forceps  (Fig.  8),  pulled  inwards,  and 
part  of    it   excised    by    a    long,    thin,  straight  bistoury.      By  this 


Fig.  6. — Operation  as  done  by  West,  a,  b,  c,  d.  Mucous  flap  which  is  tem- 
i:)orarily  turned  down.  s.  Sac  exposed  by  removal  of  mucous  membrane 
and  bone.     m.t.  Middle  turbinate,     i.t.  Lower  turbinate. 

means  a  large  window  is  established  and  the  contents  of  the  sac 
flow  out.  A  bent  probe  Avill  now  determine  the  relations  of  the 
sac,  and  by  means  of  a  fine-pointed  lachrymal  syringe  inserted 
through  the  punctum,  its  cavity  may  be  washed  out.  The  mucous 
finp  is  now  released,  replaced  in  position  and  retained  there  by  a 
little  packing.  PolyaVs  procedure  differs  but  little  from  this.  He 
dispenses  with  a  flap,  and  after  removing  the  mucosa  he  makes  a 
transverse  cut  at  the  point  where  the  sac  joins  the  duct,  inserts  a 
curved  probe  to  determine  how  far  the  sac  extends,  and  if  all  the 
bony  wall  has  been  removed  the  sac  wall  is  excised  by  means  of  a 
suitable  conchotome.    He  avoids  slitting  the  canaliculus  and  passing 
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a  style  into  tlie  duct.  Where  the  parts  are  easily  accessible  West 
makes  the  bony  window  a  little  larger  than  the  opening  in  the 
mucosa,  and  folds  the  latter  over  the  edge  of  the  bone  so  as  to 
prevent  the  formation  of  granulation.  In  some  cases  the  anterior 
end  of  the  middle  turbinate  may  come  far  forward  and  overlap  the 
sac  ami  has  to  be  removed  as  a  preliminary.  Not  infrequently  a 
frontal  or  ethmoidal  cell  covers  the  sac  and  has  to  be  opened  up  and 
removed.      What  looks  like  a  prominent  sac  wall  and  promises  an 


Fig.  7. — n.  Elevator  for  muco-iieriostftal  flap,    h,  c,  d.  Chisels  of  different 

shape. 


Fig.  8. — Fine-toothed  forceps,     a.  For  right  side.     h.  For  left  side. 

easy  operation  often  turns  out  to  be  such  a  cell.  Breaking  into  it, 
however,  does  not  complicate  matters  as  a  rule ;  on  the  contrary  it 
may  enable  one  to  get  at  the  thin  wall  of  the  lachrymal  bone  and 
remove  it  more  easily.  Bleeding  may  prove  disturbing  for  a  time 
when  part  of  the  turbinate  has  to  be  cut  away,  and  it  is  not  desirable 
to  remove  more  bone  than  is  necessary  on  that  account.  By  this 
operation  only  the  tear  sac  is  opened  ;  the  duct  remains  untouched, 
as  it  is  above  that  part  of  the  canal  where  the  stenosis  generally 
lies.  The  after-treatment  is  very  simple,  being  confined  to  syringing 
through  the  canaliculus  with  warm  lotion. 

The  advantages  of  this  operation  according  to  West  are :  (1)  The 
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physiological  function  of  the  tear  passage  is  re-established,  so  that 
not  only  suppuration  of  the  sac  and  phlegmon  rapidly  subside  and 
fistulge  close  up,  but  the  tears  can  flow  into  the  nose  as  formerly  ; 
(2)  probes  and  styles  are  avoided ;  (3)  the  tear  glands  are  pre- 
served ;  (4)  external  incision  and  curetting-  with  the  resulting  scar 
are  avoided. 

It  is  indicated  in  all  troubles  which  are  produced  by  dacryo- 
stenosis,  viz.  daci'yocystitis,  blennorrhoea,  fistula,  phlegmon  and 
epiphora.  It  is  contra-indicated  in  very  young  children,  very  old 
people,  and  generally  where  the  nasal  entrance  is  contracted  by 
cicatricial  tissue. 

Available  statistics  afford  reasonable  ground  for  anticipating  a 
good  future  for  the  operation.  West  has  performed  it  in  130  cases, ^ 
including  cases  of  epiphora,  daci'yocystitis,  dilatation  of  the  sac^ 
blennorrhoea^  phlegmon  and  fistula.  In  90  per  cent,  spontaneous 
lachrymal  flow  was  established.  Polyak  performed  it  in  forty- two 
cases  with  immediate  success  in  thirty-five.  With  the  establish- 
ment of  nasal  drainage  infective  agents  disappear  out  of  the  con- 
junctival sac,  and  in  a  case  operated  upon  by  West,  Silex  was  able 
to  perform  a  cataract  operation  without  untoward  result. 

From  my  own  experience  the  operation  is  not  difficult  to  carry  out. 
It  is  perhaps  most  troublesome  in  a  nasal  cavity  which  is  splayed  in 
its  anterior  part,  that  is,  where  the  ascending  process  of  the  superior 
maxilla  is,  as  it  were,  rotated  on  its  long  axis  so  that  its  posterior 
surface  lies  more  laterally,  a  condition  which  makes  it  more  difficult 
to  get  at  the  lachrymal  fossa  and  necessitates  the  greater  use  of  the 
chisel  with  consequent  oozing.  In  several  of  my  cases  deflection  of 
the  septum  in  its  upper  part  interfered  with  the  working  space,  and 
a  limited  submucous  resection  was  done  to  give  the  necessary  room. 
On  the  other  hand,  on  the  concave  side  of  the  septum  the  operation 
was  done  without  resorting  to  a  preliminary  flap.  In  one  case  the 
deflected  septum  came  into  such  close  apposition  with  the  turbinate 
that  it  was  impossible  to  do  anything  until  part  of  the  septum  was 
resected.  Such  a  case  illustrates  a  difficulty  in  draining  the  sac  by 
Toti's  method  as  the  proximity  of  the  parts  would  inevitably  lead 
to  adhesions  and  closure  of  the  opening.  Where  there  is  curving 
in  of  the  apertura  pyriformis  contracting  the  nasal  entrance  a 
portion  of  the  bone  can  be  resected  to  give  more  room. 

These  additional  procedures,  though  they  may  prolong  the 
operation,  complicate  it  but  very  little.  They  are  part  of  the  routine 
of  arhinologist  and  are  easily  carried  out. 

'  This  number  now  exceeds  200. 


April,  1914.]  Rhinology,  and  Otology.  181 

The  relief  given  by  the  operation  is  immediate,  and  in  striking 
contrast  to  the  long-drawn-out  treatment  by  style  and  probe.  For 
epiphora  due  to  hypersecretion  or  disturbance  of  the  innervation 
of  the  lachrymal  glands,  as  in  Graves^s  disease,  facial  palsy,  etc., 
or  produced  by  an  affection  of  the  puncta  or  of  the  canaliculi  the 
operation  can  have  no  value.  But  in  all  cases  of  dacryostenosis  it 
is  suitable  where  an  operative  procedure  is  indicated,  and  there  is 
reason  to  hope  it  may  become  the  normal  method  for  the  treat- 
ment of  a  large  group  of  lachrymal  affections. 
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NOTE    ON    THE    HISTOLOGY    OF    ENUCLEATED    TONSILS. 

By  Wyatt  Wingrave,  M.D., 

Pathologist  Central  London  Throat  and  Ear  Hospital  and  the  Polyclinic. 

Examination  of  tonsils  removed  by  guillotine  [i.  e.  partial  removal), 
by  tcraseur  and  enucleation  respectively,  present  very  striking 
differences  in  structure,  w^hich  cannot  be  accounted  for  by  age, 
variation,  or  by  morbid  changes. 

The  most  prominent  feature  in  enucleated  specimens  is  the 
large  amount  of  skeletal  muscle  which  is  seen  in  its  attached  area 
or  bed  (Fig.  1).  This  is  not  seen  in  tonsils  removed  by  guillotine, 
and  only  slightly  in  ecraseur  specimens.  Such  occurrence  of 
muscle-fibres  is  limited  to  a  small  but  variable  area,  and  it  is  so 
constant  that  it  must  be  accepted  as  a  normal  condition  which  has 
to  be  seriously  considered  in  tonsil  removal. 

A  brief  review  of  the  tonsil^s  attachment  will  explain  the 
presence  of  these  fibres  and  their  significance. 

The  faucial  tonsil  rests  in  a  somewhat  irregular  pocket  formed 
by  the  upward  union  of  the  faucial  pillars  as  they  invest  the  supra- 
tonsillar  fossa.  Below,  it  is  separated  from  the  lingual  tonsil  by  a 
space  containing  a  variable  number  of  mucous  glands.  The  anterior 
or  palato-glossal  pillar  is  a  representative  of  the  second  branchial 
arch  and  contains  a  vestigial  artery,  but  no  muscle. 

The  posterior  pillar   is  often  less  clearly  defined  and  formed 
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by   a  fold  of   mucous   membrane   over    the    edge    of    tlie    palato- 
pharyngeus  muscle.     The  tonsil  is  loosely  attached  to  these  pillars 


-^' 


Fig.  1  is  a  section  throixgh  the  bed  or  attached  portion  of  the  tonsil. 
Bundles  of  skeletal  muscle-fibres  are  seen  in  transverse  section  embedded 
in  the  lymphoid  tissue  of  the  tonsil. 


mm-''' 


Fig.  2  is  stained  specially  to  show  elastic  fibres.  It  is  taken  somewhat 
deeper  in  the  tonsil  at  a  point  from  which  the  connective-tissue  septa 
radiate.     Elastin  fibres  are  black  (orcein). 

by  a  thin  layer  of  white  fibrous  tissue  containing  elastic  fibres — the 
so-called  capsule.  But  it  is  intimately  and  closely  secured  at  its 
outer  aspect  by  a  bed  or  base  of  variable  size  and  extent.     This 
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area  consists  of  skeletal  muscle-fibres  (Fig.  1)  directly  continuous 
Avith  the  pharyngeal  constrictors,  which  can  be  traced  for  a  short 
but  variable  distance  into  the  substance  of  the  tonsil,  carrying  with 
them  blood-vessels  and  a  striking  amount  of  elastic  tissue. 

These  elastic  fibres  divide  into  two  distinct  sets.  One  passes 
with  the  muscle-fibres  and  vessels  into  the  small  attached  jDortion 
of  the  tonsil  and  radiate  into  the  septa  (Fig.  2),  where  they 
gradually  diminish  towards  the  surface,  a  few  only  being  traceable 
with  the  blood-vessels.  The  other  set  passes  along  the  buried  sui'face 
of  the  tonsil  forming  a  definite  band  seen  in  Fig.  3,  which  in  young 
subjects  persists  underneath  the  stratified  epithelium  of  the  exposed 
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Fig.  3  shows  the  elastin  fibres  as  a  well-defined  band  beneath  the  stratified 
surface  epithelium,  which  can  be  traced  as  an  independent  layer  over 
nearly  the  whole  surface  of  the  tonsil.     Elastin  fibres  black. 

surface.  They  thus  constitute  an  integral  and  important  part  of 
the  capsule,  but  both  kinds  are  fewer  in  adult  specimens  and 
almost  absent  in  all  tonsils  which  have  been  sufficiently  large  and 
prominent  to  demand  removal.  In  such  cases  the  elastin  fibres 
can  rarely  be  traced  beyond  the  buried  parts,  i.  e.,  further  than  the 
edge  of  the  pillars. 

It  is  suggested  that  they  may  play  an  important  part  in  retain- 
ing the  tonsil  in  position. 

In  many  hundreds  of  tonsils  removed  by  guillotine,  muscle- 
fibres  were  never  seen,  their  discovery  being  first  made  in  fragments 
which  were  enucleated.  Subsequent  search  has  proved  their 
existence  in  all  enucleated  specimens.     In  the  "buried"  part  of 
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the  tonsil  evidence  of  a  defined  capsule  was  wanting,  the  only- 
structures  being  a  loose  arrangement  of  white  or  colloid  fibi-es 
mingled  with  elastic  elements  and  vessels,  the  exposed  surface 
alone  being  covered  with  many  layers  of  stratified  epithelium  which 
justified  the  term  "  capsule/' 

In  Pappenheim-stained  sections  plasma  or  pyronin-  cells  were 
very  numerous  when  inflammatory^  changes  had  taken  place,  but 
in  simple  uniform  enlargement  without  any  evidence  of  inflamma- 
tion and  with  perfectly  symmetrical  grouping  of  the  lacunae, 
lymph- nodules  and  lymph-pulp,  there  were  few  or  none.  The 
chronic  tuberculous  tonsil  with  giant-cells  was  particularly  rich  in 
plasma-cells.  These  are  of  two  kinds — ''red"  or  recent  and 
"  copper  "-coloured  or  old  ones  (clasmatocytes).  Both  indicate  a 
chronic  inflammatory  process. 

"  Hyaline "  bodies  historically  associated  with  malignancy 
(Russell's  corpuscle,  fuchsin  bodies,  etc.)  are  often  found  in  old 
chronically  inflamed  specimens. 

Conclusion. — There  is  an  intimate  connection  between  the  tonsil 
and  the  muscular  bed  on  which  it  rests. 

The  muscle-fibres  are  not  sharply  separated  from  the  tonsil  by 
aponeurotic  tissue,  but  extend  into  the  tonsil. 

The  muscular  extension  is  usually  avoided  in  partial  removal  by 
guillotine,  but  is  disturbed  during  enucleation. 

Exposure  of  these  muscle-bundles  affords  a  ready  channel  for 
infection  of  the  deep  cellular  spaces. 

Elastic  tissue  is  a  prominent  element  in  young  and  normal 
tonsils,  but  is  deficient  or  absent  in  mid-life  and  in  diseased  tonsils. 


REPORTS  FOR  THE  YEAR  1913  FROM  THE  EAR  AND  THROAT 
DEPARTMENT  OF  THE  ROYAL  INFIRMARY,  EDINBURGH. 

Under  the  care  of  A.  Logan  Turner,  M.D.,  F.R.C.S.E.,  F.R.S.E. 

PART  III. 

IMMEDIATE  AND  REMOTE  EFFECTS  OF  OPERATIONS 
ON  THE  TONSIL. 

By  J.  K.  Milne  Dickie,  M.D.,  F.R.C.S.Edin., 

Formerly  Senior  Clinical  Assistant  in  the  Ear,  jS'ose  and  Throat  Department, 
Royal  Infirmary,  Edinburgh. 

During  the  last  few  years  the  operation  of  tonsillectomy  has 
been  gradually  displacing  the  older  operation  of  tonsillotomy. 
Much    has   been  written   concerning  the    merits   and  demerits  of 
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tonsillectomy,  and,  with  a  view  to  satisfying  myself  upon  several 
points  in  this  connection,  I  have  analysed  a  large  amount  of 
clinical  material,  the  results  of  which  are  embodied  in  this  paper. 
Through  the  kindness  of  Dr.  Logan  Turner,  I  have  been  enabled 
to  study  the  case  records  of  all  the  patients  who  have  been 
operated  on  for  tonsils  and  adenoids  in  the  Ear  and  Throat 
Department  of  the  Royal  Infirmai*y  during  the  last  seven  years. 
The  literature  on  the  subject  for  the  last  ten  years  has  also  been 
studied  with  special  reference  to  the  complications  following 
operation. 

In  the  last  seven  years,  7133  operations  have  been  performed 
on  the  tonsils  in  the  Royal  Infirmary,  Edinburgh.  In  the 
majority  of  the  cases  adenoids  were  removed  at  the  same  time. 
Since  1908  enucleation  with  vulsellam  and  scissors  has  been 
carried  out  in  selected  cases.  Usually  this  was  done  under  local 
anaesthesia,  but  in  young  patients  chloroform  was  used.  In  the 
end  of  1911  guillotine  enucleation  by  the  Sluder-AVhillis-Pybus 
method  was  introduced  in  the  case  of  in-patients.  Since  the 
summer  of  1912  this  method  has  been  carried  out  as  a  routine 
practice,  in  place  of  tonsillotomy  with  the  McBride  tonsillotome, 
which  up  till  then  had  been  the  usual  method  of  removal.  The 
anesthetic  used  in  all  cases,  except  those  of  enucleation  by  dis- 
section, Avas  ethjl  chloride. 

Status  Lymphaticus,  etc. 
Out  of  the  7,133  operations  there  were  two  deaths,  the  details 
of  which  are  now  given  : 

Case   1. — M.  B ,  girl,   aged.  six.      Tonsillotomy   and  removal   of  adenoids 

under  ethyl  eliloi-ide  July  11,  1910.  Next  day  she  vomited  several  times.  Pulse 
in  the  evening  194,  temperature  97'8°  F.,  respirations  30.  Breath  had  sweet 
fruity  odoiir.  Acetone  in  lu'ine.  Vomiting  persisted  till  the  morning  of  the  18th, 
when  the  patient  died.  Two  hours  before  death,  pulse  164,  temperature  102°, 
respirations  .54.  Post-mortem  ,-  Acute  fatty  change  in  all  the  organs.  Probable 
cause  of  death,  delayed  anaesthetic  poisoning. 

Case  2. — J.  B ,  female,  aged  seven.     Tonsils  enucleated  with  the  guillotine 

on  May  14,  1913.  Nothing  unusual  noticed  at  operation.  On  the  15th,  fairly 
well  during  the  day ;  vomited  a  little  mucus  when  the  throat  was  painted. 
Temperature  rose  in  the  evening  to  100'2'F.  Did  not  sleep  well.  About  6.20  a.m. 
on  the  morning  of  the  16th  the  nurse  noticed  that  the  patient  was  very  cold  and 
dusky,  and  that  the  pulse  could  not  be  felt.  Pupils  were  dilated,  tongue  dry, 
throat  clean,  no  haemorrhage.  In  spite  of  energetic  restorative  measures,  the 
child  died  at  7.10  a.m.     Post-mortem  refused.     Probably  status  lymphaticus. 

Several  similar  cases  have  been  already  recorded.     Packard  (1) 
had  a   case  where  one  tonsil   was  removed  by  dissection  and  the 
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other  witli  the  guillotine  after  freeing  tlie  pillars.  Ether  anees- 
thesia  lasted  14  min.  Five  hours  later,  pulse  156,  temperature, 
38'5°C.,  respirations  36.  Death  6Hiours  after  operation.  Probably 
status  lymjyhaticus.  Harris  (2)  reports  a  very  interesting  case  of 
a  man  aged  thirty,  apparently  healthy.  After  injection  of  cocaine 
and  adrenalin  he  became  pale  and  vomited.  There  ^vas  deep 
cyanosis.  The  operation  was  hastily  completed,  but  the  patient 
became  pulseless  and  died.  Post-mortem  ;  The  right  side  of  the 
heart  Avas  dilated.  Enlarged  glands  in  axilla  and  groin.  Thymus 
weighed  18  grm.  Death  was  attributed  to  status  lymphaticus. 
Probably  cocaine  poisoning  was  also  a  factor.  Kahler  (3)  reports 
a  case  of  death  following  tonsillotomy  due  to  status  hjmphaticus 
in  presence  of  a  compensated  heart  lesion.  Fan-ell's  (4)  case  was 
one  of  death  with  cyanosis  after  operation  for  tonsils  and  adenoids 
under  morphia  and  ether  narcosis.  He  explained  death  as  due  to 
no  one  cause,  but  a  combination  of  many.  Hurd  (5)  notes  two 
deaths  from  status  lymphaticus,  and  one  on  the  operating  table 
due  to  the  anaesthetic.  These  occurred  in  a  total  of  11,245  cases. 
In  all  cases  ether  was  the  anassthetic  used.  Kofer  (6)  had  a  case 
of  sudden  death  on  the  day  following  the  operation  of  tonsillectomy 
in  a  woman  aged  thirty-two.  Post-mortem  ;  Mitral  stenosis  and 
status  lymphaticus.  In  all,  eight  cases  of  death  from  status 
lymphaticus  or  similar  causes  have  been  recorded  within  the  last 
ten  years. 

HEMORRHAGE. 

In  the  series  noAv  analysed,  there  were  nine  cases  of  serious 
hemorrhage.  Of  these  cases  four  followed  tonsillotomy,  and  of 
these  four,  two  were  cases  of  reactionary  luemorrhage  and  one  was 
secondar3\  One  case  had  reactionary  hasmorrhage,  followed  on  the 
fourth  day  by  secondary  htemorrhage,  necessitating*  the  application 
of  artery  forceps,  which  were  left  in  position  all  night.  Three 
haemorrhages  followed  enucleation  by  dissection,  one  primary 
haemorrhage,  one  reactionary,  and  one  secondar}-.  The  remaining 
two  cases  followed  enucleation  by  the  guillotine,  neither  of  which 
was  so  severe  as  to  cause  alarm.  One  was  reactionary  and  one  was 
secondary,  occurring  six  days  after  the  operation.  The  source  of 
the  bleeding  in  nearly  all  of  the  cases  was  from  a  vessel  high  up  in 
the  posterior  pillar. 

Out  of  the  numerous  recorded  cases  of  ha?morrhage  following- 
operation,  several  are  worthy  of  note.  Kofer  (6)  reports  a  case  of 
a  Avoman,  aged  thirty-two,  suffering  from  chronic  nephritis,  whose 
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tonsils  were  enucleated  by  the  snare.  Haemorrhage  was  so  severe 
that  it  could  only  be  controlled  by  ligaturing  the  external  carotid. 
Marschik  (7)  reports  a  similar  case  of  tonsillectomy,  in  which  he 
attributes  the  haemorrhage  to  chronic  nephritis  and  the  onset  of 
menstruation.  The  bleeding  was  conti-olled  on  the  left  side  by 
sewing  the  pillars  together,  and  on  the  right  side  only  by  ligaturing 
the  external  carotid.  Crockett,  of  Boston  (8),  reports  two  cases  of 
death  Avithin  two  minutes  after  attempts  to  enucleate  the  tonsils  with 
a  sharp  scalpel.  The  internal  carotid  is  the  only  vessel  which  could 
account  for  such  cases.  Nettebrock  (9)  has  collected  150  cases  of 
htemorrhage  in  the  last  sixty  years,  of  which  seven  were  fatal. 
Steward  (10)  reports  an  interesting  case  of  a  fatal  result  from 
hasmorrhage  in  a  boy  aged  seven.  Operation  for  tonsils  and 
adenoids  under  ether.  Severe  primary  hsemorrhage,  which  soon 
stopped.  Four  hours  later  both  sides  of  the  neck  and  the  left 
cheek  Avere  swollen  by  extravasation  of  blood,  which  spread  to  the 
sternum,  pharynx,  larynx  and  trachea.  Intubation  and  tracheotomy 
were  performed.  Death  occurred  in  thirty-two  hours.  Hurd  (5) 
reports  a  case  of  haemorrhage  followed  by  pneumonia  and  death, 
after  tonsillectomy.  Stucky  (11)  also  reports  a  fatal  case  of 
haemorrhage  after  tonsillectomy,  and  nine  cases  of  secondarv 
hfemorrhage  requiring  a  second  narcosis  and  ligature  of  vessels  or 
suture  of  the  pillars. 

The  source  of  bleeding  was  not  stated  in  all  the  cases,  but,  as 
far  as  can  be  ascertained,  in  all  except  the  cases  mentioned  by 
Crockett,  the  bleeding  was  from  branches  of  the  external  carotid. 
It  must  be  borne  in  mind  that  the  internal  carotid  lies  at  some 
distance  behind  and  external  to  the  tonsil,  and  thus  is  not  very 
liable  to.  injury  from  tonsillotomy  or  tonsillectomy.  Occasionally 
one  meets  with  abnormalities  in  the  course  of  this  artery.  The 
writer  has  seen  a  case  where  the  artery  described  a  complete  loop 
before  entering  the  base  of  the  skull.  In  such  a  case  it  is 
possible  that  the  artery  might  be  wounded  in  opening  a  peri- 
tonsillar abscess.  It  is  interesting  in  this  connection  to  note  the 
figures  given  by  Newcomb  (12)  as  to  the  source  of  bleeding  in  peri- 
tonsillitis, whether  spontaneous  or  after  incision.  Fifty-one  cases 
of  heemorrhage  were  collected  by  him,  of  which  54  per  cent, 
were  fatal.  In  the  fatal  cases  p'^st-viortem  showed  that  m  the 
majority  of  cases  the  internal  carotid  was  the  source  of  the 
hasmorrhage. 

With  regard  to  the  question  as  to  whether  tonsillotomy  or 
tonsillectomy  is  the  more  dangerous  operation,  from  the  point  of 
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view  of  hfemorrliage^  the  figures  of  Burack  (13)  Cliiari  (14),  etc.,, 
are  of  some  assistance  in  arriving  at  a  conclusion.  Thus,  Burack 
had  eight  cases  out  of  2000  tonsillotomies,  Chiari  twenty-seven  cases 
out  of  600  tonsillotomies,  Dutrow  (15)  had  five  cases  out  of  200 
tonsillectomies,  and  Groodale  (16)  had  ten  cases  in  the  last  six 
years,  during  which  he  had  only  performed  tonsillectomies.  Froin 
this,  one  must  conclude  that  in  competent  hands  guillotine  tonsil- 
lectomy is  no  more  dangerous  than  tonsillotomy.  Indeed,  there  has 
been  a  very  noticeable  decrease  in  the  amount  of  primary  liEemor- 
rhage  in  the  Eoyal  Infirmary  since  tonsillectomy  was  adopted. 
Enucleation  by  dissection  is,  however,  more  serious,  as,  when 
bleeding  occurs,  it  is  apt  to  be  severe  and  to  require  energetic 
measures  for  its  arrest.  Barnes'  (17)  experience  has  been  that 
liEemorrhage  is  less  frequent  after  tonsillectomy  than  after 
tonsillotomy,  while  Goodale's  experience  has  been  the  contrary. 

Septic  Complications. 

Severe  septic  complications  have  been  few  in  the  Royal 
Infirmary  series.  One  patient  developed  broncho-pneumonia  a- 
few  days  after  tonsillotomy  and  removal  of  adenoids.  One 
patient  developed  enlarged  cervical  glands  after  tonsillotomy,  but 
carious  teeth  were  present,  and  may  have  been  the  cause.  In  one 
case  a  large  retropharyngeal  swelling  appeared  a  few  days  after 
tonsillotomy,  and  was  followed  by  enlargement  of  the  cervical 
glands,  which  passed  off  in  a  fortnight.  Several  patients  had 
dirty  throats  after  tonsillotomy  and  tonsillectomy,  accompanied  by 
slight  rise  of  temperature.  In  the  case  of  tonsillectomy  the  sore 
throats  were  almost  entirely  at  the  commencement  of  the  series, 
and  were  almost  certainly  due  to  trauma  from  faulty  technique. 
In  eleven  cases  acute  suppurative  otitis  media  followed  operation 
for  tonsils  and  adenoids.  In  one  case  also  acute  otitis  media, 
followed  by  meningitis  and  death,  occurred  soon  after  tonsillotomy 
and  removal  of  adenoids.  One  patient  went  to  a  theatre  the  next 
day  after  having  her  tonsils  enucleated,  and  developed  acute 
articular  rheumatism.  Several  patients  developed  rashes  indis- 
tinguishable from  scarlet  fever  and  German  measles,  and  one 
took  whooping-cough  immediately  after  operation.  It  is  possible 
that  some  of  the  rashes  were  septic  rashes. 

Numerous  septic  complications  have  been  recorded  by  various 
Avriters,  some  of  which  show  features  of  interest.  Barth  (18) 
had   two    cases   which   developed  acute   rheumatism  after  tonsil- 
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lectomy,  while  Dabney  (19)  had  one  similar  case.  Stucky  (11) 
and  Dubar  (20)  have  had  cas'es  of  acute  phlegmon  of  the  neck 
following  removal  of  tonsils.  Dean  (21)  notes  a  case  of  death 
from  sepsis  following  tonsillectomy,  a  case  of  cerebral  thrombosis 
after  tonsillotomy,  and  a  case  of  gangrene  of  the  muscles  of  the 
neck  after  tonsillectomy.  Dabney  (19)  had  a  case  where  tonsillec- 
tomy was  done  with  great  difficulty  owing  to  a  bad  angesthesia.  This 
was  followed,  on  the  second  day,  by  hyperpyrexia  and  delirium, 
which  lasted  for  a  week.  The  maximum  temperature  was  105°  F. 
Kobrak  (22)  out  of  100  cases  had  fever  in  38.  The  maximum 
fever  occurred  on  the  second  day,  and  its  average  duration  was 
3"8  days  after  operation.  Burack  (13)  out  of  2000  cases  had  fever 
in  58. 

The  appearance  of  a  rash  indistinguishable  from  scarlet  fever 
occasionally  occurs  on  the  second  or  third  day  after  operation,  and 
has  been  noted  by  Wingrave  (23),  For.syth  (24),  Broeckhaert  (25), 
and  Burack. 

In.tueies  to  Palate,  etc. 

With  reg-ard  to  the  cjuestion  of  injury  to  the  palate,  scarring, 
paresis,  etc.,  I  shall  give  the  results  of  sixty  cases  who  repoi-ted 
out  of  200  guillotine  enucleations  for  which  I  was  personally 
responsible.  Of  these  sixty,  two  had  damage  to  one  postex'ior 
pillar.  In  five  there  was  some  scarring  with  slight  pulling  down 
of  the  palate,  but  good  functional  result.  In  twenty-nine  both 
pillars  Avere  separate  on  both  sides  with  no  scarring.  In  the 
remainder  there  was  more  or  less  fusion  of  the  pillars  on  one  or 
both  sides.  In  several  there  was  temporary  nasal  speech,  but  in 
none  was  it  permanent.  Recently  a  patient  came  to  the  Royal 
Infirmary  avIio  had  had  her  tonsils  removed  elsewhere,  and  in 
whom  the  edge  of  the  palate  showed  a  tense,  hard  scar.  Nasal 
speech  in  this  case  was  persistent. 

Pearson  (26)  found  occasional  nasal  intonation  in  two  out  of 
fifty-three  cases  of  enucleation  by  dissection.  In  these  cases  there 
had  been  some  damage  to  the  pillars  with  subsequent  scarring  and 
pulling  down  of  the  palate.  In  eight  cases,  also,  there  had  been 
occasional  regurgitation  of  fluids  through  the  nose  for  a  fortnight. 
Stucky  (11)  records  a  curious  case,  where  facial  paralysis  came  on 
after  tonsillectomy  and  lasted  five  weeks.  He  also  had  two  cases 
where  paresis  of  the  palate  lasted  several  weeks.  Pugnat  (27)  had 
a  case  where  there  Avas  paralysis  of  one  side  of  the  palate  after 
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application  of  the  galvano-cautery  to  tlie  tonsil.  The  patient  felt 
an  acute  pain^  and  nasal  speech  was  noticed  immediately  after- 
wards. Dabney  (19)  had  a  case  where  spasmodic  laryngeal  stridor 
occurred  daily  in  a  child^  aged  fifteen  months.  In  another  case 
aphonia  followed  the  operation.  He  attributes  injuries  to  the 
pillars  and  palate  to  bad  anaesthesia,  and  my  own  experience  tends 
to  confirm  this. 


Miscellaneous  Complications. 

A  few  other  rarer  complications  have  been  met  with  and 
recorded.  A  case  of  fatal  angioneurotic  oedema  after  tonsilloton)y 
by  morcellement  was  recorded  by  van  Iterson  (28)  in  a  man,  aged 
twenty.  Death  occurred  in  a  few  hours  from  dyspnoea.  The  po-s'^- 
mortem  showed  oedema  of  the  larynx  and  lungs.  The  family 
afterwards  gave  the  information  that  the  patient  was  subject  to 
sudden  swellings.  Parish  (29)  records  a  case  of  extensive  sub- 
cutaneous emphysema  of  the  neck  and  face  immediately  after 
operation  during  ether  angesthesia.  Cyanosis  was  marked.  Pulse 
128.     Absorption  of  air  in  three  days. 

Having  mentioned  some  of  the  unpleasant  sequelte  of  tonsil 
operations,  I  shall  now  pass  on  to  consider  the  choice  of  method. 
From  the  third  to  the  fifth  year  of  life,  the  lymphoid  tissue  of  the 
tonsil  is  in  a  state  of  active  proliferation.  After  the  age  of  five  or 
six  this  is  not  so  marked,  and  at  jiuberty  the  tonsil  undergoes 
considerable  atrophy.  From  the  researches  of  Hett  (30)  and 
Butterfield  (31)  it  is  known  that  in  man  the  tonsil  is  in  one  of  its 
most  highly  developed  forms.  In  most  other  mammals  the  tonsil 
is  of  a  more  primitive  type,  many  of  the  forms  corresponding  with 
stages  in  the  development  of  the  human  tonsil.  From  this,  one  is 
bound  to  conclude  that  the  tonsil  should  not  be  regarded  as  a 
vestigial  structure,  and  that  in  early  life  it  probably  has  some 
function,  even  if  it  be  only  the  production  of  lymphocytes.  I  do 
not  intend  to  discuss  the  function  of  the  tonsil  in  this  paper,  but 
there  is  some  evidence  in  support  of  the  view  advanced  by  Good  (32), 
that  in  early  life  it  acts  as  an  organ  which  immunises  the  body 
against  the  more  common  infections.  After  an  exhaustive  series  of 
researches,  Caldera  (33)  was  unable  to  discover  any  specific 
function  in  the  tonsils  of  adults  and  adolescents. 

From  the  foregoing  considerations,  the  writer  would  recommend 
that  in  children  of  three  or  under,  tonsillotomy  should  be  preferred 
to  tonsillectomy  unless  the  tonsils  are  manifestly  septic  and  seriously 
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affecting  the  health  of  the  patient.  In  older  patients,  one  must 
again  consider  whether  tonsillotomy  or  tonsillectomy  is  to  be  re- 
commended. In  practised  hands,  guillotine  tonsillectomy  gives 
very  satisfactory  results.  My  own  figures  show  that  93  per  cent. 
have  had  a  complete  anatomical  enucleation  by  this  method. 
Tonsillectomy  has  no  complications  which  are  not  found  also  with 
tonsillotomy,  and  it  has  the  advantage  that  there  are  no  recurrences 
of  enlarged  tonsils  after  it.  Minor  undesirable  results,  such  as 
scarring  or  pulling  down  of  the  palate,  are  neai'ly  always  due  to 
faulty  technique.  Of  the  sixty  people  who  reported,  out  of  200 
enucleations,  twenty-nine  had  both  pillars  perfectly  separate,  and 
the  palate  was  freely  movable.  In  twenty-four  the  pillars  "were 
more  or  less  fused  on  one  or  both  sides,  but  the  palate  was  freely 
movable  with  an  excellent  functional  result.  Some  weeks  after 
tonsillectomy  it  is  very  common  to  see  a  small  fold  coming  from 
betw^een  the  two  pillars  low  down,  and  running  on  to  the  tongue. 
Frequently  at  its  lower  end  a  few  lymphoid  nodules  are  seen. 
This  appearance  may  be  attributed  to  contraction  of  the  deep  cavity 
left  by  the  tonsil  pulling  up  the  mucous  membrane  from  the  root  of 
the  tongue.     This  fold  becomes  much  less  distinct  as  time  goes  on. 

Of  the  patients  who  reported,  only  two  had  had  any  illness 
since  operation,  namely,  one  whooping-cough  and  one  influenza. 
Most  of  them  had  had  sore  throats  before  operation,  w^hile  only 
three  had  had  mild  sore  throats  since.  It  is  noteworthy  that  in 
those  cases  a  small  tag  of  tonsil  was  still  present.  The  dates  of 
reporting  were  from  four  to  twenty-two  months,  the  greatest 
number  being  about  a  year  after  operation. 

The  disadvantage  of  tonsillotomy  is  that  the  submerged  part  of 
the  upper  pole  is  nearly  always  left  behind,  and  tonsillitis  and  peri- 
tonsillar abscess  are  not  uncommon  results. 

In  adults  who  have  had  repeated  peritonsillar  abscesses  the 
guillotine  enucleation  is  not  always  successful,  as  in  those  cases  the 
tonsil  is  frequently  fixed  by  adhesions  to  the  superior  constrictor, 
and  for  a  successful  enucleation  by  the  guillotine  a  movable  tonsil 
is  essential.  A  failure  to  enucleate  completely  in  these  cases  is 
particularly  undesirable,  so  in  most  cases  of  repeated  peritonsillar 
abscess  it  is  preferable  to  enucleate  by  dissection  with  scissors  and 
snare. 

I  have  had  no  experience  of  the  effects  of  enucleation  on  the 
singing  voice,  but  Pearson  (26)  notes  the  result  of  enucleation  by 
dissection  in  ten  singers,  nine  of  whom  were  amateurs,  and  one  a 
professional.      All  the   amateurs    declared  that   their  voices  had 
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improved^  while  tlie  professional  noticed  no  difference,  although 
the  pillars  were  fused  on  both  sides  and  the  palate  was  asymmetrical. 
Dabney  (19)  finds  that  a  clean  tonsillectomy  will  increase  the 
singing  register  by  two  tones,  but  Hudson  Makuen  (34)  is  more  in 
favour  of  leaving  the  capsule  in  the  case  of  singers. 

Conclusions. 

(1)  Although  the  complications  of  operations  on  the  tonsils  are 
comparatively  rare,  considering  the  large  number  of  operations 
performed  annually,  when  they  do  occur  they  may  take  a  very 
grave  form  leading  to  a  fatal  termination. 

(2)  Tonsillectomy  by  means  of  the  guillotine  is  not  a  more 
serious  operation  than  tonsillotomy,  although  it  requires  con- 
siderably more  skill  to  perform  satisfactorily,  i.  e.  to  enucleate 
cleanly  with  the  capsule  entire. 

(3)  The  end  result  of  tonsillectomy  is  more  satisfactory  than 
tonsillotomy,  as  there  is  no  recurrence  of  symptoms  referable  to 
the  tonsils. 

(4)  Tonsillotomy  is  preferable  in  children  under  three  years 
of  age. 

(5)  Tonsillectomy  is  the  operation  of  choice  in  all  children  over 
five  years,  in  adolescents,  and  in  certain  adults. 

(6)  Enucleation  by  dissection  with  scissors  and  snare  should 
be  recommended  in  adults  who  have  had  repeated  peritonsiUar 
abscesses. 

In  conclusion,  I  wish  to  express  my  great  indebtedness  to  Dr. 
Logan  Turner  for  his  kindness  in  placing  his  material  at  my  disposal. 
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A    NEW    THEORY    OF    HEARING. 

By  F.  p.  Sturm,  Ch.M.,  M.B., 

Fellow  of  the  British  Oto-Laryngological  Society  :  Surgeon  to  the  Leigh 
Infirmary,  Lancashire. 

This  theory  of  hearing  is  based  upon  the  supposition  that  the  hair- 
cells  of  the  organ  of  Corti  respond  to  sound  in  the  same  manner 
that  the  rods  and  cones  of  the  retina  respond  to  light,  that  is,  bv  an 
actual  process  of  contraction. 

There  is  nothing  unreasonable  in  such  a  supposition,  for  it  has 
been  clearly  demonstrated  that  the  rods  and  cones  actually  do 
contract  and  shorten  under  the  influence  of  light,  and  to  these  the 
hair-cells  of  Corti,  which  are  certainly  concerned  with  the  per- 
ception of  sound,  are  in  every' way  comparable,  for  they  are  ecto- 
dermal cells  which  have  acquired  the  ability  to  respond  to  a  special 
stimulus,  and  to  it  alone. 

Not  only  is  this  supposition  not  an  unreasonable  one  in  theory, 
but  it  is  also  supported  by  a  very  considerable  amount  of  histo- 
logical evidence.  It  is  supported  by  the  infinite  variety  in  the 
length  and  shape  of  the  hair-cells  as  seen  in  preparations  from 
fresh  human  and  animal  labyrinths. 

Its  strongest  support  is  the  fact  that  it  affords  a  clue  to  the 
functions  of  those  intra-labyrinthine  structures  whose  uses  have  for 
ever  been  a  matter  of  pure  conjecture. 

It  is  a  theory  which  is  applicable  to  all  the  facts.  It  affords  a 
reasonable  and  acceptable  explanation  to  the  functions  of  the  hair- 
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cells  tliemselves,  of  tlie  tectorial  membrane^  of  the  reticulate  mem- 
brane, of  the  basilar  fibres,  and  it  throws  an  illuminating  sidelight 
apon  the  nature  of  the  so-called  spiral  ligament. 

In  the  present  preliminary  communication  I  do  not  propose  to 
produce  any  evidence,  either  histological  or  experimental,  upon 
which  this  theory  is  founded,  but  to  state  it  briefly  and  dogmati- 
cally. 

(1)  The  hair-cells  of  the  organ  of  Corti  are  the  end-organs  of 
the  auditory  nerve.  They  respond  to  the  stimulus  of  sonorous 
vibrations  in  two  ways — the  body  of  the  cell  by  contraction,  the 
sensory  hairs  by  sympathetic  vibration. 


Fig.  1. — ffair-cells. — a,  a'.  Eesting  or  soundless  cells,  b.  Contracting  or 
sound-adapted  hair-cell.  The  lower  pole  of  a  contracting  cell  is  darker  and 
more  granular  than  that  of  a  resting  cell,  and  its  nucleus  is  obscured, 
c.  Hair-cell  with  hair  bent  down  (from  pressure  of  damper  ?). 


(2)  The  contraction  of  the  cell  frees  the  hairs  from  the  pressure 
of  the  tectorial  membrane,  which  acts  as  a  damper.  The  cells 
contract  until  they  are  beneath  the  level  of  the  reticulate  mem- 
brane, whose  function  it  is  to  prevent  this  heavy  damper  from 
sinking  down  upon  the  contracted  cell. 

(3)  Sound  vibrations  reach  any  particular  hair-cell  or  set  of 
haix"-cells  by  means  of  the  fibre  or  fibres  of  the  basilar  membrane 
which  support  them. 

(4)  The  so-called  ligamentum  spirale  is  in  reality  a  muscle, 
and  acts  as  the  tensor  of  the  basilar  membrane.  It  is  thus  able 
to  not  only  induce  and  inhibit  paracusis  by  locking  and  unlocking 
the  rods  of  Corti,  but  also  to  produce  any  degree  of  tension  in 
every  fibi'e  of  the  basilar  membrane,  thus  providing  what  is  practi- 
cally an  infinite  capacity  for  sympathetic  response  to  sound-waves. 
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Let  us  first  consider  the  condition  of  affairs  in  a  liypotlietical 
ear  which  is  receiving  no  sound  vibrations  whatever  and  which  we 
will  call  "  the  silent  eav." 

The  thickj  heavy,  pulpy  tectorial  "membrane"  (which  in  the 
fresh  labyrinth  is  not  a  membrane^  but  has  vei"y  much  the  con- 
sistency of  a  jelly-fish)  fills  up  practically  the  whole  of  the  cochlear 
canal^  pressing-  upon  and  effectually  damping  the  hairs  of  Corti  as 
they  project  through  the  interstices  of  the  reticulate  membrane. 
Every  hair-cell  from  the  base  to  the  apex  of  the  cochlea  endures 
this  pressure  and  is  damped  by  it,  and  every  radial  fibre  of  the 
basilar  membi-aue  has  the  pressure  exerted  by  this  damper  in  some 
degree  transmitted  to  it  by  these  hair-cells  and  is  damped  likewise. 


Fig.  2. — Diagram  illustrating  the  silent  and  the  sound-adapted  ear.  A 
sound-pattern  of  a  certain  kind  has  stimulated  the  outer  hair-cells 
(o.H.c),  which  have  consequently  contracted  beneath  the  level  of  the 
reticulate  membrane,  thus  freeing  their  hairs  from  the  pressiu-e  of  the 
tectorial  membrane  (m  T.).  This  illustrates  the  sound  adapted  ear.  The 
silent  ear  is  illustrated  by  the  inner  hair-cell  (i.h.c),  which  has  received 
no  stimulus  and  is  still  damped. 

We  may  compare  the  silent  ear  to  the  dark-adapted  eye.  We 
have  a  potential  organ  of  sense  awaiting  the  stimulus  that  is  proper 
to  it,  and  we  have  to  consider,  in  the  light  of  the  present  theory, 
what  happens  when  that  stimulus  arrives.  Take  a  simple  and 
easily  illustrated  case.  Suppose  the  particular  stimulus  to  be  such 
a  combination  of  sound-waves  as  will  call  into  sympathetic  activity 
the  hair-cells  overlying  one  fibre  or  set  of  fibres  of  the  basilar 
membrane. 

The  hair-cells  contract  as  soon  as  the  stimulus  reaches  them, 
and  by  contracting  they  not  only  free  the  sensory  hairs  from  the 
damping-  pressure  of  the  tectorial  membrane,  but  they  relieve  also 
the  underlying  fibre  or  fibres  of   the  basilar   membrane  from  the 


196  The  Journal  of  Laryngology,  [April,  1914. 

same  pressure.  As  the  liair-cells  shrink  away  the  heavy,  elastic 
expansile  tectorial  membrane  attempts  to  press  after  tliera,  but  it 
cannot  do  so  because  of  the  reticulate  membrane  which  arrests  it. 

The  hair-cells  are  free,  for  they  have  shrunk  beneath  the  reticu- 
late membrane,  which  is  now  a  roof  above  their  heads,  and  the  under- 
lying segment  of  the  basilar  membrane  is  free,  and  now  the  undamped 
fibres  and  the  free  hair-cells  can  fully  respond  to  the  particular 
"sound  pattern '^  which  has  awakened  their  activities,  and  transmit 
their  impressions  through  the  cochlear  branch  of  the  auditory 
nerve  to  the  cortex,  which  interprets  them  as  a  particular  sound. 

With  regard  to  the  share  which  the  ligaraentum  spirale  has  in 
the  intricate  mechanism  of  auditory  accommodation,  I  shall,  in  this 
communication,  merely  state  that  many  experiments  and  clinical  and 
histological  observations  have  convinced  me  that  there  must  be  an 
intra-labyrinthine  muscle  capable  of  altering  the  tension  of  the 
basilar  fibres  and  Corti's  rods,  and  I  believe  that  there  is  sufficient 
evidence  to  warrant  at  least  the  provisional  assumption  that  this 
muscle  is  the  spiral  ligament. 

The  size  of  this  so-called  ligament  is  entirely  disproportionate  to 
its  function,  if  such  is  merely  to  attach  the  edge  of  the  basilar 
membrane  to  the  outer  wall  of  the  labyrinth.  It  is,  moreover, 
possible  to  demonstrate  the  fact  that  the  nucleated  spindles,  of 
which  it  is  largely  composed,  all  radiate  outwards  from  its  attach- 
ment to  the  edge  of  the  basilar  membrane. 

My  own  observations,  carried  out  upon  fresh  human  and  animal 
labyrinths,  leave  no  room  for  personal  doubt  that  these  nucleated 
spindles  are  a  form  of  plain  muscle-fibre,  in  many  ways  analogous 
to  those  which  Schafer  has  demonstrated  as  constituting  the  long- 
disputed  dilator  pupillte  of  the  human  eye. 


CLINICAL    NOTE. 


HYPERPLASIA  OF  THE  NASAL  SEPTUM  ASSOCIATED  WITH 
NASAL  POLYPI. 

By  W.  J.  Harbison,  M.B., 

Newcastle. 

Although  some  hyperplasia  of  the  septal  mucous  membrane  is  not 
uncommon,  particularly  over  the  tuberculum  septi  or  when  pus  is  present 
in  the  accessory  sinuses,  so  marked  a  condition  as  that  described  below 
unattended  by  suppuration  appears  to  be  rare. 

Mr.  F ,  aged  forty-nine,  was  sent  to  me  on  account  of  deafness  of 

long  standing  Avhich  had  been  getting  rapidly  worse. 


April,  1914.]  Rhinology,  and  Otology.  197 

He  had  been  very  subject  to  colds  for  some  years,  and  in  the  intervals 
lie  was  troubled  by  a  fairly  copious  discharge  of  clear  fluid  from  both 
nostrils  and  a  heavy  feeling  in  the  head.  Five  years  ago  he  had  polypi 
removed  from  the  left  side  and  was  told  that  the  right  side  also  required 
to  be  cleared,  but  owing  to  business  matters  he  neglected  having  anything 
further  done. 

On  examination  the  left  side  was  found  to  be  free  from  any  recur- 
rence, nor  could  any  sign  of  pus  be  found  either  at  the  first  or  any 
subsec^uent  examination. 

On  both  sides  there  was  a  clear  air-way  in  the  region  of  the  inferior 
turbinates  and  the  septum  was  of  normal  thickness. 

Immediately  above  this  the  septum  was  enormously  thickened, 
especially  on  the  right  side,  where  it  completely  blocked  any  view  of  the 
middle  turbinate  region,  bemg  in  contact  with  the  outer  wall  of  the  nose. 
The  thickening  was  soft,  and  dimpled  on  being  touched  with  a  probe.  On 
the  left  side  the  thickening  was  not  so  marked,  and  it  could  be  seen  that 
the  enlargement  was  not  uniform,  but  that  the  mucous  membrane  was 
thrown  into  irregular  folds  or  lobes.  By  measurement  the  septum  was 
found  to  be  2|  cm.  thick  at  the  anterior  part. 

By  posterior  rhinoscopy  the  upper  and  lower  portions  of  the  septum 
appeared  normal,  but  the  central  half  was  enlarged  and  appeared  about 
1  cm.  thick.  No  pus  could  be  detected.  Cocaine  and  adrenalin  reduced 
the  swelling  to  about  half  its  usual  size,  and  polypi  were  seen  and 
removed  from  the  right  side.  Neither  the  number  nor  size  of  these  was 
great.  After  their  removal  one  could  make  out  that  the  enlai-gement 
extended  backwards  in  the  middle  turbinal  region  and  was  apparently 
connected  with  the  swelling  seen  by  posterior  rhinoscopy.  At  no  time 
could  any  trace  of  pus  be  found,  the  only  discharge  being  clear  and 
watery. 

By  repeated  applications  of  the  cautery  the  septal  swelling  was 
reduced  till  free  nasal  respiration  was  established.  The  rhinorrhoea  was 
cured,  and  the  sense  of  smell,  which  had  been  very  much  impaired,  was 
greatly  improved.  When  last  seen  some  months  after  the  last  cauterisa- 
tion the  septum  was  nearly  normal  in  thickness,  and  the  patient  said 
that  he  had  been  entirely  free  fi'om  colds,  that  his  head  symptoms  had 
disappeared,  and  that  his  general  health  had  much  improved. 
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January  9,  1914. 
Dr.  D.  E.  Pateesojt,  President,  in  the  Chair. 


Thickening  of   the   Palate  and  Upper    Part    of   the   Larynx, 
probably  due  to   Congenital    Syphilis.— H.    Lambert    Lack.— The 

cases  showed  diffiise  thickening  of  the  uvula,  pillars  of  the  fauces  and 
adjacent  parts  of  the  soft  palate,  and  of  the  epiglottis,  arytsenoids  and 
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upper  part  of  the  larviix.  The  condition  was  chronic  and  had  not  yiekled 
to  treatment  by  iodide  or  mercury  or  salvarsan.  It  was  apparently 
stationary  or  varied  very  little  and  showed  no  tendency  to  ulcerate. 
There  was  occasionally  slight  difficulty  in  breathing.  The  cases  were 
similar  to  two  others  he  had  previously  shown,  about  which  differences  of 
opinion  have  arisen.  In  all  but  one  the  Wassermann  reaction  had  been 
positive  and  the  diagnosis  of  congenital  syphilis  rested  entirely  upon 
this.  In  none  of  the  cases  had  any  treatment  been  beneficial,  nor  had 
microscopical  sections  of  portions  of  tissue  removed  thrown  any  definite 
light  upon  the  pathology. 

The  President  had  seen  several  such  cases  and  had  been  at  a  loss 
for  an  explanation,  though  most  of  them  were  before  the  days  of 
salvarsan  or  the  Wassermann  reaction.  As  none  of  them  improved 
under  anti-syphilitic  treatment,  one  was  inclined  to  put  syphilis  out  of 
court. 

Dr.  DuNDAs  GrRANT  inquired  whether  thyroid  extract  had  been  given 
in  combination  with  anti-syphilitic  remedies,  as  it  had  been  found  that 
interstitial  keratitis  in  children  did  not  yield  to  ordinary  specific  treat- 
ment, but  a  beneficial  effect  was  brought  al)out  when  thyroid  gland  was 
addeil.     He  had  not  had  an  opportunity  of  trying  it. 

Mr.  Stuart-Low  had  had  two  cases  of  this  kind  in  which  ordinary 
specific  treatment  was  of  no  use.  He  had  found  the  application  of 
menthol  ointment  and  massage  to  the  sides  of  the  neck  most  beneficial. 
Exercise  for  the  muscles  of  the  pharynx,  particularly  singing  and  reading 
aloud,  had  been  very  useful.  In  the  cases  shown  the  tonsils  were  large 
and  very  septic,  and  he  strongly  recommended  that  they  should  be 
enucleated  and  the  adenoids  removed.  It  was  quite  likely  that  these 
septic  conditions  aggravated  the  pharyngeal  trouble. 

Mr.  Herbert  Tilley  said  the  point  mentioned  by  Mr.  Stuart-Low 
had  also  struck  him  when  looking  at  the  first  case.  As  Dr.  Lack  had  a 
series  of  cases  it  would  be  interesting  if  he  were  to  enucleate  the  very 
large  tonsils  in  the  first  case.  Two  of  the  three  cases  bad  abnormally 
large  tonsils,  and  on  that  account  alone  it  might  be  wise  to  enucleate 
in  order  to  eliminate  any  possible  septic  factor  in  the  cases.  He 
referred  to  Dr.  Brown-Kelly's  intei'esting  monogaph  on  the  subject,  in 
which  there  Avere  histological  observations  on  some  of  his  cases. ^ 

Dr.  Fitzgerald  Powell  said  that  the  odd  thing  was  that  despite 
the  use  of  salvarsan  the  Wassermann  test  remained  positive.  It  appeared 
to  be  the  result  of  congenital  syphilis  in  which  the  infiltration  and 
tliickening  remained. 

Pharyngeal  Pouch  ;  Removal  under  Local  Anaesthesia. — W.  H. 
Kelson. — Patient,  a  male,  aged  seventy,  was  admitted  to  hospital  in 
November,  1913,  with  the  diagnosis  of  stricture  of  the  oesophagus.  He 
had  had  increasing  difficulty  in  swallowing  for  four  years  and  was  getting 
steadily  thinner  and  weaker.  After  examination  suspicions  were  aroused 
as  to  the  correctness  of  the  above-mentioned  diagnosis,  and  an  X-ray 
examination  clearly  demonstrated  the  presence  of  a  pouch  dipping  down 
to  the  aortic  arch  and  Iving  behind  and  a  little  to  the  left  of  the 
oesophagus.  As  the  patient  appeared  to  be  going  downhill  somewhat 
rapidly  it  was  decided  to  operate,  and  to  avoid  all  risk  of  post-anaesthetic 
vomiting  I  decided  to  use  local  anaesthesia.  Operation  was  performed  on 
December  3  after  injection  of  a  solution  made  from  three  "  tabloids  " 

1  See  also  Dr.  Logan  Turner's  article,  Journ.  of  Lartngol.,  Ehinol.,  and 
Otol.,  February,  1914,  p.  57  and  seq. 
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(B.  &  ^Y.),  each  containing  cocaine  mur.  i  gr.,  morpli.  mur.  J^  gr.,  along 
the  line  of  the  proposed  incision.  Haemorrhage  was  trifling.  It  was 
found  necessary  to  divide  the  omohyoid  muscle. 

X-ray  Report.— Becemher  1, 1913  :  The  posterior  mediastinum  is  clear, 
except  at  the  level  of  the  top  of  the  aortic  arch,  where  there  is  a  definite 
shadow.  A  spoonful  of  bismuth  glycerine  (thick  emulsion),  when 
swallowed,  shot  down  rapidly  to  the  level  of  the  top  of  the  aortic  arch 
and  lodged  in  a  pouch  at  this  level.  Bismuth  emulsion  (thin)  filled 
this  pouch  to  the  top  and  then  overflowed  to  the  left,  running  straight 
down  through  the  oesophagus  and  entering  the  stomach  without  delay. 
The  pouch  remained  full  after  many  minutes,  and  no  bismuth  passed 
down  the  oesophagus,  except  over  the  "top  of  the  pouch.  After  drinking 
pure  water  the  pouch  still  remained  full,  and  when  the  patient  lay  on 
the  couch  no  bismuth  escaped  from  the  pouch  in  any  position.  This  is  a 
typical  pharyngeal  pouch,  causing  difiiculty  in  swallowing  by  displacing 
and  compressing  the  oesophagus  just  above  the  level  of  the  top  of  the 
aortic  arch. 

January  30,  1914:  A  thick  bismuth  emulsion  passed  through  the 
oesophagus  with  perfect  freedom,  and  there  was  no  obstruction  or 
deviation  at  the  seat  of  the  former  pharyngeal  pouch.  A  little  bismuth 
entered  a  slight  pit  at  the  level  of  the  'epiglottis,  but  passed  out  again 
immediately;  this  recess  is  considerably  higher  than  the  opening  of 
the  pouch  and  has  evidently  no  connection  with  it ;  it  is  not  pathological. 

The  President  said  it  was  an  object-lesson  of  what  large  opera'tions 
can  be  done  under  local  anaesthesia. 

Mr.  ISToRMAN  Patterson  asked  whether  Dr.  Kelson  found  the  fundus 
of  the  sac  at  the  level  that  the  skiagram  showed  it  to  occupy.  A  skiagram 
taken  in  the  erect  posture,  with  the  sac  filled  with  bismuth  mixture, 
might  show  the  fundus  to  be  lower  than  it  actually  was. 

Dr.  Kelson  replied  that  there  was  nothing  very  special  about  the 
technique.  All  that  he  felt  anxious  about  was  lest  he  should  wound 
the  recurrent  laryngeal  nerve,  which  was  in  close  contact  with  the  sac ; 
for  that  reason  he  was  glad  the  patient  was  not  under  a  general 
anaesthetic.  That  was  the  reason  why  enlarged  thyroids  were  sometimes 
removed  under  local  anaesthesia.  He  thought  the  sac  passed  down  to 
the  level  of  the  aorta,  because  when  his  finger  was  enucleating  it  he  could 
feel  the  aorta  beating  on  the  back  of  his  forefinger. 

Dr.  Jordan  pointed  out  the  characteristics  which  distinguished  a 
pouch  from  an  organic  stenosis.  When  the  patient  swallowed  the  bis- 
muth one  saw  the  pouch  fill,  and  then  the  bismuth  was  seen  to  overflow 
from  the  top  and  run  down  in  a  full  stream  to  the  stomach.  In  a  case  of 
organic  obstruction  one  could  see  a  thin  stream  of  bismuth  trickle  down 
from  the  lowest  part  of  the  pouch.  The  condition  present  in  Dr.  Kelson's 
patient  was  now  called  a  "pharyngeal  pouch."  There  was  a  true 
oesophageal  pouch  sometimes  seen"  radiographically,  and  sometimes 
accidentally  discovered  post-mortem  ;  he  believed  it  had  no  clinical  signifi- 
cance. In  the  2)ost-mortem  room  he  had  sometimes  seen  a  little  fossa" into 
which  one's  finger  could  be  placed  below  the  bifurcation  of  the  trachea. 
A  fossa  of  this  kind  was  sometimes  seen  immediately  below  the  projec- 
tion always  present  where  the  right  bronchus  crosses  in  front  of  the 
oesophagus.  He  would  like  to  know  if  such  oesophageal  pouches  had 
ever  been  known  to  give  clinical  evidence  of  their  existence. 

Sinus  Suppuration  in  Young  People.— Dan  McKenzie.— Case  1 : 

Frontal  Sumsitis  in  a  Girl,  aged  seven. — There  was  a  curious  history  in  the 
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case.  About  tlivee  mouths  before  she  came  to  hospital  the  patieut  was 
overturuecl  by  a  bicycle  aud  throwu  ou  her  face.  A  fortnight  later  pain 
and  swelling  iu  the  left  supra-orbital  region  and  around  the  left  eye  set 
in,  together  with  headache  and  pyrexia.  After  about  ten  days  of  fever 
and  headache,  the  patieut  being  confined  to  bed,  a  sudden  gush  of  pus 
from  the  left  nostril  took  place.  Thereupon  the  pain  ceased,  the  fever 
left  her,  and  the  child  was  able  to  be  up  and  about ;  but  the  discharge 
from  the  nose  continued.  When  she  came  to  hospital  pus  was  seen  to  be 
oozing  freely  from  under  the  left  middle  turbinal.  A  skiagram  showed 
Avell-marked'  frontal  sinuses  on  both  sides,  and  the  left  frontal  sinus 
too-ether  with  the  left  antrum  threw  shadows.  Treatment  was  confined 
to'nasal  drainage ;  the  left  middle  turbinal  was  removed  and  nasal  antro- 
stomy  performed,  and  the  discharge  gradually  ceased. 

Case  2  :  Double  Maxillary  Antrum  Suppuration  in  a  Girl,  aged  twelve. — 
The  condition  was  subacute.  After  washing  out  the  cavity  several  times 
with  a  Lichtwitz  trocar,  the  radical  antrum  operation  was  performed  on 
the  left  side  and  simple  nasal  antrostomy  on  the  right.  The  dischai-ge 
had  now  ceased. 

Case  3:  Left  Frontal  Sinusitis  in  a  Girl,  aged  fifteen;  Badical 
Killian  Operation ;  Necrosis  of  the  Bridge. — The  patient  is  now  aged 
seventeen,  her  operation  having  been  performed  two  years  ago.  The  case 
was  one  of  ethmoidal  suppuration  with  polypi.  After  curetting  and 
drainage  the  presence  of  he  idaclie  and  local  pain  led  to  the  radical  frontal 
sinus  operation  (Killian).  The  bridge  necrosed  and  was  removed  a  fort- 
nio-ht  later,  but  the  wound  has  healed  with  very  little  deformity  on  account 
of  the  natural  flatness  of  the  patient's  nose.  There  was  still  a  fair  amount 
of  discharge. 

The  President  said  the  first  case  was  of  interest  in  that  the  cause  was 
due  to  some  injury.  The  influence  of  trauma  in  frontal  sinusitis  came 
perhaps  more  often  befoi'e  those  who  practised  in  industrial  districts, 
owing  to  claims  for  compensation.  He  had  been  consulted  in  regard  to 
one  or  two  such  cases.  He  did  not  doubt  that  even  comparatively  small 
injuries  had  some  effect  in  inducing  frontal  sinus  trouble.  He  remembered 
a  man  who  had  a  blow,  not  severe,  on  the  forehead,  which  was  followed 
bv  sinusitis  and  the  discharge  of  matter  through  the  nose  a  fortnight 
later.  He  would  like  to  hear,  in  regard  to  Case  2,  what  principle  deter- 
mined the  choice  of  the  radical  operation  ou  the  left  side,  and  a  simple 
nasal  opening  on  the  right. 

Mr.  Herbert  Tilley  for  some  time  had  suggested  that  these  sup- 
purative inflammations  were  more  common  in  children  than  they  had 
been  supposed  to  be,  or  than  text-books  stated.  Some  years  ago  he  had 
shown  a  boy  whose  sinus  had  suppurated  in  the  course  of  scarlet  fever. 
The  boy's  age  was  eight.  Last  January,  during  the  epidemic  of  influenza, 
he  saw  a  girl,  aged  nine,  who  had  a  tempei'ature  of  102°  F.,  with  great 
pain  on  one  side  of  the  head.  It  was  due  to  an  acute  empyema  of  the 
frontal  sinus.  Under  cocaine  he  had  no  difficulty  in  irrigating  the  sinus, 
though  she  was  a  nervous  little  patient.  After  three  or  four  irrigations 
sbe  got  well  in  ten  days.  He  believed  some  of  the  cases  of  so-called  nasal 
catarrh  in  children  Avould  be  found,  on  investigation,  to  be  sinus  su]ipura- 
tion ;  he  was  therefore  in  the  habit  of  transilluminating  these  cases, 
especially  during  influenza  or  epidemics  of  acute  specific  fevers. 

Dr.  i)uNDAs  GrRANT,  in  reference  to  the  use  of  the  term  "  subacute," 
asked  how  long  the  maxillary  antrum  suppuration  lasted. 

Dr.  DoNELAN  asked  what  were  the  reasons,  in  the  second  case,  for 
discriminating  between  the  two  sides  in  the  nature  of  the  operation.    The 
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radical  operation  seemed  unusual  for  so  young  a  child,  and  in  his  experi- 
ence it  was  necessary  only  in  about  4  per  cent,  of  even  very  chi'onic  cases. 
By  making  a  large  drainage  through  the  antro-nasal  wall  and  allowing  a 
reasonably  long  period  of  treatment  this  comparatively  small  cavity  got 
well  without  further  operation  in  the  vast  majority  of  cases,  and  in  many 
became  almost  obliterated  within  a  year  or  two.  Another  advantage  of 
this  procedure  was  that  even  if  one  had  ultimately  to  have  recourse  to 
the  Caldwell-Luc  operation  its  severity  was  much  lessened  by  the  existence 
of  the  naso-antral  opening  already  made. 

Dr.  JoBSON  HoRNE  thought  many  acute  and  subacute  cases  of 
disease  of  the  accessory  sinuses  of  the  nose  might,  with  advantage,  be 
left  alone.  It  was  noteworthy  how  acute  and  subacute  disease  in  the 
antrum  of  Highmore  cleared  up  without  any  exploratory  puncturing 
and  washing  out. 

The  Pbesident  said  it  was  a  practical  point  as  to  the  kind  of  case  for 
which  the  two  methods  should  respectively  be  used.  Moure,  of  Bordeaux, 
has  brought  forward,  at  the  International  Congress,!^  very  definite  views 
with  regard  to  opei'ation  in  these  cases,  and  the  experiments  of  Ssamoy- 
lenko  showed  that  if  one  wished  to  obliterate  the  whole  sinus  one  had  to 
remove  completely  the  whole  mucous  membrane,  and  that  could  only  be 
done  by  radical  methods.  With  regai-d  to  the  influence  of  trauma  in  the 
compensation  cases  on  which  one  was  sometimes  consulted,  tbe  law  laid 
it  down  that  if  a  blow  contributed  or  in  any  way  led  to  the  incapacity, 
that  blow  was  supposed  to  be  responsible  for  the  particular  affection  :  and, 
whether  primaiw  or  secondary  sinusitis  folio  wed,  the  patient  was  entitled  to 
compensation.  He  had  two  cases  in  mind  :  one  was  detinitely  primary, 
there  was  no  pi'evious  history,  and  it  healed  up  soon  ;  in  the  other  case 
it  was  secondary — a  slumbering  sinusitis  was  stirred  up  by  a  blow  on 
the  foi-ehead — and  intranasal,  and  subsequently  external,  operation  had 
to  be  done. 

Dr.  Dax  McKenzie,  agreed  with  what  had  been  said  as  to  the 
possibility  of  trauma  inducing  suppuration,  or  rendering  already  exist- 
ing acute  sup])uration  chronic.  He  also  agreed  as  to  the  frequency  of 
such  conditions  in  childhood ;  in  childhood  he  believed  that  sinus 
suppuration  was  common,  because  acute  otitis  media  was  more  common 
in  children  than  in  adults.  The  reason  these  cases  did  not  come  under 
their  care  was  that  the  acute  condition  passed  olf  in  children,  owing  to 
the  smallness  of  the  sinuses  and  the  fact  that  they  were  more  easily 
drained.  With  regard  to  the  second  case,  in  which  he  did  a  more  simple 
operation  on  one  side  than  on  the  other,  the  case  showed  that  the  simple 
operation  would  have  sufficed  for  both  sides.  The  condition  was  sub- 
acute, only  of  a  few  mouths'  dui-ation.  The  cavities  had  been  repeatedly 
washed  oiit,  but  without  benefit.  The  guide  to  the  performance  of  the 
radical  operation  was  when  ordinary  drainage  did  not  relieve  or  cure  the 
condition — in  other  words,  when  polypi  were  present ;  then  it  was 
necessary  to  open  the  antrum  thoroughly  and  to  remove  the  mucous 
membrane.  The  diagnosis  of  polypi  in  the  antrum  was  difficult.  With 
]-egard  to  operating  through  the  canine  fossa,  the  nerves  to  the  canine 
and  bicuspid  teeth  w-ere  cut  through ;  he  believed,  however,  that  after 
a  time  the  nerve-supply  to  these  teeth  was  I'enewed. 

Dr.  DoNELAN  said,  in  regard  to  tbe  diagnosis  of  polypi,  it  would  often 
be  found  practicable  to  employ  a  small  mirror  at  the  naso-antral  opening. 

'  JouEN.  OF  Lartngol.,  Khixol.,  AND  Otol.,  vol.  xxviii,  p.  526. 
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If  this  opening  were  of  good  size — and  in  chronic  cases  it  should  be  at 
least  as  large  as  a  sixpence — a  very  good  opportunity  was  afforded  of  thus 
studying  the  condition  of  the  mucous  membrane  and  its  reaction  to 
drainage  and  other  treatment  before  deciding  on  an  opening  through  the 
canine  fossa.  An  iastrument  which  was  an  adaptation  of  Bn'inings' 
lamp  had  lately  been  devised  for  examination  of  the  antrum  through  a 
naso-antral  opening. 

Dr.  DuNDAS  GrRANT  Said  he  had  been  able  to  diagnose  the  presence  of 
polypi  in  the  antrum  while  making  Lichtwitz's  puncture.  The  point  of 
the  instrument  felt  as  if  embedded  in  a  soft  substance. 

Dr.  Watson-Williams  said  that,  by  the  use  of  the  antral  suction 
syringes,  one  could  frequently  diagnose  the  presence  of  polypi  without 
opening  the  antrum  at  all,  and  he  had  very  often  confirmed  such 
diagnosis  by  subsequent  operation.  When  using  this  syringe  it  was  not 
necessary  to  make  an  opening  into  the  antrum,  as,  by  the  syringe,  a  little 
distilled  water  was  passed  into  the  antrum,  and  whatever  matter  or  dis- 
charge existed  in  the  antrum  was  sucked  up  iuto  the  syringe.  When 
polypi  existed  they  generally  obliterated  the  needle  aperture  on  suction, 
and  he  had  even  removed  in  this  way  a  cox-e  from  a  sarcomatous  growth 
for  examination  by  the  microscopist.  If  such  blockage  on  suction  was 
not  caused  by  a  polypus,  there  was  a  neoplasm  present,  or  else  exceed- 
ingly thick  and  tenacious  secretion.  Exj^eiience  of  the  use  of  the  syringe 
in  at  least  200  cases  showed  that  polypi  in  the  antrum  could  thus  be 
diagnosed  with  surprising  frequency,  and  polypi  were  thus  often  detected 
when  their  pi-esence  was  quite  unsuspected. 

Mr.  Clayton  Fox  said  that  Mahu  made  a  point  of  measuring  the 
capacity  of  the  antrum  by  injecting  fluid  into  it,  recovering  it  again  after- 
wards by  suction.  That  formed  some  guide  as  to  the  thickness  of  the 
mucous  membrane. 

The  Presidknt  said  he  had  tried  most  of  the  methods,  and  was  con- 
vinced that  nothing  but  inspection  through  the  canine  fossa  would  give 
a  really  trustworthy  impression  of  the  condition  of  the  mucous  membrane 
of  the  antrum. 

Cavernous  Angioma  of  the  Uvula.— Dan  McKenzie. — Male,  aged 
twenty-eight.  The  uvula  presented  an  irregular  club-shaped  appearance. 
Its  cavernous  character  was  sufficiently  obvious.  No  symptoms  were 
complained  of. 

Dr.  JoBSON  HoRNE  recalled  a  siinilar  case  which  was  shown  before  the 
Section  some  years  ago,  in  which  the  palate  was  mainly  affected. 

Combined  Syphilitic  and  Tuberculous  Infiltration  of  the 
Larynx. — Dan  McKenzie. — The  patient  is  a  woman,  aged  about  forty- 
eight.  Six  years  ago  she  came  vender  the  exhibitor's  care  for  tertiary 
ulceration  of  the  nasal  septum,  with  some  redness  and  thickening  of  the 
vocal  cords.  This  was  cured  by  anti-luetic  remedies.  In  September,  1913, 
she  returned  with  infiltration  of  the  larynx  without  oedema,  idceration,  or 
any  other  sign  suggestive  of  tuberculosis  ;  but  as  the  patient  complained 
of  cough  and  expectoration,  the  sputum  was  examined  and  tubercle 
bacilli  found. 

On  October  19  an  injection  of  neo-salvarsan  was  made,  with  immediate 
relief  to  the  symptoms.  The  voice  became  clearer  and  the  cough  easier. 
An  interesting  C:"  Herxheimer)  reaction  was  observed  in  the  larynx  which 
began  the  day  after  the  administration  of  the  neo-salvarsan,  the  mucous 
membrane  assuming  a  livelier  red,  and  appearing  to  be  moister  and  more 
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succulent.  This  promise  of  benefit  was  not,  however,  realised.  The 
infiltration  increased,  and  as  it  was  affecting  the  subglottic  region,  and 
giving  i-ise  to  serious  dyspnoea,  she  was  again  admitted  to  hospital.  On 
November  14  salvarsan  was  injected,  and  the  same  evening  urgent 
tracheotomy  under  local  anaesthesia  had  to  be  hurriedly  performed. 
There  was  no  evidence  whatever  that  the  laryngeal  obstruction  had  been 
increased  by  the  salvarsan.  She  experienced  some  difiiculty  with  the 
metal  tracheotomy  tube,  which  proved  irritating  and  very  productive  of 
coughing,  so  a  rubber  tube  was  inserted,  with  immediate  relief.  The 
coughing  had,  however,  led  to  a  wide-spread  emphysema  of  the  tissues  of 
the  neck  and  thoracic  walls. 

Since  the  tracheotomy  the  larynx  has  gradually  come  to  assume  the 
typical  aspect  of  tuberculosis  with  oedematous  infiltration  of  the  arytse- 
noids.  The  galvano-cautery  puncture  has  been  used  once  with  some 
benefit. 

Dr.  JoBSON  HoRNE  Considered  that  the  predominant  factor  in  the 
case  was  tuberculosis.  In  his  experience  those  who  came  from  tuberculous 
stock,  contracting  syphilis  and  subsequently  developing  phthisis,  were 
more  liable  to  laryngeal  lesions,  and  the  lesion  was  usually  tuberculous. 

Dr.  DuNDAS  Grant  suggested  that  there  was  now  sufficient  room  in 
the  larynx  for  the  patient  to  breathe  without  retaining  the  tracheotomy 
tube,  and  that  the  chance  of  improvement  would  be  heightened  if  it  were 
possible  to  do  without  it. 

The  President  said  he  now  had  a  case  in  which  the  question  was 
whether  it  was  predominantly  one  of  tubercle  or  syphilis.  The  boy  was 
aged  thirteen,  and  there  was  obvious  palate  trouble  as  well  as  laryngeal. 
Wassermann's  test  was  positive  and  tubercle  bacilli  were  said  to  have 
been  found  in  the  sputum,  and  he  reacted  to  tuberculin.  He  improved 
materially  under  iodide,  and  the  question  was  raised  whether  he  should  be 
sent  to  a  sanatoiium.  The  disease  in  the  larynx  seemed  to  hang  fire, 
having  iinproved  up  to  a  point. 

Dr.  Dan  McKenzie  had  hoped  someone  would  allude  to  the  compli- 
cation which  followed  the  tracheotomy.  His  experience  was  that  for  the 
first  two  or  three  days  following  tracheotomy  the  patient  required  much 
attention  because  awkward  accidents  were  apt  to  happen,  though  he  had 
not  previously  seen  emphysema  occur. 

Myasthenia  Gravis,  with  Affection  of  the  Larynx  and  Soft 
Palate. — Edward  D.  Davis. — A  woman,  aged  twenty-five,  was  admitted 
to  hospital  in  February  last  for  Raynaud's  disease.  She  complained, 
amongst  other  symptoms,  of  loss  of  voice,  difficulty  in  swallowing,  and 
regurgitation  of  fluids  through  the  nose.  The  loss  of  voice  occurred 
suddenly  without  apparent  cause  in  September,  1912,  and  was  followed 
a  little  later  by  difiiculty  in  swallowing  and  regurgitation  through  the 
nose.  When  seen  in  February,  1913,  a  diagnosis  of  functional  aphonia 
was  made,  and  in  spite  of  the  nasal  voice  and  regurgitation  through  the 
nose  no  paresis  of  the  soft  palate  was  detected.  Treatment  by  the 
faradic  current,  cold  douching,  valerian,  etc.,  had  no  effect.  At  a  second 
examination  in  June  the  condition  had  progressed,  the  paresis  of  the 
soft  palate  was  well  marked,  the  vocal  cords  abducted  slightly,  but 
remained  in  the  cadaveric  position  during  deep  inspiration,  and  on 
vocalisation  very  little  adduction  was  produced.  The  pharynx  and 
palate  were  somewhat  insensitive.  The  Wassermann  reaction  was  nega- 
tive. The  condition  of  the  skin  was  also  first  noticed  then.  It  was 
observed  on  repeated  examinations  that  the  amount  of  paresis  varied 
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and  appeared  to  increase  when  examination  was  prolon^vd.  On  JJeceiii- 
ber  16  the  diajj-nosis  of  myasthenia  gravis  was  luade,  based  on  (1)  the 
muscular  weakness  and  rapid  fatigue  ;  (2)  the  variability  of  the  ])aresis ; 
(3)  the  increase  of  paresis  on  exertion  and  the  difficulty  of  mastication 
and  swallowing ;  (4)  the  affection  of  the  cranial  nerves. 

])r.  GrORDON  Holmes,  from  the  neurological  point  of  view,  did  not 
think  there  could  be  any  doubt  al)0\it  the  diagnosis,  as  in  addition  to  the 
facts  printed  in  the  notes  the  patient  had  ot'casionally  had  diplopia 
during  the  past  eight  months,  and  difficulty  in  mastication  and  in  talking, 
especially  when  tired.  Further,  various  groups  of  muscles,  especially  in 
the  upper  limbs,  coidd  be  easily  fatigued  ;  some  time  ago,  for  instance, 
she  had  great  difficulty  in  doing  up  her  hair,  aud  while  attending 
hos]:»ital  she  had  always  to  rest  on  the  way  from  the  tram,  though  the 
distance  did  not  exceed  400  yards.  This  abnormal  fatigual)ility  of  the 
mu.scles  is  of  course  the  characteristic  feature  of  the  disease  ;  this  patient 
is  able  to  do  a  certain  amount  of  household  worlc,  walk  a  certain  distance 
and  converse  wdtli  her  friends  in  the  morning,  l)ut  the  fatigue  in  these 
aud  all  other  actions  gradually  inci'eases  as  the  day  advances.  But 
definite  palsies,  that  is,  more  or  less  comi)lete  temporary  or  j)ermanent 
loss  of  power  of  cei'taiu  muscles,  ai'e  frequently  associated  with  this 
fatiguability,  and  it  is  an  interesting  fact,  supported  by  the  laryiigoscopic 
observations  in  this  case,  that  such  permanent  palsies  are  generally  seen 
only  in  the  muscles  innervated  by  the  cranial  nerves  ;  he  had  one  case 
in  which  complete  palsy  of  certain  external  ocular  muscles  had  lasted 
about  twelve  years.  In  almost  every  case  there  is  definite  weakness  of 
the  orbiculares  oris  and  ]mlpel)rarum,  and  in  addition  to  the  persistent 
laryngeal  and  palatal  palsies  this  patient  is  unable  to  whistle,  aud  has 
great  difficvdty  in  l)l()wing  out  her  cheeks,  and  both  eyelids  and  lips  are 
easily  separated  even  when  she  tries  to  her  utmost  to  keep  them  closed. 

i)r.  DuNDAS  Grant  asked  whether  Dr.  Gordon  Holmes  observed  the 
perverse  action  of  the  muscles  of  the  tongue  in  this  patient.  The  more 
she  tried  to  obey  the  request  to  put  out  her  tongue,  the  n)ore  it  seemed 
to  lie  in  the  floor  of  the  mouth,  or  even  to  be  drawn  back.  Possibly  it 
was  because  the  posterior  fibres  of  the  genio-hyoglossus  had  become 
fatigued  by  the  examinations.  He  had  noticed  the  same  difficulty  in  a 
case  of  bulbar  paralysis.  The  patient's  right  vocal  cord  seemed  to  be  very 
paretic,  but  the  left  one  was  active,  aud  she  seemed  to  have  nystagmus  to 
whichever  side  she  turned  her  eyes.  He  asked  whether  that  was  frequent 
in  myasthenia  gravis  or  more  frequent  in  disseminated  sclerosis.  He 
would  also  like  to  hear  how,  exce2)t  in  very  marked  cases,  one  would 
exclude  bulbar  paralysis. 

Sir  Felix  Semon  said  he  probably  was  the  first  laryugologist  to 
observe  any  participation  of  the  upper  air-passages  in  aifections  of  this 
kind  after  the  disease  had  been  described  as  a  definite  entity.  The 
extraordinary  thing  about  the  disease  was  the  variability  of  its  symptoms. 
Mr.  Davis,  in  his  notes  of  the  case,  spoke  of  the  "paresis  of  abduction," 
so  that  the  cords  only  opened  on  deep  inspiration  to  the  cadaveric 
position.  On  exa.mining  to-day,  however,  the  glottis  was  found  to  open  to 
the  full  extent,  and  one  could  not  now  say  thei-e  was  any  paresis  at  all  of 
the  abductors.  He  hoped  Mr.  Davis  would  put  this  right,  as  well  as  the 
last  line  in  the  description,  which  stated  that  the  diagnosis  was  made 
inter  alia  on  the  "affection  of  cranial  nerves."  He  believed  Dr.  Gordon 
Holmes  would  agree  that  the  pathology  of  this  affection  still  remained 
obscure — i.  e.  as  to  whether  it  was  primarily  an  affection  of  muscular  fibres 
or  of  the  nerve-end  jDlates.     At  any  rate  he  believed  no  affection  of  nuclei 
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had  ever  beeu  found  in  the  disease,  nor  any  organic  disease  in  the  cranial 
nerves  themselves.  If  the  present  statement  of  the  note  were  to  go  forth — 
viz.  that  the  diagnosis  was  based  upon  the  "  affection  of  cranial  nerves," 
and  that  primarily  there  had  been  paresis  of  the  addvictors,  as  manifested 
by  the  weakness  of  voice  —that  would  probably  be  taken  as  a  fresh  proof 
against  the  validity  of  "  Semon's  law,"  that  in  progressive  affections  of 
the  cranial  nerves  the  abductors  suffered  first. 

Mr.  SoMERviLLE  HASTINGS  aslccd  if  Dr.  Gordon  Holmes  would  say 
what  was  the  usual  termination  of  these  cases.  Some  two  years  ago  he 
showed  a  similar  case  in  a  boy,  whose  condition  was  diagnosed  as 
myasthenia  gravis,  and  three  months  after  being  exhibited  to  the  Section 
the  child  died  suddenly  ten  minutes  after  being  seized  with  dyspncea. 

Mr.  Davis,  in  reply,  said  that  this  was  the  first  case  of  myasthenia 
gravis  he  had  seen.  When  Dr.  Holmes  made  this  diagnosis  he  hastened 
to  look  up  the  literature,  and  found  six  other  cases  recorded,  but  a 
laryngeal  examination  had  been  made  in  only  two  of  them — namely, 
cases  recorded  by  Mr.  Souierville  Hastings  and  Dr.  Farquhar  Buzzard. 
Sir  FeHx  Semou  examined  the  larynx  of  one  of  Dr.  Buzzard's  cases.  In 
three  of  the  six  cases  affection  of  the  palate  and  larynx  was  mentioned, 
but  no  laryngeal  examination  was  recorded. 

Dr.  GrOEDON  Holmes,  in  further  reply,  said  he  first  saw  the  patient 
a  fortnight  ago  and  had  examined  her  since,  and  each  time  he  found  the 
tongue  movements  fairly  normal,  but  he  noticed  that  she  tired  quickly 
when  she  attempted  to  keep  her  tongue  out.  In  many  cases  of  this 
disease,  however,  there  are  curious  longitudinal  grooves  on  each  side  of 
the  tongue  which  have  been  attributed  to  wasting  of  the  lingual  muscles. 
He  had  also  failed  to  detect  any  true  nystagmus  on  the  occasions  when 
he  examined  her,  but  the  ocular  muscles  tired  easily  and  fixation  then 
became  defective.  The  differential  diagnosis  of  this  disease  from  true 
bulbar  jmlsy  is  as  a  rule  not  difficult,  though  in  the  past  many  cases  of 
myasthenia  have  been  confused  with  it.  But  in  ordinary  bulbar  palsy 
the  masticatory  and  ocular  muscles  are  not  involved,  the  weakness  is 
constant  and  not  variable  as  in  myasthenia,  and  it  is  always  associated 
with  wasting  of  the  affected  muscles  of  the  lips,  tongue,  palate,  and 
vocal  cords.  The  termination  of  myasthenia  gravis  is  almost  always  fatal, 
though  some  cases,  especially  those  which  start  late  in  life,  run  a  very 
slow  course.  The  only  effective  treatment  is  to  keep  the  patients  as 
much  at  rest  as  possible  and  to  spare  them  from  stress  and  fatigue. 

An  Unusual  Case  of  Adductor  Paresis. — Edward  D.  DaYis. — 

A  healthy  gardener,  aged  forty-seven,  complained  of  loss  of  voice  of 
gradual  onset,  and  that  fluids  occasionally  went  down  the  wrong  way, 
following  influenza  five  years  ago.  In  January,  1910,  well-marked 
weakness  of  the  arytsenoideus,  with  the  typical  triangular  inteiwal  behind 
the  vocal  processes,  and  the  approximation  of  the  anterior  two  thirds  of 
the  vocal  cords  was  seen  on  vocalisation.  There  was  no  evidence  or 
history  of  rheumatism  or  syphilis.  Skiagraphy  of  the  chest  and  examina- 
tion by  the  direct  method  were  negative.  No  fixation  of  the  arytsenoideus 
could  be  detected.  Treatment  by  faradisation,  valerian,  etc..  had  no 
effect.  An  examination  in  June  of  this  year  showed  that  the  paresis  had 
progressed  considerably,  and  that  the  adductor  paresis  is  practically 
complete.  The  nervous  system  has  been  repeatedly  examined,  and  on  the 
last  occasion  by  Dr.  Gordon  Holmes,  who  found  no  signs  of  organic  disease. 
Sir  Felix  Semon  said  the  history  was  unusual,  but  if  he  had  seen 
the  case  without  knowing  anvthing  of  the  historv,  he  woidd  unhesitatingly 


206  The  Journal  of  Laryngology,  [April,  i9i4. 

have  said  it  was  a  case  of  fuuctional  double  adductor  paralysis.  Eveu 
now  he  did  not  doubt  it  was  functional. 

Mr.  Herbert  Tilley  asked  what  strength  of  current  was  used.  In 
a  case  of  bad  or  chronic  aphonia  it  was  well  to  give  the  patient  full  doses 
of  strychnia,  and  then  apply  such  a  strength  of  current  that  it  would  not 
be  forgotten.  He  also  asked  if  the  current  was  applied  extra-laryngealiy. 
In  one  very  intractable  case  he  had  given  a  general  anaesthetic  and  examined 
the  larynx  under  it ;  then  as  she  was  coming  round  an  intra-laryngeal 
electrode  was  passed  so  as  to  cause  her  to  cry  out  and  hear  her  own  voice. 
The  result  was  successful,  at  any  I'ate  so  long  as  she  was  in  hospital. 

Dr.  DE  Havilland  Halt,  said  the  plan  recommended  by  Mr.  Tilley 
was  not  always  successful.  He  had  a  case  twenty-ftve  years  ago  in 
which  the  patient  screamed  out  violently,  but  she  still  persisted  in  not 
using  lier  voice. 

Dr.  DoNELAN  remembei'ed  a  very  similar  case  to  Dr.  Hall's,  in  which 
the  strongest  possible  current  was  used  on  several  occasions  through  a 
laryngeal  electrode.  The  voice  was  generally,  though  not  always,  restored, 
but  the  improvement  did  not  continue  more  than  a  day  or  two.  The  fact 
was  that  no  treatment  permanently  overcame  the  psychical  condition  in 
some  of  these  patients.  He  had  since  been  informed  that  the  lady  referred 
to  had  been  cured  by  a  visit  to  Lourdes. 

Mr.  Davis  replied  that  he  gave  the  fai'adic  current  both  extra-  and 
intra-laryngeally.  The  man  had  five  or  six  applications.  When  first 
seen,  the  condition  was  diagnosed  as  functional.  Strychnine  was  not 
given,  but  he  had  cold  douchiug,  valerian,  etc. ;  even  the  passage  of  a 
bi'onchoscope  was  tried.  The  present  state  of  the  larynx  seen  on  this 
occasion  made  it  necessary  to  revise  the  diagnosis  of  fuuctional  aphonia. 

Foreign  Bodies  removed  from  the  Pharynx  by  Suspension 
Laryngoscopy. — Edward  D.  Davis. —  (1)  An  open  safety-pin  with  the 
bent  point  embedded  in  the  posterior  wall  of  the  pharynx  of  an  infant, 
aged  eleven  months.  The  lower  or  hinge  end  of  the  pin  was  about  the 
level  of  the  upper  edge  of  the  cricoid  cartilage.  By  suspension  laryn- 
goscopy the  pin  was  well  seen  and  removed  by  seizing  the  lower  or 
hinge  end  with  Paterson's  forceps  and  rotating  the  pin  around  its  point. 
The  point  was  then  freed  and  the  pin  removed  upside  down  with  the  point 
directed  downwards. 

(2)  A  farthing  impacted  at  the  orifice  of  the  wsophagus  and  l^ehind 
the  lower  edge  of  the  cricoid  cartilage  in  a  boy,  aged  four.  It  could 
not  be  seen  by  suspension  laryngoscopy,  but  the  oesophagoscope  was 
passed  while  the  suspension  apparatus  was  in  position  and  the  coin 
easily  removed.  Su.speusiou  laryngosco})y  materially  facilitates  broncho- 
scopy and  cesophagoscopy. 

Skiagrams  of  a  Pin  in  the  Retropharyngeal  Space. — Edward 
D.  Davis. — A  boy,  aged  nine,  swallowed  the  pin  shown  in  the  skia- 
grams. A  few  days  later  a  prolonged  attempt  to  find  the  pin  by  sus- 
pension laryngoscopy  and  cesophagoscopy  was  unsuccessful.  After 
localisation  by  more  skiagrams  a  second  attempt  to  find  or  feel  the  pin 
wa   again  unsuccessful. 

The  President  said  that  where  the  safety-pin  was  lodged  Avith  the 
hinge  downwards  and  the  point  sticking  uj),  he  had,  in  one  case,  passed 
over  the  point  a  very  fine  tube,  which  guarded  the  point  while  it  was 
being  pulled  up,  particularly  when  it  was  in  the  gullet  proper.  An 
instrument  had  been   invented  for  closing  the  pin  first,  and  then  with- 
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drawing  it ;  but  it  was  difficult  to  cany  a  great  number  of  iustranients 
about,  and  the  plan  lie  mentioned  was  more  simple. 

Mr.  TiLLEY  asked  whether  the  pin  had  been  looked  for  with  the  X- 
ray  screen.     He  had  found  that  very  valuable. 

Dr.  E.  A.  Peters  had  recorded  a  case  in  a  man,  aged  thirty,  who  felt 
a  sudden  pricking  when  swallowing  food,  and  was  admitted  with  urgent 
dyspnoea,  necessitating  immediate  tracheotomy.  He  was  relieved,  and 
sat  up  and  was  feeling  comfortable,  but  suddenly  died  two  hours  after 
the  tracheotomy.  The  pin  w-as  found  transfixing  his  jugular  vein, 
and  there  was  hsemorrhage  right  down  the  spine,  causing  oedema  of 
the  glottis. 

Mr.  Clayton  Fox  asked  whether  the  application  of  adrenalin  had 
been  tried.  Probably  the  head  of  the  pin  was  in  the  pharynx,  and  the 
swelling  of  mucous  membrane  pi'evented  it  being  seen. 

Dr.  FitzGerald  Powell  asked  at  what  level  in  the  neck  the  pin  lay, 
and  suggested  the  possibility  of  its  removal  by  a  lateral  pharyngostomy, 
or  an  exploratory  incision  behind  the  pharynx. 

Mr.  Davis,  in  reply,  said  he  examined  the  boy  for  over  an  hour  with 
the  suspension  laryngoscope,  with  the  largest  oesophagoscope  tubes  he 
could  introduce,  and  by  palpation.  The  skiagrams  showed  the  pin  lying 
on  the  vertebral  column  in  the  retro-pharyngeal  space.  The  X-ray  screen 
was  not  used  at  the  same  time  and  during  oesophagoscopy.  After  the 
first  examination  the  temperature  was  99°  F.  for  one  night,  and  that 
was  the  only  temperature  he  had.  It  had  been  decided  to  wait  until 
there  was  a  retro-pharyngeal  abscess,  or  other  symptoms  ;  the  boy  was 
still  under  observation,  ;ind  if  anything  occurs  it  shall  be  recorded. 
The  first  skiagram  showed  the  head  of  the  pin  to  be  at  the  upper  border 
of  the  fifth  cervical  vertelira,  which  would  correspond  to  the  level  of  the 
arytaenoicls,  but  the  pin  seemed  to  have  moved  upwards  since  ;  the  point 
now  appeared  to  be  at  the  level  of  the  soft  palate  or  second  cervical 
vertebra. 

Deflection  of  the  Posterior  Part  of  the  Nasal  Septum. — 
Norman  Patterson. — Male,  aged  nineteen.  Patient  came  complaining 
of  discharge  into  the  back  of  the  throat.  Examination  shows  some  dis- 
placement of  the  anterior  edge  of  the  C[uadrilateral  cartilage  to  the  left, 
together  with  a  deflection  of  the  main  body  of  the  septum  to  the  left, 
and  a  spur  on  that  side.  The  lower  part  of  the  right  nasal  cavity  is 
abnormally  roomy,  and  widens  out  more  and  more  as  it  approaches  the 
choanal  orifice.  On  anterior  rhinoscopy  an  exceptionally  extensive  view 
is  obtained  of  the  naso-pharynx  and  the  adenoid  tissue  present  there. 
Examination  with  the  mirror  shows  a  marked  deflection  to  the  left  of 
the  posterior  edge  of  the  vomer.  It  is  attached  in  the  middle  line  above, 
and  here  it  is  very  broad  ;  as  it  passes  downwards  it  deviates  markedly 
to  the  left,  and  its  lower  extremity  is  slightly  concealed  by  the  posterior 
end  of  the  left  inferior  turbinate,  which  projects  beyond  it.  The 
posterior  end  of  the  right  inferior  turbinate  is  separated  from  the  septum 
by  a  considerable  interval.  Further,  the  edge  of  the  vomer  appears  to 
slope  much  more  obliquely  forwards  than  is  normally  the  case,  and  this 
accounts  to  some  extent  for  the  posterior  ends  of  the  inferior  turbinates, 
which  are  somewhat  eulai-ged,  being  on  a  plane  considerably  behind  that 
of  the  lower  part  of  the  septum.  The  soft  palate  hangs  well  forward 
and  the  pharyngeal  isthmus  is  abnormally  wide.  The  patient  gives  the 
history  of  small  particles  of  food,  especially  bread,  entering  the  nose  and 
having  to  be  expelled  by  sneezing  or  blowing  the  nose.    The  hard  palate, 
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measured  from  its  posterior  edge  to  the  incisor  teeth,  is  more  than  ^  in. 
shorter  than  in  other  patients  of  about  the  same  age  and  buihl.  Antero- 
posterior measurements  of  the  lower  part  of  the  septum  give  the  same 
result.  On  transillumination  the  antrum  is  dark  on  the  right  side,  but 
puncture  reveals  no  pus  in  the  cavity.  An  X-raj  photograph  shows  the 
antrum  to  be  smaller  on  this  side.  It  is  not  easy  to  make  certain 
whether  or  not  there  is  any  asymmetry  of  the  hard  palate,  but  a  cast  is 
being  made.  Other  abnormalities  presented  by  the  patient  are  the 
absence  of  a  lateral  incisor  on  the  left  side  and  a  very  small  one  on  the 
right.     The  uvula  is  bifid. 

Dr.  DoNELAN  thought  that  these  cases  were  not  quite  so  rare  as  had 
been  generally  supposed.  He  did  not  at  all  agree  with  the  reason  for 
their  rarity  given  in  some  of  even  our  most  recent  text- books — namely, 
that  the  posterior  portion  of  the  septum  was  the  first  to  be  developed. 
We  all  knew  now  that  this  was  not  the  case.  The  line  of  potential 
weakness  during  growth  extended  quite  to  the  posterior  border.  One 
reason  they  had  not  been  more  frequently  reported  was  probably  that 
attention  was  much  more  given  to  the  anterior  portion  of  the  septum, 
and  that  while  it  was  true  that  deformities  of  the  posterior  portion 
occurred  rather  more  frequently  than  used  to  be  thought  along  the  whole 
line  of  the  supra-vomeral  cartilage,  these  were  rarely  of  sufficient  import- 
ance to  attract  much  attention  unless  they  were  so  placed  and  of  such  a 
size  as  to  call  for  operation.  During  the  last  six  months  he  had  operated 
on  two  cases,  one  at  the  age  of  fourteen  and  the  other  at  twenty,  in  which 
the  distortion  on  the  left  side  extended  through  the  posterior  boi'der. 
Both  cases  were  apparently  due  to  the  co-existence  of  unusually  large 
masses  of  adenoids. 

Dr.  Dan  McKenzie  said  the  Avhole  subject  had  been  worked  out  by 
Dr.  Brown-Kelly, 1  but  he  did  not  remember  whether  that  author  paid 
special  attention  to  the  sloping  of  the  septum.  He  could  corroborate 
what  Dr.  Hill  said;  he  had  noticed  cases  in  which  the  septum  sloped 
very  far  forward.  He  thought  it  was  related  to  cleft  palate,  as  there 
was  an  absence  of  a  lateral  incisor  tooth  on  the  left  side. 

Dr.  JoBSoif  HoKNE  considered  that  the  deviation  of  the  posterior 
part  of  the  septum  in  cases  of  abnormal  development  of  the  nose  or  the 
palate,  or  the  antrum  of  Highmoi-e,  was  more  apparent  than  real.  When 
the  development  of  the  antrum  had  been  arrested  the  choana  was  wider 
on  the  affected  side  and  the  septum  appeared  to  be  deflected  to  the 
opposite  side.  The  same  applied  to  the  wider  choana  seen  in  cases  of 
cleft  palate  on  the  same  side  as  the  cleft. 

Mr.  Norman  Patterson  had  not  seen  anything  like  this  case  pre- 
viously. He  agreed  that  one  could  frequently  see  the  posterior  end  of  a 
spur  with  the  rhinoscopic  mirror,  but  such  differed  from  this  case,  where 
the  whole  septum  was  deflected  to  one  side.  Had  the  condition  been 
due  to  the  extension  of  the  sphenoidal  sinus  into  the  vomer  the  main 
deformity  would  have  been  above ;  here  it  was  the  lower  part  of  the 
septum  that  showed  the  greatest  deviation  from  the  middle  line. 

Laryngeal  Neoplasm. — W.  Jobson  Home. — The  patient,  a  man, 
aged  forty-six,  had  had  an  "  irritable "'  nose  all  his  life,  and  hay-fever 
and  asthma  for  twenty-four  years.  Hoarseness  developed  with  a  "cold" 
ten  or  twelve  weeks  ago.  Recently  there  had  been  some  soreness 
referred  to  the  right  side  of  the  larynx,  and  a  little  pain  now  and  then 
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passing  up  to  tlie  ear  on  that  side.  The  right  half  of  the  larvnx  was 
almost,  if  not  quite,  fixed  ;  the  neoplasm  occupied  the  right  vocal  cord  in 
the  entire  length  ;  but  so  far  as  could  be  seen  it  had  not  crossed  over  to 
the  left  cord.  The  growth  was  irregular  and  sloughy.  At  the  time  of 
taking  these  notes  (December  30,  1913;  no  glands  were  palpable  in  the 
neck.  The  patient  was  one  of  a  family  of  twenty-five,  of  whom  twenty- 
two  were  living,  and  the  eldest  fifty- six.  When  the  hoarseness  develojied 
the  asthma  ceased.  The  patient  had  been  taking  iodide  of  potassivim 
and  mercury  since  December  30  last. 

Dr.  DuNDAS  GrRANT  Said  that  there  was  less  eversion  of  the  edges 
and  fungation  than  in  a  case  of  typical  epithelioma,  and  the  centre 
seemed  to  be  sloughing  out.  It  looked  exactly  what  one  would  expect  to 
see  in  a  foreshortened  vieAv  of  an  ulcerated  gumma. 

Prof.  BuEGER  (Amsterdam)  agreed  that  in  this  case  there  were 
two  possibilities  :  that  it  was  a  malignant  growth,  or  that  it  was 
syphilitic  disease.  He  agreed  that  most  probably  it  was  a  syphilitic 
affection.  In  favour  of  that  view  there  were  three  factors:  (1)  the 
glossy,  yellowish-white  aspect  of  the  tumour  and  its  sharp  edge  ;  (2)  the 
dark  red  colour  of  both  ventricular  bands  ;  (3)  the  fact  that  not  only  the 
left  ventricular  band  was  swollen,  but  the  right  also.  The  absence  of 
swelling  of  the  glands  did  not  constitute  an  argument,  but  it  gave 
support  to  the  opinion  he  had  expressed.  He  hoped  the  report  of  the 
Wassermann  test  wovild  be  known,  and,  later,  the  result  of  antisyphilitic 
treatment. 

Sir  Felix  Semon  said  that  when  he  first  saw  the  case  he  felt  no 
doubt  that  it  was  a  malignant  growth.  To  that  view  he  still  adhered, 
though  he  might  have  come  to  the  idea  on  mere  clinical  instinct.  Of 
course  he  was  not  unmindfitl  of  the  German  proverb  that  "night- 
watchmen  sometimes  died  in  the  day,"  and  his  diagnosis  might  be 
mistaken,  but  still  he  thought  it  was  right. 

Mr.  Herbert  Tilley  for  once  differed  from  Sir  Felix  in  the 
diagnosis  of  tliis  case,  and  agreed  as  to  the  points  put  forward  by 
Prof.  Burger.  There  was  a  curious  easy  movement  of  the  parts 
around  the  ulcer,  though  he  did  not  suggest  that  in  every  malignant  case 
there  was  necessarily  an  immobility  cf  the  cord. 

Dr.  FitzGerald  Powell  considered,  with  Sir  Felix  Semon,  that  the 
case  was  malignant ;  he  thought  so  when  he  examined  it,  and  was  still  of 
the  same  opinion,  notwithstanding  the  history  of  specific  disease  mentioned. 

Dr.  Kelson  said  he  thought  it  was  a  fairly  typical  gumma,  which 
was  breaking  down. 

Dr.  JoBsox  HoRNE  replied  that  when  he  first  «aw  the  case  on 
December  30  he  thought  it  was  epithelioma  and  he  was  still  of  that 
opinion.  However,  before  operating  he  would  await  the  result  of  the 
Wassermann  test  and  then  act  accordingly. 

Carcinoma  of  the  Soft  Palate. — W.  G.  Howarth.  — Ten  weeks  ago 

the  patient  noticed  a  lump  at  the  angle  of  the  jaw  on  the  left  side.  It 
was  not  painftil,  but  as  it  increased  in  size  he  came  to  the  hospital  for 
advice.  He  had  not  noticed  anything  wrong  with  the  mouth  or  throat. 
A  large  mass  of  glands  infiltrating  the  left  sterno- mastoid  have  been 
removed.  During  the  last  few  days  considerable  discomfort  has  been 
noticed  on  swallowing. 

The  President  asked  whether  Mr.  Howarth  thought  it  necessary  to 
remove  the  glands  on  the  other  side.  The  growth  on  the  palate  seemed 
to  be  dangerouslv  near  the  middle  line. 


210 


The  Journal  of  Laryngology,  [April,  1914. 


Mr.  Norman  Patterson  said  that  in  the  case  of  malignant  growths 
affecting  the  uvula  and  the  central  part  of  the  soft  palate,  even  if  small, 
the  glands  on  both  sides  of  the  neck  should  be  completely  dissected  out. 

Mr.  HowARTH  agreed  that  the  glands  on  both  sides  should  be  dis- 
sected out,  and  he  would  suggest  that  this  be  done. 

Intra-nasal  Frontal  Sinus  Operation ;  Instruments,  and  Skia- 
grams   showing    Results. — P.    Watson  -  Williams. — The   exhibitor 


Dr  Watsou-Williams's  method  of  entering  and  opening  up  the  fronto- 
etlimoidal  cells 

showed  the  instruments  he  used  for  intra-nasal  frontal  sinus  operations, 
viz.  the  small  angular  forceps,  curved  cutting  forceps  for  entering  and 
enlarging  the  fronto-nasal  passage,  and  the  guarded  frontal  sinus  burr  : 
also  skiagrams  of  patients,  showing  the  very  large  bougies  which  j^assed 
into  the  frontal  sinus  after  operation. 

Drawings  illustratiug  the  methods  of  operation  were  shown.  He  laid 
special  stress  on  the  method  of  entering  the  agger  cells  and  fronto- 
ethmoidal  cells  without  removing  the  anterior  end  of  the  middle  tur- 
binate, the  small  cutting  forceps  first  cutting  the  anterior  end  of  the 
attachment  of  the  middle  tiu'binal  to  the  outer  nasal  wall  in  the  manner 
he  had  described  at  the  Liverpool  meeting  of  the  British  Medical  Associa- 
tion in  1912,  and  shown  in  the  accompanying  illustration. 
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PROCEEDINGS    OF    THE    SCOTTISH    OTOLOGICAL 
AND     LARYNGOLOGICAL    SOCIETY. 


Meeting  at  the  Royal  Infirmary,  Edinburgh,  Xovemher  22,  1913. 


Mk.  -J.  D.  LiTHGOW  in  the  Chair 


Reported  ,hy  Dr.  W.  S.  Syjie. 

{Continued  fro'm  p.  164.) 

A  Clinical  Investigation  of  Otosclerosis.— J.  S.  Fraser  and 
Gideon  Walker. — (This  paper  -vvill  appear  in  extenso  in  a  subsequent 
number  of  the  Journal  of  Laryngology,  Rhinology,  anp  Otology.) 

Dr.  Adam  asked  if  Dr.  Fraser  knew  anything  of  the  incidence  of  oto- 
sclerosis in  rheumatoid  arthritis.  Mr.  O'Malley  had  recently  dra^vn  an 
interesting  parallel  between  the  two  conditions,  though  he  had  omitted 
reference  to  this  point.  If  the  parallel  held  one  would  expect  a  marked 
incidence.  He  had  examined  some  half-dozen  cases  of  rheumatoid 
arthritis,  some  of  them  marked,  and  had  found  no  trace  of  otosclerosis. 
From  the  therapeutic  point  of  view  this  was  important,  as  in  that  con- 
dition the  treatment  laid  down  by  Sir  James  Barr  was  of  undoubted  value. 
This  was  dietetic,  with  the  addition  of  fairly  large  doses  of  alkalies 
and  calcium  salts.  Sir  James  Barr  regarding  the  condition  as  an  acidosis. 

Dr.  Kerr  Love  thought  one  of  the  most  important  points  was  the 
question  of  heredity,  and,  if  it  was  hereditary,  the  type  of  heredity  which 
existed. 

Dr.  LiTHGOW  said  that  in  the  method  of  treatment  suggested  by 
Ziind  Burguet,  as  the  patient  improves  the  cerumen  secretion  recom- 
mences, and  this  increase  of  wax  can  be  used  as  an  index  of  commencing 
improvement.  In  the  projDosed  inc[uiry  the  presence  or  absence  of 
ceruminous  secretion  might  be  noted. 

Dr.  Milne  Dickie  said  there  was  always  difficulty  in  differentiating 
between  middle-ear  catarrh  and  otosclerosis.  Quite  often  in  middle-ear 
catarrh  there  is  a  high  degree  of  deafness ;  it  seemed  to  him  very  difl&cult 
to  be  sure  in  many  cases  whether  there  was  true  otosclerosis  or  a  con- 
dition of  chronic  adhesive  process. 

Dr.  Syme  said  the  amount  of  hearing  with  a  negative  Einne  was 
important.  In  early  otosclerosis  Einne  became  negative,  with  a  larger 
amount  of  hearing  than  in  adhesive  processes. 

Chronic  Suppurative  Otitis  Media :  Labyrinth  Symptoms ; 
Schwartze  Operation ;  Localised  Suppuration  in  Mastoid  Antrum  ; 
Patient  Shown. — J.  S.  Fraser. — Female,  aged  fourteen,  has  had 
discharge  from  the  left  ear  for  eleven  years  with  occasional  attacks  of 
pain.  February  7,  1913.— Sickness,  vomiting,  and  giddiness.  Patient 
seen  for  first  time  on  February  21.  Examincdion. — Left  meatus  full  of 
pus ;  granulations  present ;  mastoid  tenderness.  Septum  deviated  to 
left.  Eight  nose  roomy  and  turbmals  atrophic  ;  no  pus.  Eight  ear 
normal ;  watch  heard  on  contact  with  left  ear ;  raised  voice  at  1  foot 
Einne,  negative  (left)  ;  some  loss  of  high  tones  (left  ear).  March  6. — 
Headache  and  nausea  ;  tenderness  over  tip  of  left  mastoid,  but  none  over 
antrum  or  posterior  border.  Watch,  3  in.  (left).  With  noise  apparatus 
in  right  (normal)  ear  she  hears  conversation  voice  at   18  in.     Slight 
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spontaneous  horizontal  nystagmus  to  left  (diseased  side).  Cold  syring- 
ing of  left  ear  produces  nystagmus  to  right  in  forty  seconds  with  typical 
falling  reaction.  No  fistula  symptom.  Patient  admitted  and  left  ear 
syringed  twice  daily.  March  23  :  Left  ear  almost  dry  ;  whisper,  1  ft.  ; 
watch,  4  in.  March  25  :  Again  pain  in  left  ear  ;  nausea  and  vomiting  ; 
mastoid  tender.  March  26  :  Temperature  remains  normal  ;  again  sick- 
ness but  no  nystagmus.  March  28:  Giddiness.  April  4  :  Girl  is  better 
— no  pain,  nausea,  or  giddiness.  Perforafion  of  left  memhrane  has 
healed;  drumhead  in-drawn  and  red;  air  (Joes  not  enter  tympanum  on 
Valsalva.  Watch,  6  in.  (left).  032  heard  by  both  ears  ;  whisper,  9  ft. 
(left).  No  nystagmus;  spontaneous  pointing  testis  normal;  walking 
with  eyes  shut  well  performed.  Cold  syringing  of  normal  right  ear — 
nystagmus  to  left  in  twenty-four  seconds.  Left  (diseased)  ear  reacts  in 
same  time.  April  8  :  Girl  says  she  feels  well.  April  18  :  Patient  has  left 
ward,  and  now  reports  nausea  in  mornings  ;  tip  of  left  mastoid  is  tender  ; 
slight  nystagmus  to  left.  Left  ear  again  discharging  slightly.  May  9  .- 
Attacks  of  giddiness  ;  no  tinnitus  ;  slight  nystagmus  both  sides — 
normal  (?)  C.V.  at  14  in  with  noise  apparatus  in  right  ear.  Weber  to 
right  (good  ear)  !  Rinne,  negative  left  ear.  Left  membrane  red  and 
bulging  posteriorly  ;  sagging  of  meatal  roof  ;  pei'foratiou  not  seen.  No 
fistula  symptom.  Cold  syringing,  left  ear,  first  caused  giddiness  and 
then  convergent  strabismus  (left  eveball  turned  in).  After  syringing, 
patient  had  pointing  error  to  left.  October  8  :  Patient  returns  complain- 
ing of  pain  in  left  ear  ;  no  otorrhoea ;  left  membrane  red  and  bulging 
posteriorly ;  no  nystagmus.  Marked  tenderness  over  tip.  Watch, 
4  in.,  left  ear.  Weber  to  right.  Upper  tone  limit  (monochord),  11,000 
(left)  ;  10,000  (right).  No  fistula  symptom.  Slight  spontaneous  point- 
ing error  to  right.  Rotation  to  right  produced  giddiness,  strabismus, 
and  slight  nystagmus  to  left ;  tenderness  on  pressure  over  tip  of  left 
mastoid.  Patient  admitted.  Fundus  oculi  normal  on  both  sides. 
October  23  :  Operation  (J.  S.  F).  Tip  of  left  mastoid  removed  and 
found  normal ;  it  consisted  of  fine  cells  and  diploc.  Antrum  opened 
through  healthy  cortex  and  foun<i  to  contain  yellow  pus  ;  mucosa  pink 
and  thickened.  Antrum  appeared  almost  shut  off  from  attic  by  swollen 
mucosa.  Dura  not  exposed ;  no  fistula  discovered.  Cavity  packed — 
wotmd  left  open  (tympanum  not  touched).  October  24  :  Slight  vomiting  ; 
no  nystagmus.  October  26  :  Dressed  ;  wound  looks  well.  November  6  : 
Still  going  on  well ;  whisper,  18  ft.  by  left  ear.     Left  meatus  dry. 

Chronic  Suppurative  Otitis  Media  ;  Attic  Perforation  ;  Choles- 
teatoma ;  Radical  Mastoid  Operation ;  Fistula  of  External  Canal ; 
Serous  Labyrinthitis ;  Recovery.— J.  S.  Fraser. — Male,  aged  twenty- 
four,  had  discharge  from  right  ear  for  four  years  ;  noises  in  both  ears,  no 
giddiness  ;  nasal  obstruction  on  right  side.  Examination. — Facies  of  nasal 
obstruction ;  septum  to  right ;  left  membrane  shows  chalk  patch  and 
indrawing;  right  membrane  shows  Shrapnel  perfoi-ation  with  pi'otrudiug 
granulation;  no  mastoid  tenderness:  watch  heard  on  both  mastoids; 
Schwabach  lengthened ;  Weber  to  right ;  Rinne,  negative  both  ears : 
low  tones  not  heard  either  ear ;  upper  limit,  8000  right,  10,000  left : 
conversation,  3  ft.  right,  6  ft.  left ;  slight  spontaneous  nystagmus  to 
right  and  left — probably  normal ;  7io  fistula  symjitovi.  Spontaneous 
pointing  test  shows  slight  deviation  to  right.  Cold  syringing,  right  ear, 
gives  nystagmus  to  left  in  25  seconds.  October  23,  1913  :  Radical 
mastoid  operation  (J.  S.  F.). — Cortex  normal,  and  mastoid  of  sclerotic 
type  ;  antrum  deep  and  contained  cholesteatoma ;   sinus  healthy  ;  long 
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process  of  incus  absent ;  malleus  healthy  ;  cholesteatoma  in  attic  ;  bonv 
outer  wall  of  external  canal  deficient.  On  touching  endosteum  of  canal 
with  probe,  eyes  deviated  to  rig-lit.  Facial  nerve  exposed  by  disease. 
Koerner  flap,  posterior  wound  stitched.  October  24 :  Patient  sick 
during  night  ;  marked  horizontal  and  rotatory  nystagmus  to  left  (non- 
operated  side)  ;  slight  nystagmus  on  looking  straight  forward  (second 
degree)  ;  temperature  normal.  October  25  :  Sickness  continues  :  still 
nvstagmus  of  second  degree:  pointing  eri-or  to  right.  October  26: 
Nystagmus  of  third  degree  ;  patient  still  vomiting.  October  27  :  Patient 
better ;  nystagmus  only  second  degree.  First  dressing,  all  stitches 
removed  and  wound  healed.  Raised  voice  at  1  foot  by  right  ear.  Tem- 
perature normal.  No  sickness  last  night  or  to-day.  October  30 :  Still 
nystagmus  of  second  degree.  November  3 :  Temperature  normal. 
Operation  cavity  not  packed  for  last  three  days.  Nystagmus  of  first 
degree  only  ;  slight  pointing  error  to  right.  Fistula  symptom  tested, 
but  not  obtained.  Examination  with  tuniug-forks  gave  same  results  as 
before  operation.  Conversation  voice  at  2  feet  by  right  ear  when  left 
ear  closed  with  finger ;  raised  voice  at  6  inches  with  noise  apparatus  in 
left  ear.  Hot  syringing  right  ear  (118"  F.)  gave  nvstagmus  to  right  in 
10  seconds,  with  pointing  error  to  left  afterwards.  Ujjper  tone  limit  as 
before.  November  6 :  Patient  up  and  about  ;  no  packing  in  i-ight 
meatus  :  nvstagmus  has  almost  disappeared. 

The  .Etiological  Relationship  of  the  Faucial  Tonsils  to  Tuber- 
culous Cervical  Adenitis  affecting  Children. — A.  Philp  Mitchell. — 

In  tuberculous  disease  of  the  upper  deep  cervical  glaudslhe  faucial  tonsils 
have  an  importance  not  hitherto  well  enough  recognised  or  understood. 
The  position  of  the  tonsils  at  the  entrance  to  the  digestive  tract  favours 
infection  more  with  food  than  with  inspired  air — a  fact  of  great  con- 
sequence in  considering  the  frequency  with  which  cervical  glands  in 
children  harbour  the  bovine  type  of  tubercle  bacillus.  Further,  the 
very  direct  and  short  pathwav  between  the  tonsils  and  the  tonsillar 
lymphatic  glands  explains  the  frequency  with  which  well-marked  tuber- 
culosis of  these  glands  may  be  secondary  to  a  small  focus  in  a  tonsil. 

I  have  investigated  the  faucial  tonsils  from  sixty-four  consecutive  cases 
of  childi'en  suffering  from  tuberculous  disease  of  the  upper  deep  cervical 
glands ;  twenty-four  (37 'o  per  cent.)  of  these  cases  showed  histological 
evidence  of  tuberculosis  in  the  tonsils.  There  are  no  clinical  signs  by 
which  the  condition  can  be  recognised.  In  the  majority  of  cases  the 
tonsil  retains  its  normal  appearance,  is  small  and  frequently  receding. 
Occasionally  the  tonsil  is  flat  and  its  surface  fissured,  or  it  may  be 
hypertrophied,  the  external  surface  showing  no  ulceration.  The  chief 
sites  for  tuberculous  lesions  in  the  tonsil  are  :  (1)  surrounding  the 
deeper  parts  of  crypts,  especially  the  supra-tonsillar  group  ;  (2)  immedi- 
ately under  the  mucous  membrane  near  the  mouths  of  crypts  ;  (3)  deep 
in  tonsil,  close  to  posterior  capsule.  The  lesions  may  be  localised  or 
generalised.  Exijerimental  inoculation  of  guinea-pigs  and  rabbits  with 
pieces  of  tonsillar  tissue  yielded  positive  results  in  nineteen  cases  (30  per 
cent.),  and  of  these  the  bovine  bacillus  was  present  in  twelve  cases,  and 
the  human  in  three  cases. 

I  have  also  investigated  the  hypertrophied  faucial  tonsils  removed 
from  ninety  children,  in  whom  the  cervical  glands  showed  no  clinical 
evidence  of  tuberculous  disease  ;  six  (6'5  percent.)  of  these  hypertrophied 
tonsils  gave  histological  evidence  of  tuberculous  disease,  while  nine 
(10  per  cent.)  yielded  positive  results  when  inoculated  into  guinea-pigs. 
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The  boviue  bacillus  was  present  in  three  cases,  and  the  human  in 
one  case. 

General  Conclusions. — Primary  tuberculous  disease  of  the  faucial 
tonsils  occurs  much  more  frequently  than  previously  recognised.  Con- 
sidering the  frequency  with  which  the  upper  deep  cervical  glands  are 
infected  secondarily  to  tuberculosis  of  the  tonsils,  there  is  absolute  need 
of  removal  of  the  tonsils  in  all  cases  of  tuberculous  cervical  adenitis. 
The  hypertrophied  faucial  tonsil  is  the  seat  of  primary  tuberculosis, 
rarely  as  compared  with  tonsils  from  cases  of  tuberculous  cervical 
adenitis. 

Dr.  Syme  remarked  that  the  results  had  been  obtained  from 
enucleated  tonsils  ;  previous  results  published  were  usually  from  tonsils 
removed  by  tonsillotomy.  The  proportion  of  cases  showing  tuberculous 
changes  was  much  larger  in  tonsils  examined  after  enucleation.  No 
doubt  the  bacillus,  as  one  would  expect,  worked  its  purpose  in  the 
quiet  part  of  the  tousil,  just  as,  for  instance,  in  the  quiet  part  of  the 
lung — the  apex. 

T>v.  Adam  asked  what  was  the  result  of  removal  of  the  tonsils  on  the 
upper  cervical  glands. 

Dr.  Turner  said  it  was  held  by  some  that  the  majority  of  the  cases 
of  pulmonai'y  tubercle  owed  their  origin  to  infection  through  the  faucial 
mucous  membrane  and  cervical  glands.  He  wondered  if  Dr.  Mitchell 
had  had  the  opportunity  of  investigating  this  point.  Did  he  find  that 
the  lower  cervical  glands  had  become  adherent  to  the  apical  pleura  ? 
This  point  had  been  investigated  by  more  than  one  observer  in  the 
post-mortem  room  with  a  negative  result.  He  had  always  had  difficulty 
on  anatomical  grounds  in  understanding  how  the  lung  became  involved 
directly  from  the  cervical  glandular  chain.  In  fifty  i)ost-mortem 
examinations  on  children  he  had  found  no  evidence  to  show  a  lymphatic 
spread  from  the  tonsil  to  the  apices  of  the  lungs.  The  supraclavicular 
glands  were  rarely  enlarged  in  children,  much  more  rarely  than  in  adults. 
In  only  two  cases  out  of  seventy-two  of  enlarged  cervical  glands  in 
children  were  the  supraclavicular  glands  enlarged. 

Dr.  Neil  Maclay  asked  how  Dr.  Mitchell  prevented  contamination 
in  his  experiments. 

Dr.  Mitchell  said  he  could  best  reply  to  the  various  questions  by 
briefly  describing  his  technique.  The  tonsillar  material  was  obtained  by 
enucleation  from  children  attending  the  Royal  Edinburgh  Sick  Children's 
Hospital.  The  tonsils  were  placed  in  sterilised  bottles  and  afterwards 
were  thoroughly  washed  in  several  changes  of  distilled  water.  The 
obvious  difficulty  in  inoculating  animals  with  portions  of  tonsils  was  the 
presence  of  contamination  organisms.  Many  methods  were  tried  to  get 
rid  of  these  organisms  before  a  satisfactory  method  was  discovered. 
Observing  in  a  paper  by  Twort  to  the  Eoyal  Society  that  he  employed  a 
2  per  cent,  solution  of  ericolin  for  killing  the  contamination  organisms  in 
nasal  scrapings  from  leprosy  cases,  Dr.  Mitchell  thought  it  would  be  well 
worth  trying  its  effect  on  tonsillar  tissue.  This  he  found  to  be  the  most 
successful  of  all  the  methods  he  had  tried.  Portions  of  tonsillar  tissue 
after  thorough  washing  in  distilled  water  were  dropped  into  a  test-tube 
half  full  of  a  2  per  cent,  watery  solution  of  ericolin  and  placed  in  the 
incubator  at  38°  C.  for  two  hours.  The  tonsillar  tissue  was  again  washed 
in  distilled  water,  and  was  then  ready  for  being  injected  subcutaneously 
(in  the  inguinal  region)  into  a  guinea-pig.  All  experimental  animals 
were  killed  after  four  to  six  weeks.  It  was  found  that  the  spleen  and 
softened  caseous  lumbar  glands  were  the  structures  that  yielded  the  best 
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growing  cultures.     The  cultural  characters,  along  with  the  virulence  test 
in  rabbits,  were  sufficient  for  the  differentiation  of  type.    Experience  had 
shown  that  the  rabbit  could  be  relied  upon  to  diiferentiate  between  the 
virulence  of  tubercle  bacilli  from  bovine  and  human  sources.    For  testino- 
the  virulence  of  each  virus  two  rabbits  were  injected  in  order  to  preclude 
any  possibility  of  doubt  as  to  the  accuracy  of  the  primary  results.     The 
dosage  employed  was  -01  and  -1  nigrm.  of  dried  culture  "injected  intra- 
venously, or  infection  with  5  to  10  mgrni.  by  the  subcutaneous  method. 
The  hovine  tubercle  bacillus  produced  in  rabbits  within  five  weeks  an 
acute    generalised   tuberculosis    ending  in  death  from  the  intravenous 
injection   of    01  or    l  mgrm.  of    culture.     With  the    humoM    tubercle 
bacillus    intravenously    inoculated    in    the    same     doses    the     lesions 
were    limited,  usually   confined  to  the  lungs    and    kidnevs,  progressed 
slowly,  were  almost  never  generalised,  and  death  seldom  "resulted.     He 
had  experienced  no  difficulty  in  classifying  the  cultures  into  bovine  and 
human  types,  i.e.  no  intermediate  types  were  present  in  his  series.     It 
was  interesting  to  note  in  connection  with  these  tonsil  investigations  that 
in   seventy-two  children  with    tuberculous    disease    of   the   upper   deep 
cervical  glands  the  bovine  type  of  bacillus  was  present    in   sixty-five 
instances  (90  per  cent.),  and  the  human  bacillus  m  seven  (10  per  cent.). 
His  results  differed  widely  from  those  of  investigators  in  other  countries, 
but  he  believed  they  could  be  verified  by  a  consideration  of  several 
correlative  factors:     (1)  the  almost  universal  practice  in  this   country, 
especially  in  Scotland,  of  feeding  children  with  unsterilised  cow's  milk! 
In  his   series,  84  per  cent,  of  the  children  two  years  of  age  and  under 
had  been  nourished  from  birth  with  unsterilised  cow's  milk.     This  he 
thought  an  important  factor.     (2)  The  very  inadequate  supervision  of 
the  milk  supply  in  Edinburgh  and  in   Scotland   generally.     Although 
the    number   of  byres    in  Edinburgh  had  been    reduced  'from   140  m 
1900  to  7(^  at  the  present  time,  the  number  of  tuberculous  cows  removed 
annually  from  the  city  byres  remained  practically  the  same.     The  city 
Veterinary  Inspector  had  ordered  on  an  average  'the  removal   of  thirty 
tuberculous  cows  annually  from  the  city  byres,  and  of  the  thirty  about 
ten  had  tuberculosis  of  the  udder.     I'n  addition  there  were  about  250 
bvres  beyond  the  city  boundary  where  there  Avas  practicallv  no  super- 
vision  whatever,   and  from  which  about  two  thirds    of  the 'city's  daily 
milk  supply  came.     The  greater  opportunities  for  infection  of  human 
beings  by  milk  supplied  from  country  byres  were  obvious. 
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Translated  by  Thomas  Guthrie. 


Paralysis  of  the  Recurrent  Laryngeal  Nerve  in  Mitral  Stenosis. 
— Killian  (Berlin). — A  consideration  of  the  topography  of  the  heart 
and  great  vessels  proves  that  direct  compression  of  the  left  recurrent 

'  Two  articles,  one  by  Prof.  Kahler,  and  the  other  by  Dr.  W.  Albrecht,  have 
ah-eady  appeared  in  full  in  the  Journal  of  Lartngologt,  Rhinologt  and 
Otology.     See  pp.  7  and  71  of  the  present  volume. 
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uerve  by  a  dilated  aui'icle  is  quite  impossible,  uor  iu  the  author's  opinion 
is  the  paralysis  to  be  explained  as  the  result  of  iudii'ect  pressui-e  through 
the  medium  of  the  puhuonarv  artery.  He  believes  that  it  is  always  due 
to  secondary  causes,  of  which  the  most  frequent  are  affections  of  the  lymph- 
glands  in  the  neighbourhood  of  the  bifurcation  and  possibly  also  changes 
in  the  parts  about  the  pericardium. 

Prof.  Kahler  expressed  the  view  that  in  some  cases  the  paralysis 
was  due  to  pi'essure  by  the  left  bronchus  which  has  been  found  displaced 
and  flattened  against  the  aortic  arch  by  the  dilated  auricle. 

Unpleasant  Event?  attending  Irrigation  of  the  Antrum. — Killian 
(Berlin). — During  the  last  ten  years  the  author  observed  qiiite  a  number 
of  cases  in  wdiich  a  rise  of  temperature  occurred  a  few  hours  after  explo- 
ratoi'v  puncture.  In  each  of  them  this  occurred  as  a  result  of  the  first 
washing,  and  the  antrum  contained  masses  of  purulent  material  which 
had  been  present  for  a  long  period  and  had  become  more  or  less  decom- 
posed. It  seems  probable  that  so  long  as  the  deposit  is  not  intei'fered 
with  absorption  is  slight,  but  that  any  disturbance  greatly  favours 
the  passage  of  toxic  substances  through  the  lining  membrane  of  the 
cavity.  A  case  was  mentioned  of  sudden  blindness  of  one  eye  following 
immediately  after  puncture  of  the  corresponding  antrum.  The  l>lindness 
was  complete  for  about  fifteen  minutes,  after  which  the  sight  gradually 
returned,  and  Avas  normal  on  the  following  day.  The  oculist  to  whom  the 
case  was  referred  suggested  as  a  possible  cause  a  small  embolus  causing 
temporary  obstruction  of  the  central  artery  of  the  retina,  l:)ut  Killian 
preferred  to  explain  the  occui'rence  as  due  to  reflex  vascular  contraction. 
Reflex  irritation  of  the  vagus  has  been  observed  in  a  number  of  cases 
taking  the  form  of  fainting,  which  is  especially  apt  to  occur  if  the  lotion 
used  for  syringing  be  of  too  low'  a  temperature.  In  one  case  this  vagus 
reflex  w^as  so  violent  that  sudden  death  took  place  in  an  otherwise  healthy 
man  as  a  result  of  a  simple  exploratory  puncture. 

(Diathermy)  The  Cold-cautery  in  the  Upper  Air-passages.— 
Albanus  (Hamburg). — In  this  method  an  induced  alternating  cvu'rent 
of  enormous  frequency  and  very  high  tension  is  employed,  and,  although 
the  cautery  j^oint  itself  remains  cold,  coagulation  of  the  tissues  occurs  to 
a  greater  or  less  depth.  The  smaller  the  point  of  the  electrode  the  greater 
is  the  concentration  of  the  current  and  the  more  rapid  and  more  deep  the 
necrosis  of  the  tissues.  Dr.  Albanus  has  treated  some  300  oases  of  lupus 
and  tuberculosis  of  the  nose  and  throat  by  this  means  with  very  encourag- 
ing results. 

Fatal  Meningitis,  the  Result  of  Injury  to  the  Dura  in  Removing 
the  Middle  Turbinal. — Kiimmel  (Heidelberg).— The  patient,  a  very 
strongly  built  engine-driver,  was  sent  to  Dr.  Kiinunel  by  another  specialist 
who  had  three  days  previous!}'  removed  the  polypoid  anterior  end  of  the 
right  middle  turbinal.  There  was  three  years'  history  of  nasal  trouble 
and  the  occasional  removal  of  polypi,  and  during  the  last  year  there  had 
l)een  some  complaint  of  headache.  Removal  of  the  portion  of  turbinal 
was  followed  by  a  discharge  of  pus,  and  the  same  evening  the  patient  was 
seized  with  very  severe  headache,  repeated  vomiting,  and  finally  became 
unconscious  and  had  remained  so  ever  since.  The  symptoms  were  those 
of  meningitis,  and  a  Killian's  radical  frontal  sinus  ojjeration  was  per- 
formed and  the  frontal  lol)e  exposed  and  punctured,  only  blood  and  clear 
cerebrospinal  fluid  under  pressure  being  removed.     The  patient  died  two 
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days  later  without  regaining  consciousness.  The  post-mortem  examination 
disclosed  generalised  meningitis,  and,  on  raising  tlie  right  olfactory  bulb, 
a  narrow,  slit-like  opening  in  the  dura  ai)out  h  mm.  long  through"  which 
a  sound  could  be  passed  directly  into  the  nasal  cavity.  This  opening  was 
situated  on  the  right  cribriform  plate  opposite  about  the  middle  of  the 
crista  galli.  The  posterior  part  of  the  crista  could  be  moved  from  side 
to  side  together  with  the  attached  portion  of  the  bony  septum ;  either  a 
fracture  had  occurred  at  this  point  and  had  been  accom]»anied  l»y  teariug 
of  the  dura,  or,  as  appeared  more  probable,  the  bone  of  the  cribriform 
plate  had  been  gripped  by  a  narrow  conchotome  and  the  dura  cut  or  torn 
through  with  it.  The  case  is  reported  in  order  to  lay  stress  on  the 
importance  of  exercising  the  greatest  care  when  working"  in  the  region  of 
the  base  of  the  middle  turbinal,  a  definite  ledge  of  which  should  always 
be  left  untouched  when  clearing  out  the  ethmoid.  In  a  disease  of  this 
nature — in  itself  so  rarely  fatal— while  the  treatment  should  be  thorough 
it  is  better  to  do  too  little  rather  than  too  much.  The  excellent  cutting 
instruments  obtainable  at  the  present  day  are  apt  to  be  dangerous  weapons 
in  the  hands  of  the  unwary,  or  those  who  have  not  a  complete  knowledge 
of  the  anatomical  details  of  the  region  in  which  they  are  working. 

A  Note  on  the  Diagnosis  of  Cancer  of  the  Larynx.— Killian 
(Berlin).— A  case  was  reported  in  which  the  clinical  features  were  those 
of  epithelioma  affecting  at  first  the  left  ventricular  ])and  in  a  man,  aged 
fifty -three.  Three  portions,  however,  removed  at  intervals  for  micro- 
scopical examination  were  reported  by  competent  pathologists  to  show 
benign  pachydermatous  changes  only.  "Later,  the  growth  having  extended, 
and  the  affected  side  of  the  larynx  become  immobile,  a  fourth  portion  was 
removed,  and  pronounced  somewhat  doubtfully  to  be  a  carcinoma.  As 
from  a  clinical  standpoint  there  could  no  longer  be  any  doubt  about  the 
matter,  a  complete  laryngectomy  was  performed.  A  wedge-shaped  piece 
was  then  cut  from  the  margin  of  the  growth  in  the  excised  larvnx,  and 
contrary  to  all  expectation  reported  as  non-malignant.  Finally,  a  portion 
taken  from  the  centre  of  the  tumour  and  extending  well  into  the  neigh- 
bouring healthy  tissue  below  it,  was  considered  in  view  of  certain  minute 
details  of  cell  structure  limited  to  a  few  areas  to  justify  a  diagnosis  of 
carcinoma.  The  case  demonstrates  the  greater  value  in  conditions  of  this 
sort  of  clinical  observation  as  compared  with  microscopic  examination. 

Dysphagia  in  Laryngeal  Tuberculosis.— Rethi  (Budapest).— The 

author  descriljed  an  apparatus  by  means  of  whicli  it  is  possible  to  exert 
constant  pressure  on  the  pdint  of  entry  into  the  larynx  of  the  superior 
laryngeal  nerve  on  both  sides  of  the  neck.  Pressure  applied  in  this  wav, 
at  first  for  two  hours  and  later  for  one  hour  daily,  gave  complete  relief 
from  pain  on  swallowing  in  three  cases  in  which  dysphagia  had  been  a 
very  marked  feature. 

A  Rare  Cause  of  Difficulty  in  Swallowing.— Marx  (Heidelberg). 

—One  case  was  reported  fully  and  another  briefly  mentioned  in  which 
difficulty  in  swallowing  had  p'ersisted  for  some  years  and  was  found  to  be 
due  to  pressure  on  the  lower  part  of  the  oesophagus  by  a  portion  of  the 
abdominal  contents.  Careful  examination  by  radiographv  demonstrated 
that  the  condition  was  one,  not  of  diaphragmatic  hernia,  but  of  Even- 
tratio  diaphragmatica,  in  which  the  abdominal  and  thoracic  organs  are 
still  separated  from  one  another  by  the  diaphragm,  but  the  latter  is 
atrophied  and  so  greatly  stretched  "that  a  part  of  the  contents  of  the 
abdomen  pass  upward  into  the  chest.     The  condition  can  only  be  diaf^- 
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uosed  by  help  of  tlie  X  rays,  wliieli  sliow  that  the  upper  limiting-  line  of 
the  stomach  and  intestine  tmJergoes  the  normal  respiratory  displacement, 
that  is,  descends  on  inspii-ation,  and  rises  on  expiration,  while  in  a  case 
of  diaphragmatic  hernia  the  movements  are  reversed.  Eventratio  is  much 
less  frequent  than  hernia  :  of  the  former,  fifteen  cases  liave  been  diagnosed 
during-  life,  and  nine  others  discovered  post-mortem,  while  about  500 
cases  of  diaphragmatic  hernia  are  on  record.  In  only  one  other  recorded 
case  of  eventratio  was  there  difficulty  in  swallowing,  while  in  both  the 
avithor's  cases  this  was  the  only  symptom. 

New  Methods  for  the  Direct  Examination  of  the  Larynx. — 
Katzenstein  (Berlin).— A  WJiitehead's  gag  having  been  placed  in 
position  and  opened,  a  bent  spiral  tube  of  large  calibre  is  introduced  into 
the  larynx  under  guidance  of  the  mirror.  The  obturator  used  for  its 
introduction  is  then  withdrawn,  and  in  its  place  is  passed  a  short  straight 
tube,  and  the  upper  end  of  the  spiral  tube  is  screwed  to  the  upper  branch 
of  the  gag.  The  apparatus  then  lies  firmly  fixed  in  position  and  the 
interior  of  the  larynx  can  be  inspected  with  forehead-lamp  or  reflector. 
Another  form  consists  of  a  single  tube  with  three  jointed  sections  at  its 
lower  end.  The  tube  is  introduced  under  guidance  of  the  laryngeal 
mirror  with  the  jointed  portion  in  the  form  of  a  curve.  A  screw  mechanism 
at  the  upper  end  of  the  tube  then  permits  of  the  curved  part  being 
straightened,  so  as  to  provide  a  dii-ect  view  of  the  lai-yngeal  cavity.  As 
in  the  case  of  the  first  model,  the  outer  end  of  the  tube  is  attached  to  the 
upper  branch  of  the  gag. 


Jibstract.^. 


PHARYNX. 

Whale,  Harold. — The  Remote  Results  of  Tonsillotomy  and  Tonsillectomy. 
"Lancet,"  February  15,  1913,  p.  444. 
An  analytical  scrutiny  of  220  unselected  cases.  Discussion  on 
tonsillotomy  and  tonsillectomy  has  hitherto  centred  around  technique, 
and  we  do  not  yet  know  if  the  tonsil  is  a  friend  or  an  enemy.  From  the 
author's  survey  he  concludes:  (1)  That  tonsillotomy  is  disadvantageous 
because  it  may  initiate  an  infection  or  the  original  trouble  may  recur. 
(2)  That  tonsillectomy  is  disadvantageous  from  risk  of  serious  lisemor- 
rhage,  risk  of  later  deformity,  risk  of  later  voice  troul)les.  Tonsil- 
lectomy, however,  is  more  likely  to  cure  the  trouble  for  which  advice  is 
sought.  Macleod  Yearsley. 

O'Malley,  J.  F. — The  Difficulties  of  Tonsillectomy  and  how  to  Deal  with 
them.  "  Lancet,"  July  5,  1913,  p.  19. 
The  author  briefly  describes  his  method  of  operating.  The  types  of 
tonsil  presenting  difficulties  are  :  The  left  tonsil  in  all  cases  ;  the  very 
large  tonsil ;  the  "  immobile  "  tonsil  ;  the  small,  flat,  friable  tonsil ;  the 
"  pulpy  "  tonsil.  Other  difficulties  are — removal  of  the  uvula,  button- 
holing the  soft  palate,  removal  of  portions  of  the  anterior  pillar,  tearing  of 
posterior  pillar,  removal  of  part  of  the  pharyngeal  aponeurosis,  tearing 
the  mucous  membrane  over  the  point  where  the  soft  palate  lies  in  relation 
to  the  hamular  process,  and  haemorrhage.  These  are  dealt  with  in  a 
lucid  manner,  and  the  paper  should  be  x-ead  in  extenso  for  the  method  of 
meeting  and  avoiding  such  difficulties.  Macleod   Yearsley. 
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NOSE. 

lovell,  A.  G.  Haynes.— The  Vaccine  Treatment  of  Hay-Fever.  "Lancet," 
December  21,  1912,  p.  1716. 
A  short  note  of  six  cases.  One,  a  woman,  liad  suffered  from  liav-fever 
for  two  year.';,  but  the  ophthahno-reaction  sliowed  lier  to  be  insusceptible 
to  5000  U.P.  She  was,  therefore,  not  treated.  The  otlier  five  cases  were 
all  positive  with  150  IJ.P.,  and  all  were  benefited  bv  inoculation  treatment, 
but  none  were  cured.  "      Mar/eod  Yearsley. 

Bowen,  H.  M.— Two  Cases  of  Air  Embolus  following  Exploratory 
Puncture  of  the  Antrum  of  Highmore.  "Annals  of  Otolot^^v,"' 
vol.  xxii,  p.  180. 

The  first  case  was  a  woman,  who  became  rigid  and  cvanotic,  and 
remained  unconscious  for  seventy-two  hours.  She  recoveied  by  the  fifth 
day.  The  second  case,  a  man,  aged  twenty-four,  was  attacked'similarlv, 
and  died  an  hour  after  the  puncture.  *  Macleod  Yearsley. 

Kubo,  I.  (Fukuoka,  Japan).— Sphenc-choanal  Polypi  (Kubo).  "Archiv 
filr  Laryngol.,"  vol.  xxvii,  Part  II. 
In  the  year  1908  the  author  pul>iished  his  conclusions  as  to  the  origin 
of  the  majority  of  the  so-called  solitary  choanal  polypi  from  the  mucous 
membrane  of  the  maxillary  antrum.  He  has  since  then  met  with  a 
number  of  cases,  four  of  which  ai-e  reported  in  this  paper,  in  which  a 
choanal  polypus  grew  from  the  interior  of  the  sphenoidal  sinus,  especiallv 
from  the  neighbourhood  of  the  lower  margin  of  its  ostium.  These  polypi 
remain  at  first  within  the  cavity  of  the  sinus,  but  later  grow  to  such  a 
size  as  to  obstruct  completely  both  choanse.  In  virtue  of  their  point  of 
attachment  and  short  pedicle  they  bear  a  considerable  resemblance  to 
naso-pharyngeal  fibromata.  The  opening  of  the  sphenoidal  sinus  is  in 
these  cases  unusually  large.  The  author  believes  that  most  of  the  so- 
called  choanal-edge  polypi  are  in  reality  spheuo-choanal  polypi.  Simple 
removal  with  the  snare  is  not  sufficient;  the  sinus  itself  must  receive 
appropriate  treatment.  Thomas  Guthrie. 


LARYNX. 

Sobernheim  and  Caro  (Berlin).— Recurrent  Paralysis  in  Heart  Disease. 
"Arch,  fiir  Laryngol.,"  vol.  xxvii,  Part  III. 
Although  disease  of  the  heart  has  been  recognised  as  a  cause  of 
recurrent  paralysis  for  some  fifteen  years,  but  few  cases  of  the  kind 
have  been  recorded,  especially  in  Germany.  The  author  adds  four  to 
their  number.  The  first  was  a  boy  aged  fifteen,  with  mitral  insufficiency 
and  left  recurrent  paralysis.  The  case  was  remarkable  in  that  a  con- 
siderable improvement  of  the  cardiac  condition  after  three  months' 
treatment  was  followed  by  complete  disappearance  of  tlie  paralysis, 
which  had  up  to  the  time  of  writing  shown  no  tendency  to  return! 
Both  in  this  case  and  in  the  second  the  paralysis  was  probably  the 
result  of  compression  of  the  nerve  by  an  enlarged  left  auricle"!  In 
the  third  case  the  paralysis  was  attributed  to  pericarditis  causing  a 
serous  infiltration  of  the  "nerve,  the  result  either  of  the  venous  obstr'iic- 
tion  or  of  an  extension  of  the  inflammatory  process.  In  the  fourth  case 
marked  kypho-scoliosis  was  present,  a.n^  jjost- mortem  examination  showed 
that  the  left-sided  recurrent  paralysis  was  due  to  direct  pressure  on  the 
nerve  by  the  dilated  left  auricle.    '  Thomas  Guthrie 
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EAR. 
Ruttin,  Erich.— The  Pathology  of  Labyrinthitis.  "  Aunals  of  Otology, 
etc.,"  xxi,  p.  714. 
Illustrated  by  six  well-executed  niicro-photograplis.  The  author 
states  at  the  outset  that  he  is  guided  by  two  fuudameutals— (1)  Not  to 
destroy  a  still  functionating  labyi'iuth  ;'  (2)  the  simple  surgical  principle, 
vhi  inis  ihi  evacva.  He  enumerates  the  following  more  or  less  well- 
defined  clinical  pictures  for  classification  :  (1)  Circumscribed  labyrin- 
thitis ;  (2)  diffuse  serous  secondary  laliyrinthitis  ;  (3)  diffuse  serous 
induced  labyrinthitis  ;  (4)  diffuse  suppurative  manifest  labyrinthitis  ; 
(5)  diffuse 'suppurative  latent  labyrinthitis;  and  deals  with  them  in 
detail.  He  considers  that  every  suppurative  labyrinthitis  requires  wide 
opening  and  drainage,  since  every  patient  thus  afflicted  has  meningitis 
hanging  over  his  head.  In  the'  two  forms  of  serous  labyrintliitis  the 
radical  mastoid  operation  alone  should  be  performed. 

Macleod   Years! eij. 

Glogan,  Otto.— Syphilis  of  the  Inner  Ear.  "  Annals  of  Otology,  etc.," 
xxi,  p.  703. 
An  excellent  r<>s7ime  of  the  subject.  The  author  recognises  (1)  laby- 
rinthitis with  slow  progress  ;  (2)  with  rapid  progress;  (3)  with  apoplecti- 
form onset.  In  dealing  with  the  acoustic  nerve,  he  enumerates  syphilitic 
processes  at  the  base  of  the  brain  or  within  the  petrous  bone  :  (1)  primary 
gummatous  neuritis,  in  the  early  syphilitic  stage;  (2)  gummata  and 
periostitis  of  the  petrous  ;  (3)  bas'al  gummatous  meningitis  ;  (4)  chronic 
inflammation  of  the  dura  (paralysis  by  compression)  ;  (5)  syphilitic  affec- 
tion of  the  outer  cranial  periosteum.  In  conclusion,  he  points  out :  (1)  In 
all  cases  of  middle  and  inner-ear  affection  the  tuning-fork  tests  should 
be  applied  both  in  dispensary  and  private  practice.  Thus  in  many  cases 
syphilitic  aural  affections  niav  be  diagnosed.  (2)  All  cases  of  involve- 
ment of  the  labvrinth  and  of  the  middle  ear,  especially  of  otosclerosis, 
should  be  scrutinised  for  syphilis  by  investigating  the  previous  history, 
inspecting  the  skin  and  orifices,  and  l)y  applying  the  Wassermaun  test. 
(3)  Earlv  anti-svphilitic  treatment  may,  in  some  instances,  restore  the 
hearing  and  equilibrium,  while  in  overlooked  cases  catheterisatiou  and 
other  routine  procedures  hasten  the  destructive  process. 

Macleod  Yearsley. 

Fowler.  E.  P.— Report  of  a  Case  of  Sequestrum  of  the  Semi-circular 
Canals.      "  Annals  of    Otol.,    Rhinol.,  and  Laryngol.,"  vol.    xxi, 
p.  312. 
Patient,  a  woman,  aged  forty-five.     History  of  three  months'  suppura- 
tion in  the  right  ear, 'following  influenza.     An  extensive  mastoidectomy 
was    performed.       Three    months    later,    discharge    having    contmucu, 
complete  facial  paralysis  occurred.      A  secondary  operation  was    done, 
and  a  portion  of    the  vestibule  with  the  three  semicircular  canals  was 
removed  intact.  Macleod   Yearsley. 

Leidler,  R.- The  Indications  for  Labyrinthotomy.      '  Au-ch.  f.  Ohren- 

heilk.,"  Bd.  xciii.  Heft  1  and  2,  p.  73. 

This   clinical  study,   which  should  be  read  in  its  entirety,  is  based 

upon    twentv-seven    cases    of   labvrinth   operation  in  Prof.  Alexanders 

clinic  at  Vienna  from  1907  to  1913.     It  has  been  undertaken  with  the 


April,  1914.1  Rhinologry,  and  Otology.  221 

object  of  groiniding  the  indications  for  opening  tlie  lal)vrintli  upon  a 
secure  foundation. 

After  a  brief  summary  of  the  views  publislied  bv  various  autliorities, 
the  author  proceeds  to  enunciate  the  lessons  derived  from  an  analvsis  of 
the  cases  as  follows  : 

(1)  Every  diseased  labyrinth,  orii,Mnating  in  purulent  otitis,  whether 
acute  or  chronic,  which  is  associated  with  a  hibyrinthogenic  intra-cranial 
complication,  must  at  once  be  operated  on,  and  undoubted  constant  head- 
ache, localised  on  the  affected  side,  is  to  be  considered  as  une  of  these 
intra-cranial  complications. 

(2)  Every  diseased  labyrinth  oritjinatinf,'  in  acute  or  chronic  otitis, 
with  the  symptoms  of  acute  diffuse  labyrinthitis— that  is  to  sav,  deaf- 
ness, nystagmus  of  the  third  degree  to  the  affected  side,  and  loss  of  the 
rotation  and  caloric  reactions — when  the  temperature  is  higher  than 
100-5'' F.  (38°  C),  or  when  the  symptoms  persist  with  at  least  the  same 
intensity  for  more  than  four  days,  must  at  once  be  operated  on. 

(3)  A  labyrinth  which,  as  a  result  of  acute  or  chronic  otitis,  is  func- 
tionally destroyed,  although  it  does  not  come  into  the  categories  men- 
tioned in  (1)  and  (2),  must  be  opened  when  the  cortical  or  radical 
mastoid  operation  is  performed,  if  (a)  a  pathological  breach  of  the  peri- 
or  eudo-lymphatic  space  (fistula,  cholesteatoma,  .sequestrum,  tumour,  etc.) 
is  evident  anywhere  on  the  bony  capsule ;  or  (6)  persistent  symptoms  of 
irritation  of  the  static  labyrinth  exist  (vertigo,  nystagmus,  vomiting). 

These  three  rules  have  been  based  upon  clinical  findings  soleTv,  all 
reference  to  the  still  unsettled  question  of  serous  or  purulent  labyrinthitis 
being  ignored. 

The  allusion  to  the  temperature  in  the  second  heading  depends  upon 
the  fact  that  in  a  serous  labyrinthitis  wdiich  only  temporarily  abolishes 
labyrinth  functions,  the  temperature  is  never*^  more  than  100-5°  F. 
(38° C),  and  a  diminution  in  the  intensity  of  the  symptoms  is  noticeable 
in,  at  the  longest,  four  days. 

The  total  mortality  of  the  cases  operated  on,  excluding  two  deaths  in 
which  signs  of  meningitis  were  present  prior  to  operation,  was  24  per 
cent. 

In  several  of  the  fatal  cases  the  onset  of  the  labyrinth  symptoms  took 
place  shortly  after  the  performance  of  the  simple  radical  mastoid  opera- 
tion at  which  granulations  or  polypi  were  noted  in  the  neighbourhood  of 
the  oval  window.  Prior  to  the  simple  operation  the  labvrinth  reactions 
were  present,  and  in  one  of  these  cases  there  is  a  note  to  the  effect  that 
the  granulations  were  left  undisturbed.  That  these  post-operative  cases 
are  difficult  to  handle  is  evident  from  the  fact  that  in  one  of  them  the 
labyrinth  was  opened  and  drained  two  days  after  the  radical  operation, 
ni  another  the  opening  was  not  made  until  seven  days  after  the  radical 
operation,  six  days  after  the  first  appearance  of  ny.stagmus.  Yet  both 
of  these  cases  were  fatal. 

The  labyrinth  was  operated  on,  in  most  of  the  eases,  by  Alexander's 
method— that  is,  from  behind  after  exposing  the  dura  of  the  middle  and 
posterior  cranial  fossae.  Ban  McKenzie. 

Macleod    Yearsley.— The    Prevention    of    Deaf-mutism.      "Annals   of 
Otology,  etc.,"  xxi,  p.  585. 

The  author  believes  that  all  otologists  should  turn  their  serious 
attention  to  the  study  of  deaf-mutism,  and  obtain  a  practical  knowledge, 
not  only  uf  its  causes,  but  also  of  tlie  psychic  problems  presented  by  the 
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deaf-mute  and  of  the  methods  of  dealing  with  him  educationally.  He 
gives  statistics  of  1076  cases  under  his  own  charge  and  discusses  the 
figures  briefly,  and  pleads  for  the  application  of  eugenic  principles  to  the 
problem  of  congenital  deafness,  for  the  combating  of  superstitions  about 
otorrhoea,  for  better  care  of  the  ears  during  the  exanthemata,  for  honest, 
consistent  and  scientific  legislation  upon  syphilis,  and  for  the  better  and 
more  systematic  teaching  of  the  principles  of  otology  in  our  medical 
schools'  Author  s  Summary. 

Frazier,  Charles  H.,  M.D.  (Philadelphia). --Intracranial  Division  of  the 
Auditory  Nerve  for  Persistent  Tinnitus.  "  Journ.  Amer.  Med. 
Assoc,"  August  2,  1913. 

This  paper  is  a  plea  for  more  frequent  resort  to  surgical  measures  for 
the  relief  of  lesions  of  the  eighth  or  auditory  nerve.  The  indications  for 
section  of  the  eighth  nerve  are  :  (1)  Aural  vertigo,  (2)  persistent  otalgia, 
and  (3)  persistent  and  intractable  tmnitus.  The  appropriate  cases  are 
those  of  labyrinthine  disease.  The  deafness  resulting  from  complete 
division  of  the  auditory  nerve  would  be  an  objection  to  the  operation, 
were  it  not  for  the  fact  that  as  a  rule  the  patient  is  already  deaf  on  the 
affected  side. 

The  operation  consists  in  removing  the  portion  of  the  occipital  bone 
between  the  emissary  sinus  and  the  median  line,  and  from  the  level  of  the 
lateral  sinus  downward  for  3  cm.  On  the  reflection  of  a  dural  flap,  the 
cerebellar  hemisphere  is  very  gently  raised  and  pushed  backwards  by  a 
brain-retractor  until  the  petrous  bone  is  imcovered  as  far  as  the  internal 
auditory  meatus. 

The  auditory  nerve  is  then  separated  from  the  facial,  and  divided  Avith 
alligator  scissors  and  the  wound  closed. 

In  the  isolation  of  the  auditory  from  the  facial  nerve  special  emphasis 
is  laid  on  the  necessity  of  patience,  artificial  illumination  and  the  assist- 
ance to  be  derived  from  electrical  stimulation.  Birkett  (Rogers). 

Dench,  Edward  Bradford. — Otitic  Meningitis  Treated  by  Drainage  of 

the  Cisterna  Magna.     "  Laryngoscope,"  September,  1913. 
A  record  of  three  cases  treated  by  the  method  introduced  by  Haynes. 

(1)  A  child,  aged  three  and  a  half,  with  a  history  of  left  otorrhcea  for 
one  week,  some  pyrexia  for  two  days,  and  pain  in  the  head  for  twenty- 
four  hours.  There  was  a  large  perforation  in  the  lower  segment  of  the 
left  membrane  with  purulent  discharge  yielding  a  streptococcus.  No 
mastoid  tenderness.  Slight  rigidity  with  Ivernig  sign  on  right  side, 
absent  knee-jerks  and  flexor  plantar  reflex.  No  nystagmus.  From  the 
slight  degree  of  fever  (101°  F.)  and  elevation  of  pulse-rate  (108)  with 
absence  of  mastoid  tenderness  the  case  was  regarded  as  one  of  tuber- 
culous Tueuingitis.  A  radical  mastoid  operation  showed  fluid  in  the 
mastoid  cells  and  bulging  dura  in  middle  and  posterior  fossae.  Two  days 
later  owing  to  greater  rigidity  and  rising  pulse-rate  (150)  and  tempera- 
ture (103°),  the  cisterna  magna  was  drained  in  mid-line.  Fluid  was 
under  pressure  and  apparently  sterile.  Improvement  took  place  for  three 
days,  but  the  child  then  became  worse  and  died  on  seventh  day  after 
drainage  of  the  cisterna. 

(2)  Infant,  aged  five  months.  A  simple  mastoid  operation  was  per- 
formed for  an  acute  mastoiditis  with  fever  (temperature  105°).  Tavo 
days  later,  owing  to  the  or  set  of  convidsions,  the  cisterna  was  drained. 
Improvement  took  place  for  two  chiys,  the  temperature  drop2>ing  to  normal, 
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but  the  child  then  become  worse,  and  died  four  days  after  the  drainap^e 
operatiou.  Streptococci  were  present  in  the  aural  discharge,  but  tlie 
cerebro-spinal  fluid,  although  under  tension,  was  sterile. 

(3)  Boy,  aged  eight,  who,  two  days  after  a  radical  mastoid  operation 
for  chronic  suppurative  otitis  media,  developed  symptoms  of  meningitis 
with  pyrexia  (105°)  and  rigidity.  Lumbar  puncture  gave  purulent  but 
apparently  sterile  cerebro-spinal  fluid  with  normal  carbohydrate  content 
and  an  absence  of  globulins. 

Four  days  after  the  mastoid  operation  the  cisterna  was  drained,  but 
death  took  place  four  days  later  without  any  marked  relief  of  symptoms. 

The  author  is  of  the  opinion  that  these  were  very  suitable  cases  in 
that  the  cerebro-spinal  fluid  was  sterile.  From  the  experience  of  these 
three  cases  he  does  not  think  that  the  method  seems  to  do  much  more 
than  drainage  by  other  routes.  He  found  the  operation  easy  to  do  and 
did  not  find  it  necessary  to  use  other  than  the  ordinary  mastoid  instru- 
ments.    It  is  a  pitv  that  apparently  2>ost-mortems  were  not  performed. 

A.  J.    Wrujht. 


REVIEWS. 


Le    Ajf'ezioni    DeU'Orecchio   NelV Adenoidismo    {Aural    CompUcations    of 
Adenoids).     By  Dott.  K.  Vitto-Massei,  Estratto  dagli  Atti  della 
Clinica    Oto-rino-laringoiatrica  della  E.  Universita  di  Koma,  anno 
1912.     Jori  e  C. :  Via  delle  tre  Pile,  5,  Rome,  1913. 
This  octavo  brochure  of  108  pages  is  a  recent  addition  to  a  subject 
which  is  not  yet  exhausted.     It  is  welcome  as  it  shows  the  good  work  being 
done   in  the  clinic  of   oto-laryngology  in  Eome,  where  it  was  inspired 
by  work  under  Prof.  Ferreri ;  it  is,  indeed,  a  reprint  from  the  annual 
volume  of  proceedings  for  the  year  1912,  published  by  the  Eoyal  Uni- 
versity of  Eome.     It  attracts  our  attention  as  the  work  of   the  son  of 
Prof.  Massei,  of  Naples,   the  doyen  of  Italian  laryngology.      Finally  it 
is  welcome  for  its  own  value,  as  it  not  only  gives  a  history  of  the  subject 
with  a  most  complete  bibliography,  but  the  writer's  own  researches  are  of 
much  interest. 

The  introductory  chapter  shows  how  long  a  new  discovery  may  tremble 
on  the  verge  of  revelation  until  the  arrival  of  an  investigator  endowed 
with  the  necessary  imagination  and  courage.  Luschka"s  tonsil  was  fully 
described  by  Schneider  in  1655  ;  it  Avas  further  studied  by  Santorini  and 
Haller.  Troeltsch  nearly  discovered  the  source  of  many  ear  troubles 
when  he  explicitly  gave  his  opinion  that  the  naso-pharynx  represented  the 
point  of  departure  of  many  aural  affections.  About  1856  Czermak  was  the 
first  to  see,  Avith  the  aid  of  the  newly  invented  laryngoscope,  the  Luschka 
tonsil  on  the  roof  of  the  naso-pharynx.  But  the  genius  of  the  discoverer 
was  still  wanting.  It  arrived  in  the  person  of  Wilhelm  Meyer,  a  Danish 
surgeon,  and  the  exact  date  was  October  22,  1867.  On  that  very  day  he 
was  struck  with  the  fact  that  a  young  woman  suffering  from  deafness, 
whom  he  had  treated  without  relief,  always  breathed  with  her  mouth  open. 
The  idea  flashed  through  his  brain  of  making  a  digital  examination  of  her 
naso-pharynx  ;  there  his  finger  encountered  the  soft  growth  which  we  all 
know  so  well.  He  removed  it  with  his  ring  cui-ette.  Thirty-one  years 
afterwards,  viz.  on  October  25,  1898,  a  monument  to  the  memory  of 
Wilhelm  Meyer  was  unveiled  in  his  native  city  of  Copenhagen.  Amongst 
those  present  was  this  peasant  woman  whose  case  gave  rise  to  the  remark- 
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able  discovery,  and  Avho,  with  preserved  hearing,  was  able  to  listen  to  the 
addi'ess  delivered  by  Sir  Felix  Semou.^     But  this  is  a  digression. 

We  have  noticed  how  the  tonsil  of  Luschka  had  been  anatomically 
described  by  Schneider  in  1655.  Long  before  then  Hippocrates  just 
missed  recognising  adenoids  clinically,  for  he  had  noted  that  individuals 
who  "  had  a  hard  palate  like  the  inside  of  a  horse's  saddle,  with  badly 
placed  teeth  and  frequent  headaches,  Avere  very  subject  to  running  of  the 
ears."  The  disease  was  again  jvist  missed  in  the  Middle  Ages.  For 
instance,  Aubignc  described  Francis  II  (1559)  as  "  un  de  ceux  qu'on 
appelle  mal-nez,  ne  se  purgeaut  ni  par  le  nez,  ni  par  la  bouche,  la  quelle 
il  portait  ouverte  pour  prendre  son  vent,  dont  se  forme  lui  abcez  a 
Toreille  et  puis  ses  coliques  frequentes,  marques  mortelles  a  tel  age,  ne 
promittaient  de  lui  aucune  dureez  aux  plus  advisez."  Many  a  generation 
of  "  mal-nez  "  had  still  to  put  up  with  inelfectual  "  purging  by  the  nose 
and  by  the  mouth  "  until  that  peasant  woman  entered  Wilhelni  Meyer's 
study  in  1867.  Henry  II  of  France  died  of  meningitis,  secondary  to  an 
old  ear  affection,  and  from  his  appearance,  doubtless  secondary  to  adenoid 
vegetations. 

But  this  is  again  a  digression  into  which  I  have  been  led  by  the 
excellent  writing  of  Dr.  Vitto-Massei.  It  leaves  me  little  space  to  refer 
to  his  interesting  study  of  the  geographical  distribution,  the  frequency 
and  causes  of  ear  ti-oubles  in  adenoid  subjects,  the  pathology,  symptoms 
and  treatment,  nor  to  the  results  of  operation,  the  question  of  adenoids 
and  deaf-mutes,  or  to  ear  troubles  pi'oduced  by  these  gi'owths  in  school- 
children, soldiers  and  workmen. 

For  all  this  and  for  the  value  of  his  own  personal  researches  I  must 
refer  the  reader  to  the  book  itself.  It  only  deals  with  the  ear  complica- 
tions of  adenoids,  but  in  this  it  is  so  thorough,  so  interesting,  and,  as 
they  say  in  France,  so  bien  documenfe,  that  no  work  touching  the  subject 
of  adenoids  would  be  complete  without  a  reference  to  it. 

StClair  Thomson. 


NOTES   AND   QUERIES. 


The  Aimiial  Meeting  of  the  French  Oto-rhino-larynguloyical  Congres.s  will  be 
held  ill  Paris  from  May  11  to  May  31  next.  The  set  discussions  are  "  The  Indications 
and  Technique  of  Laryngectomy,"  and  "  The  After- Dressing  of  Mastoid  Operations." 

Secretary  :  Dr.  Depierris,  10,  Rue  Soufflot,  Paris. 


The  Congress  of  German  Laryugologists  will  be  hehl  at  Kiel  on  May  29  and  30 
next. 

Secretary  :  Prof.  Kahler,  Karlstrasse  oi,  Freiburg. 


Dr.  W.  Permewan,  Surgeon  in  Charge  of  the  Throat  and  Ear  Department  of 
the  Eoyal  Southern  Hospital,  Liverpool,  has  been  appointed  Lecturer  on  Laryn- 
gology in  the  University  of  Liverpool. 


His  numeroiis  friends,  both  at  home  and  abroad,  will  be  interested  to  hear  that 
Dr.  Dundas  Grant  has  recently  undergone  an  operation  for  appendicitis.  We  are 
glad  to  be  able  to  intimate  that  he  is  making  very  satisfactory  progress  towards 
recovery. 

1  An  excellent  plate  of  Wilhem  Meyer  and  a  photograph  of  his  monument  are 
to  be  found  in  the  Journ.  of  Laryngol.,  Rhinol.,  and  Otol.,  for  December,  1898. 
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INTRANASAL    OPERATIONS    FOR    FRONTAL    SINUS 
SUPPURATION.! 

By  p.   Watson- Williams^  M.D.Lond., 

Lecturer  on  Laryngology  and  Otology,  University  of  Bristol,  and  in  charge  of  the 
Ear,  Nose  and  Throat  Deijartment,  Bristol  Koyal  Infirmary. 

Two  years  ago  a  .special  di.scnssion  took  place  in  this  Section  on 
the  "  Present  Position  of  the  Treatment  of  Purulent  Discharge  from 
the  Frontal  Sinus  "~ ;  now  we  propose  to  consider  more  fully  one  of 
the  points  touched  on  in  that  earlier  discussion,  viz.  the  intranasal 
operative  treatment  of  the  same  affections.  In  the  course  of  my 
introduction  to  that  discussion  in  1911, 1  emphasised  "the  complete 
efficacy  of  these  intranasal  metliods  in  a  considerable  percentage/' 
maintaining  that  they  are  "more  desirable  methods  of  treatment 
than  external  operation  even  if  not  resulting  in  absolute  cure, 
provided  the  symptoms  are  not  such  as  to  make  more  drastic 
operative  treatment  really  necessary."  Since  that  time  I  have 
endeavoured  to  improve  the  technique  of  intranasal  operations,  and 
to  overcome  the  disadvantages  and  certain  risks  inherent  to  the 
methods  hitherto  employed. 

It  may  be  taken  as  common  ground — 

'  Introduction  to  discussion  on  the  Intra-Nasal  Treatment  of  Frontal  Sinus 
Suppuration  at  the  Laryngological  Section  of  the  Eoyal  Society  of  Medicine. 
April  3,  1914. 

^  Proc.  Boy.  Soc.  Med.,  June,  1911. 
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(1)  That  whenever  operative  measures  are  called  for,  an 
efficient  intranasal  operation,  if  that  be  possible,  is  to  be  preferred 
to  external  operation,  unless  (a)  symptoms  indicative  of  intracranial 
complications  or  of  bone  necrosis  or  osteomyelitis  are  present ;  (b) 
or  there  exist  ocular  complications  which  render  anything  short 
of  a  complete  radical  operation  a  source  of  increased  risk  to  the 
patient. 

(2)  That  Ave  meet  with  cases  of  frontal  sinusitis  which  require 
no  operation  at  all,  while  of  those  that  do  a  certain  percentage 
recover  completely  with  simple  catheterisation  and  lavage  after 
anterior  middle  turbinectomy. 

I  do  not  propose  to  descril)e  in  detail  these  slight  operative 
procedures  which  are  universally  recognised  as  being  often  efficient 
and  which  we  have  all  practised  on  many  occasions. 

(3)  That  certain  anatomical  conditions  must  always  impose 
limitations  on  the  efficacy  of  any  possible  intranasal  operation. 

We  may  therefore  narrow  down  the  discussion  to  a  consideration 
of  (1)  the  relative  value  of  various  methods  of  operating  intra- 
uasally  for  frontal  sinus  suppuration  as  measured  by  the  increased 
percentage  of  cure  or  efficient  relief  afforded  thereby,  (2)  their 
relative  merit  from  the  standpoint  of  safety. 

HisTOEiCAL  Survey. 

Probably  the  pioneer  in  deliberately  establishing  drainage  of 
the  frontal  sinus  by  an  intra-nasal  penetration  of  the  frontal  sinus 
was  Scbaffer^  when  in  1890  he  published  his  method  of  penetrating 
the  floor  of  the  sinus  at  a  point  corresponding  to  the  medial  part  of 
the  nasal  crest  ot^  the  frontal  bone,  ^'.  e.  internal  to  the  attachment 
of  the  middle  turbinal  plate.  To  reach  this  he  introduced  a  stiif 
metal  sound  2  mm.  thick,  or  a  stiff  steel  spoon-ended  sound,  passing 
it  up  between  the  middle  turbinal  and  the  septum  along  the  posterior 
surface  of  the  saddle  of  the  nose,  where  it  was  made  to  pierce  the 
frontal  sinus  floor.  He  then  curetted  the  sinus  Avith  the  spoon-end 
as  far  as  he  could  reach  and  touched  the  exposed  area  with  5  per 
cent,  chromic  acid.  He  operated  in  this  way  twenty-six  times 
without  mishap.  Schaffer  was  followed  by  Winckler,"  who  employed 
a  straight  sound,  and  by  Lichtwitz,^  who  used  a  straight  penetrator, 
1^  mm.  thick,  and  the  latter  reported  successful  penetration  in  three 
cases  and  failure  in  seven,  after  which  he  abandoned  the  procedure. 

'  Deuisch.  med.  IFoch.,  1890. 

2  Miinch.  vied.  Woch.,  1892. 

3  Therap.  Monatsch.,  1893. 
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nn  «liow  the  initial  point  of  entry  in  the  intranasal  frontal  siniis  operation 

Ihe  small  spheuo-ethmoidal  forceps  are  seen  cutting  the  point  of  attachment  of 
the  middle  turbmal  to  the  outer  nasal  wall,  thus  entering  the  fronto-ethmoidal 


\  ~T°  ^^°^^'  *'^®  author's  small  spheno- 
mnoidal  forceps  clipping  down  walls  of  the 
hmoid  cells  external  to  the  vertical  plate  of 
e  middle  turbinal. 


Fig.  3. — The  sliding  cutting  forceps  redticing  the 
crista  nasalis  and  projecting  bony  ridges  after 
the  cells  have  been  opened  by  the  small  cutting 
forceps.  The  middle  turbinal  shown  in  situ. 
The  dotted  line  shows  the  forward  extent  of  the 
cribriform  plate. 


To  Illustrate  Dr.  P.  Watsox- Williams's  Paper  ox  Intranasal  Operation 
FOR  Frontal  Sinus  Suppuration. 

Adlard  &'  Son,  Impr. 
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In  1899  Spiess^  reported  opei-ations  on  eight  cases,  and  availed 
himself  of  Rontgen  ray  screens  in  guiding  his  entry. 

Experiments  on  the  cadaver  by  Lichtwitz  and  AVinckler- render 
it  most  doubtful  whether  in  these  reported  cases  the  frontal  sinuses 
were  really  penetrated.  Both  penetrated  the  cribriform  plate  in  the 
course  of  their  expei-iments  on  the  cadaver.  The  same  happened 
to  Mermod/  but  unfortunately  in  a  patient  who  died  in  consequence, 
and  iu  whom  post-mortem  examination  showed  that  the  froutal 
sinuses  were  practically  non-existent. 

The  intranasal  method  fell  into  disuse  again  for  several  years, 
until  in  1905  it  was  revived  by  Fletcher-Ingals  and  Segura,  with 
this  essential  difference — that  they  aimed  at  enlarging  the  natural 
frontal  sinus  ostium  by  removing  or  breaking  down  obstructing 
ethmoid  cells  and  the  projection  of  the  crista  nasalis,  instead  of 
making  an  entirely  new  and  more  medial  opening  at  the  anterior 


Fig.  1.— Sullivan's  raspatories.     (Vacher's  are  very  similar.) 

end  of  the  olfactory-  fissure.  In  1906,  Halle,*  of  Berlin,  descril)ed 
his  methods  which  he  considered  would  overcome  the  inherent 
dangers  of  Ingals'  operation,  and  more  recently  Good  ^  in  1907, 
Vacher,^  1910,  Segura,'  in  1912,  Sullivan,  Denis*'  and  others  have 
severally  advocated  what  they  believe  to  be  useful  advances  in 
technique. 

It  is  necessary  here  to  mention  more  in  detail  the  essential 
features  of  these  various  methods,  although  the  chief  credit  of 
bringing  the  intranasal  method  once  more  into  the  field  of  practical 


1  "  Die  endonasale  Chirvu-gie  des  Sinvis  frontalis,"  Arch.f.  Lari/ng.,  Bd.  ix,  1899. 

2  Monatsch.f.  Ohrenheilk.,  1894. 

'  Ann.  des  Laryngol.,  1896,  and  Ann.  des  Mai.  de  I'Or.,  1896. 
■*  "Externe  oder  interne  Operation  der  Nebenholilen  esterungen,"  Berl.  Med. 
Gesellscht.,  1906,  and  later,  Arch.f.  Laryng.,  Bd.  xxiv.  Heft  2. 
^  Journ.  of  Amer.  Med.  Assoc,  1907,  vol.  ii,  p.  753. 
^  Comptes  Rendus  dii  Congres  de  I' Assoc.  Francaisde  Chiruvg.,  1910. 
'  La  Semana  Med.,  1912. 
^  Annal.  des  Mai.  de  I'Or.  et  du  Larynx,  No.  6,  1912. 
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rhinology  belongs  to  Fletcher  Ingals,  of  Chicago,  and  next  to  hhn 
to  Halle  and  Vaclier. 

Fletcher  Ingals'  instruments  were  exhibited  at  the  Laryngo- 
logical  Society  of  London  by  Dr.  Dundas  Grant  a  few  years  ago. 
They  consist  essentially  of  a  pilot,  or  frontal  sinus  probe,  which, 
after  a  previous  anterior  middle  turbinectomy,  is  passed  into  the 
frontal  sinus  through  the  duet  and  serves  as  a  guide  until  it 
reaches  the  point  of  obstruction,  when  a  burr  is  threaded  over  the 
pilot  to  make  an  open  way  to  the  sinus  of  the  same  diameter  as  the 
burr,  viz.  6  mm.  When  the  instruments  are  in  position  and  current 
tuimed  on  the  burr  is  gently  pressed  upvvards  and  finally  drawn 
forwards,  and  cuts  its  way  into  the  frontal  sinus  in  two  or  three 
seconds.  With  a  packer  he  then  introduces  packing  into  the  sinus, 
a  strip  of  sterilised  gauze,  one  inch  wide,  saturated  with  a  20  per 
cent,  solution  of  zinc  chloride.  Finally  a  gold  drainage-tube  is 
slipped  into  the  enlarged  drainage  canal,  and  the  operation  finished. 
The. drainage-tube  is  retained  automatically  in  position  because  it 
has  a  four-split  end ;  this  spreads  on  the  solution  of  a  gelatine 
capsule  which  keeps  these  spreading  ends  together  when  introduced 
— a  most  ingenious  device.  Fletcher  Ingals^  results  in  twenty-nine 
cases  were  cited  in  my  previous  introduction. ^  He  has  written  a  few 
days  ago  saying  that  he  has  operated  on  forty  to  fifty  cases.  One 
patient  died  from  meningitis,  Ingals  believes  due  to  too  forcible 
injection  of  peroxide  of  hydrogen  shortly  after  operation.  Fletcher 
Ingals  claims  that  the  operation  can  be  performed  in  95  per  cent, 
of  all  chronic  cases,  provided  the  anterior  end  of  the  middle  tur- 
binated body  has  been  removed ;  that  healing  is  rapid ;  and  that 
the  operation  will  leave  as  large  a  canal  as  desirable. 

Max  Halle  introduces  a  probe  as  high  as  possible  into  the 
frontal  cavity,  and  over  the  probe  he  slides  a  narrow  protector  of 
flexible  metal  which  adjusts  itself  somewhat  to  the  posterior  wall 
of  the  sinus  posteriorly.  The  probe  is  then  removed  and  he 
advances  with  a  bore  drill  along  the  front  of  the  protector  in  a 
forward  and  upward  direction,  taking  care  to  keep  close  to  the 
protector,  and  in  this  manner  with  a  sharp-ended  drill  he  drills 
away  the  anterior  ethmoid  cells,  and  higher  up  the  nasal  crest. 
When  he  has  entered  the  sinus  he  further  burrs  down  the  nasal 
crest  with  a  blunt-pointed  drill.  In  Halle's  hands  this  method  does 
not  appear  to  have  been  attended  with  any  untoward  result,  and 
he  states  it  has  always,  when  successful,  made  a  very  free  entrance 
into  the  frontal  sinus. 

1  Trans.  Roy,  Soc,  June,  1911,  p.  5. 
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Segurai  has  long  advocated  the  intranasal  operation,  which  he 
first  performed  early  in  1905.  His  special  instruments  consist  of 
a  series  of  cutting  sounds  of  different  curve  and  thickness,  flexible 
curettes  which  have  their  cutting  edges  in  different  directions, 
forwards,  backwards,  right  and  left.  The  cutting  sounds  are 
passed  up  the  nasal  duct,  after  previous  removal  of  the  anterior 
end  of  the  middle  turbinal,  and,  having  been  entered  as  far  as  they 
will  readily  go,  they  are  pulled  forward  as  they  are  withdrawn  so 
as  to  curette  away  the  fronto-ethmoidal  cells  and  the  nasal  crest. 
After  the  fronto-nasal  passage  has  been  freed  as  much  as  possible, 


Fig.  2. — Two  of  Segura's  raspatories  and  his  three  curettes,  anterior,  posterior 
and  lateral,  the  other  lateral  curette  being  the  same  reversed. 

the  operation  is  finished  by  means  of  the  cutting  curettes,  which 

further  enlarge  the  canal  in  all  directions,  great  care  being  taken 

when  using  the  back-cutting  curette.     Segura  states  that  he  has 

operated  in  a  large  number  of  cases  with  uniformly  good  results, 

and  in  no  case  was  there  untoward  result. 

Others   have   used  similar  methods,  notably  Vacher  and   also 

Sullivan,  who  some  few  years  ago  used  cutting  sounds  made  safer 

by  having  a  smooth  posterior  border  very  similar  to  those  designed 

this  year  and  shown  at  the  last  meeting  of  this  Section  by  Mr. 

1  "  The  Treatment  of  Chronic  Frontal  Sinusitis  by  the  Intra-Xasal  Eoute  " ; 
read  August,  1909,  at  the  Latin  American  Congress ;  published  in  La  Semana. 
Medica,  May  23,  1912. 
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Tilley  and  by  myself  (in  the  skiagi'am  of  a  patient),  this  device, 
thei'efore,  being  by  no  means  a  new  one. 

Good  uses  chisels  to  cut  away  the  nasal  crest  and  weai's  down 
the  remainder  as  far  as  possible  by  means  of  a  sort  of  curette. 

One  realises,  then,  that  much  pioneer  work  has  been  done  by 
those,  to  whom  our  thanks  are  due  for  initiating  an  operation  which 
greatly  enlarges  the  natural  frontal  sinus  passage,  as  distinguished 
from  the  now  abandoned  operation  of  making  de  novo  a  new  opening 
into  the  floor  of  the  sinus  through  the  roof  of  the  olfactory  fissure. 

My  own  later  methods  of  operation  were  due  to  a  conviction 
that  the  methods  of  Ingals  and  Halle  appeared  too  dangerous, 
while  on  the  other  hand,  the  more  usual  method  of  removing  the 
anterior  end  of  the  middle  turbinal,  and  clipping  away  the  bulla 
and  ethmoidal  cells  from  the  lower  end  of  the  fronto-nasal  passage 
and  thence  working  upwards,  were  ineffectual  in  such  a  large  pro- 
portion of  cases. 

Anatomical  Considkrations. 

Examination  of  a  number  of  skulls  brings  home  the  fact  that 
clinically  the  ethmoid  cells  are  not  strictly  confined  to  the  ethmoid 
bone.  The  eminence  of  the  agger  on  the  upper  part  of  the  inner 
surface  of  the  nasal  process  of  the  superior  maxillary  bone  is 
usually  cellular,  hence  the  one  or  two  most  anterior  cells  corresjjond 
to  the  agger  nasi,  while  the  inner  surface  of  the  lachrymal  and 
nasal  bones  close  the  anterior  cells  of  the  ethmoidal  labyrinth 
which  run  in  front  of  the  fronto-nasal  duct  right  up  to  the  bony 
ring  of  the  frontal  sinus  ostium  in  the  internal  angular  process  of 
the  frontal  bone.  To  avoid  confusion  we  may  speak  of  the  groups 
of  cells  lying  in  front  of  the  middle  turbinal  body  as  anti-conchal 
cells.  The  term  "agger  cells"  (which  are  not  always  present) 
should  be  restricted  as  heretofore  to  cells  in  the  agger. 

The  frontal  sinus  ostium  is  a  bony  ring  bounded  in  the  front 
by  the  posterior  margin  of  the  nasal  ci*est.  The  nasal  crest,  pro- 
jecting backwards,  forms  the  sloping  floor  of  the  sinus  in  front  of 
the  ostium. 

The  vertical  plate,  the  middle  turbinate,  descends  from  the 
under  surface  of  the  cribriform  plate,  which  lies  to  its  inner  side 
above,  and  terminates  below  in  a  free  convoluted  margin  in  the 
middle  turbinated  bone.  As  the  vertical  plate  forms  the  inner 
boundaiy  of  the  anterior  ethmoidal  cells  we  tend  to  avoid  risk  of 
injury  to   the  cribriform  plate   by    retaining    the    vertical    plate, 
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restricting  all  operative  measures  to  its  outer  side.  But  it  is 
worthy  of  note  that  the  cribriform  plate  does  not  extend  forward 
beyond  the  tabula  interna,  and  that  the  anterior  border  of  the 
middle  turbinal  body  is  in  front  of  the  anterior  end  of  the  cribri- 
form. The  outer  boundary  of  the  ethmoidal  labyrinth  in  this 
region  is  formed  by  the  lachrymal  bone.  The  width  of  the 
potential  passage  between  the  inner  and  outer  boundaries  varies 
with  the  development  of  the  intervening  cells,  but  in  its  narrowest 
part    corresponding   approximately   with   the    level    of    the    inner 


i  iG.  4.— Bone  specimen  showing  the  fronto-nasal 
passage  with  probe  passing  through;  the 
dotted  line  shows  the  route  of  anterior  entry 
through  agger  and  other  anti-conchal  cells. 
Xote  the  "  anterior  entry  "  is  well  in  front  of 
the  cribriform  plate. 


IG.  3.— Diagram  of  the  ethmoidal  labyrinth 
and  fronto-ethmoidal  cells,  showing  the 
curved  entry  a  to  *  of  the  old  method  of 
catheterisation  of  the  frontal  sinus,  as  com- 
pared with  the  direct  anterior  method  of 
entry  advocated,  d  to  *,  i.  e.  the  creation  of 
a  new  artificial  fronto-nasal  passage,  aa, 
agger  cells ;  pu,  plate  of  the  uncinate  process ; 
PB,  plate  of  the  bulla,  b  ;  pmt,  plate  of  the 
middle  concha ;  pc'"  and  Pc""  plates  of  the 
concha  superior  and  concha  sxiprema. 


canthus.  I  find  it  measures  in  the  adult  from  7  to  12  mm.  (and 
this  coincides  with  a  number  of  measurements  made  by  my  Clinical 
Assistant,  Mr.  Harty),  and  therefore  the  width  of  an  instrument 
intended  to  clear  the  space  of  obstructive  cells  should  not  exceed 
6  mm.,  while  in  some  patients  it  must  be  less  or  it  will  pierce 
the  orbital  wall. 

It  was  necessary  also  to  consider  the  relations  of  the  lachrymal 
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sac  and  canal  to  the  operative  tract.  The  laclirjanal  duct  lies  below 
the  operation  field,  but  the  lower  level  of  the  sac  corresponds  to 
the  agger  nasi,  and  the  upper  limit  of  the  sinus  lachrymalis  often 
reaches  the  level  of  the  cribriform  plate  or  to  the  thick  upper  end 
of  the  nasal  bone  at  its  junction  Avith  the  crista  nasalis  of  the  frontal 
bone.  Hence  it  seemed  better  to  use  blunt- nosed  forceps  to  clip 
away  the  projecting  walls  of  anti-conchal  cells. 

In  patients  whose  fronto-nasal  passage  is  obstructed  we  may 
throw  all  the  fronto-ethmoidal  as  well  as  the  agger  cells  into  one, 
thereby  creating  a  direct  opening  to  the  frontal  sinus  ostium  above 
and  in  front  of  the  middle  turbinal.  It  is  surprising  how  free  and 
large  an  approach  to  the  frontal  sinus  ostium  is  at  once  obtained  in 
this  usually  simple  manner,  and  if  the  frontal  sinus  ostium  is  too 
small,  it  may  then  be  safely  enlarged  towards  the  front  by  partial 
removal  of  the  nasal  crest  by  fine  burrs  rather  than  by  chisels, 
which  would  more  readily  enter  the  orbit,  besides  introducing  a 
source  of  grave  danger  to  a  low-lying  posterior  frontal  sinus  wall. 

Thk  Author's  Operation. 

It  is  assumed  that  the  extent  and  depth  of  the  frontal  sinuses 
have  been  determined  by  skiagrams  prior  to  operation. 

The  operation  based  on  these  anatomical  data,  which  is  not  any 
more  painful  than  a  submucous  resection  of  the  septum  and  takes 
less  time,  is  performed  under  either  local  or  general  anaesthesia 
with  small  cutting  forceps,  burrs  or  rasps  in  the  following  manner  : 

(1)  With  small  angular  ethmoidal  forceps  engage  the  anterior 
margin  of  the  middle  turbinal  at  its  point  of  attachment  to  the 
outer  nasal  wall.  Cutting  through  this  the  forceps  enter  the 
anterior  ethmoidal  cells  in  front  of  the  fronto-nasal  passage. 

(2)  Keeping  to  the  outer  side  of  the  vertical  plate  of  the 
ethmoid,  clip  away  all  the  agger  cells  and  the  other  anti-conchal 
cells  right  up  to  the  nasal  crest. 

(3)  The  anterior  ethmoid  cells  lying  behind  or  above  the 
fronto-nasal  duct  are  now  removed  by  the  forceps.  One  can  readily 
clip  the  cells  as  far  back  as  may  be  necessary  in  any  particular 
case,  from  the  bulla  to  the  sphenoidal  sinus,  without  anterior 
turbinectom3\ 

(4)  Using  the  larger  forceps,  the  thicker  projecting  partitions 
of  the  cells  are  punched  away.  Only  the  blunt  tip  of  the  female 
blade  can  come  into  contact  with  the  roof. 

(5)  The  bougies  are  then  passed  into  the  sinus,  so  as  to  gauge 
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Fig.  5. — The  author's  spheno- ethmoidal  angular 
forceps,  made  in  two  sizes.  All  the  instruments 
are  marked  in  inches  from  the  tip,  so  that  the 
precise  distance  from  the  naris  that  any  instru- 
ment has  been  passed  can  be  at  once  deter- 
mined. 


Fig.  6.— The  sliding  cutting  forceps, 
ciu'ved  and  straight,  for  attaching  to 
the  universal  handle. 


FULL  SIZE 


Fig.  7. — The  author's  guarded  electric  burrs,  which  are  fitted  with 
a  standard  No.  2  Asch's  "  slip-on  joint."  The  burr  having  been 
passed  up  the  nose  to  the  seat  of  obstruction,  the  nasal  crest, 
the  straight  indicator,  which  is  movable,  is  made  to  lie  against 
the  face  outside  and  its  tip  indicates  the  position  of  the  burr 
in  situ. 
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the  size  of  the  fronto-iiasal  channel  thus  formed.  Usually  Nos. 
18  or  19  will  enter,  sometimes  19-23,  or  19-25.  (The  figures  give 
the  circumference  in  millimetres,  hence,  No.  19  has  a  diameter 
of  6  mm.,  or  ^  inch.  A  19-25  bougie  measures  6  mm.  in  width 
and  8  in  antero-posterior  diameter.)  If  such  a  large  bougie  will 
not  enter,  the  bone  corresponding  to  the  nasal  crest  may  be  shaved 
away  by  the  sliding  cutting  forceps  till  these  large  sizes  can  be 
introduced,  or  the  crest  reduced  first  by  the  smaller  guarded  burr, 
or  a  small-sized  sharp  raspatory,  till  the  passage  admits  the  burr 
or  forcejDS.  When  a  No.  10  enters  the  sinus  the  bony  boss  can  be 
burred  away  with  the  4  mm.  guarded  burr  until  it  enters  the  sinus, 
Avhen  it  is  made  to  burr  the  crest  from  above  downwards. 

When  the  frontal  sinus  opening  lies  well  to  the  outer  side  and 
tends   to  guide  entering  probes  towards  the  orbital  roof,   unless 


o  o  O  O 


^x^mm  6x8  mm 


Fig.  S. — The  avithor's  frontal  sinus  bougies,  two  thirds  actual  size ;  above,  the 
round  bougie,  below,  the  swan-head  ends.  The  sectional  area  of  different 
sizes  are  also  shown.  Assuming  the  normal  fronto-nasal  duct  to  be  2  mm. 
wide,  the  passage  of  a  6  by  8  mm.  bougie  shows  that  the  duct  has  been  enlarged 
tAvelve  times. 

contra-indicated  by  skiagrams  it  is  well  to  draw  the  strong  forceps 
or  burr  towards  the  front  so  as  to  enlarge  the  frontal  ostium  to  the 
front  and  inwards  rather  than  towards  the  orbital  roof  outwards. 

(6)  With  the  small  forceps  Avhich  now  enter  freely,  the  pi*o- 
jecting  walls  of  any  ethmoid  cells  which  remain  may  be  clipped 
awaj?  to  render  the  passage  more  free. 

(7)  The  sinus  is  well  lavaged  at  this  stage,  and,  finally  the 
anterior  end  of  the  middle  turbinal  may  be  removed,  as  when  it  is 
left  intact  the  channel  may  be  narrowed  by  subsequent  granulations. 
Particularly  with  acute  infection  it  may  be  safer  to  defer  removing 
any  part  of  the  middle  turbinal  for  a  few  days  till  lavage  has  partly 
sterilised  the  sinus. 

The  extent  of  the  operation,  which  may  be  completed  at  one 
sitting  or  in  two  or  three  stages,  varies  with  the  clinical  conditions 


JOURNAL   OF   LAEYXGOLOGY,   EHIXOLOGY,   AND   OTOLOGY. 

PLATK  ir. 


iG.  1. — Skiagram  showing  6  mm.  thick  round 
bougie  entering  frontal  sinus,  but  carried  back 
so  as  to  impinge  against  tabula  interna  because 
the  nasal  crest  is  thick. 


Fig.  2. — The  same  case,  but  .-huwing  the  6  mm. 
(No.  19  French  scale)  boug-ie  entering  well  into 
the  sinus  after  reduction  of  the  nasal  crest  by 
burring. 


Skiagrams  showing  Watson-Williams's  swan-head  bougie,  8  mm.  by  6  mm.,  entering  the  frontal 

sinus  after  removal  of  crista  nasalis. 


I'Tl  ^^®°^  ^^'^ ■  I'ateral  view       Fig.  4. — The  same,  antero-posterior  aspect.     The  skiagram  .sh.:.ws 

left  frontal  sinus  and  swan-head  the  right  sinus  healthy,  the  left  sinus  containing  the  bougie 

al  bougie.  being  diseased.     (Skiagram  reversed  in  print. j 

To  Illustrate  De.  P.  Watson-Williajis's  Paper  ox  Ixteaxasal  Operation  for  Frontal 

Sinus  Suppur.\tion. 
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requiring  relief,  which  determine  whether  the  crista  nasalis  should 
or  should  not  be  reduced.  In  the  majority  of  my  cases  I  have  not 
found  it  necessary  to  reduce  the  nasal  cre.st  by  rasp  or  burr,  the 
simple  removal  of  the  ffonto-ethmoidal  cells,  and  in  some  cases 
biting'  off  a  thin  projecting  anterior  inai'ginof  the  ostium,  affording 
easy  passage  to  a  6  mm.  or  at  least  a  4  mm.  thick  bougie.  This 
relatively  simple  procedure  one  may  term  the  'partial  operation, 
as  compared  with  the  complete  intranasal  operation,  which  involves 
reduction  of  the  crista  nasalis  by  burring  or  other  means.  The 
complete  operation  is  desirable  when  with  a  large  sinus  there  is 
reason  to  believe  polypoid  degeneration  of  the  mucosa  exists  or 
Avhen  the  partial  opei*ation  fails  to  afford  permanent  relief,  or  when 
the  simple  removal  of  the  fronto-ethmoidal  cells  leaves  such  a 
narrow  entry  that  a  larger  artificial  duct  is  required. 


dTmrmiTM 


Fig.  9. — The  author's  small  raspatoiy.     At  the  tip  it  measures  only  2  mm. 
in  width,  and  it  can  only  ciit  forwards ;  the  end  also  is  blunt. 


A.  Example  op  Incomplete  Inteanasal  Operation  without 
Removal  of  Nasal  Crest. 

F.  B.  :  Example  of  8iihacute  Case  loith  Nose  too  Narrow  for 
Inspection  of  Operatic  Field;  Operation  at  One  Sitting ;  General 
Anfesthesia. — On  -January  15,  1914,  was  seen  in  consultation  with 
Dr.  Visger  for  mastoiditis  with  view  to  operation.  Symptoms  of 
acute  mastoiditis  of  two  weeks'  duration.  Had  suffered  from  right 
supra-orbital  neuralgia  during  December,  1913.  Pus  seen  in  the 
middle  meatus,  far  back,  at  times  cacosmia.  Right  antral  explora- 
tion with  suction  syringe  yielded  pus.  Skiagram  showed  right 
frontal  sinus  blurred. 

Right  antral  intranasal  operation,  with  partial  removal  of 
posterior  border  of  nasal  process  as  it  encroached  on  and  narrowed 
the  nasal  passage.  Anterior  entry  of  frontal  sinus  by  removal  of 
fronto-ethmoidal  cells  enabled  a  6  ram.  bougie  to  enter  freely. 

Antral  Ptis  Film. — Gr.P.  streptococci;  some  phagocytosis  in- 
jected.    Culture:   G.P.  streptococci,  no  staphylococci.     At  time  of 
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operation  50  c,c.  of  anti-sti-eptococcic  serum,  followed  by  sensitised 
streptococcal  autogenous  vaccines ;  dosage,  75  million  up  to  450 
million. 

Discharge  almost  ceased.     No  headaches  since  operation. 

B.  Example    ov   Complete    Opekation    with    Removal    of    Nasal 

Crest. 

Case  of  Left  Frutital  Sinus  Suppuration,  etc. —  Chronic  frontal 
sinus  suppuration.  Operatic  field  in  view.  Intra-nasal  frontal 
sinus  operations  under  cocaine  :  (1)  Anterior  entry  by  removal  of 
fronto-ethmoidal  cells ;  (2)  Burring  of  crista  nasalis.  Admitted 
bougie  8  mm.  thick  antero-posteriorly  and  6  mm.  wide. 

W,  C — ,  aged  thirty.  Subject  to  left  supra-orbital  headaches 
for  many  years,  but  two  years  ago  they  became  veiy  severe,  and 
then  were  relieved  by  discharge  of  pus.  Recurrences  ever  since, 
usually  once  a  week  or  so.  His  left  antrum  was  opened  and  drained 
in  1912. 

On  March  16,  1914,  nothing  larger  than  a  2  mm.  cannula  would 
enter  his  left  frontal  sinus.  Anterior  entiy  and  removal  of  fronto- 
ethmoidal  cells  allowed  admission  of  a  No.  19  (6  mm.)  bougie. 

On  March  18  the  crista  nasalis  burred,  so  that  a  No.  19-25 
bougie  entered  (=  8  mm.  by  6  mm).  No  headaches  since  the 
operations  on  the  frontal  sinus,  both  iinder  cocaine  anassthesia, 
and,  the  patient  states,  were  painless.  Since  the  operation  slight 
curettage  of  sinus,  lavage  and  injection  of  collusol  argentum. 
Complete  absence  of  headaches  since  operation  (see  Plate  II,  figs. 
3  and  4). 

One  advantage  that  ma}'  be  claimed  for  this  method  of  entry 
as  compared  with  methods  with  unguarded  burrs  is  that  the 
mucous  membrane  is  not  stripped  from  the  posterior  and  lateral 
walls  of  the  new  passage,  for  although  the  cell  partitions  are 
clipped  away,  the  mucous  membrane  of  the  cell  bottom  is  mostly 
retained.  Only  anteriorly  is  the  bone  laid  bare  and  that  for  a  strip 
about  6*5  mm.  wide,  and  this  can  apparently  re-cover  itself  by  ex- 
tension from  the  muco-periosteum  on  either  side.  Is  it  not  better 
to  have  a  6  or  7  mm.  wide  passage  which  is  lined  with  mucous 
membrane  than  a  wider  one  which  can  only  granulate  over  and 
which  is  much  more  liable  to  subsequent  contraction  ? 

A  septal  deflection,  unless  so  pronounced  and  so  situated  that  it 
is  impossible  to  reach  the  operative  field,  should  be  left  to  be  dealt 
with  when  the  infected  sinuses  have  recovered  or  are  more  healthy  ; 
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Fig.  1. — Skiagram  c>f  patient.     Large 
bougies  in  both  frontal  sinuses. 


Fig.  2. — Skiag-ram  of  patient  with  endo- 
rhinoscope  passed  into  frontal  sinus. 


Fig.  3. — Skiagram  showing  the  4  mm. 
wide  guarded  electric  burr  reducing 
the  crista  nasalis  in  a  patient. 


Fig.  4. — Skiagram  of  patient  showing  6  mm. 
burr  on  nasal  crest. 


To  Illustrate  Dr.  P.  Watson- Williams's  Paper  on  Intranasal  Operation 
FOR  Frontal  Sinus  Suppuration. 
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if  necessary  the  septum  can  be  'pushed  over  to  the  other  side  by  a 
Killian  speculum.     I  have  operated  successfully  on  a  frontal  sinus 
when  a  septal  deflection  concealed  from  sight  the  middle  turbinal 
and  every  part  of  the  operative  field. 
After-treatment  consists — 

(1)  In  lavage  of  the  sinus,  first  with  saline  solutions  and  weak 
peroxide  of  hydrogen  and  some  mild  antiseptic,  such  as  colloidal  or 
other  silver  preparations,  iodine  solutions  and  so  forth,  and  later 
with  stronger  solutions  if  necessary. 

(2)  In  the  passage  of  the  largest  bougie  the  canal  will  take 
comfortably,  repeated  at  short  intervals  to  prevent  adhesions  and 
to  ensure  the  passage  remaining  widely  open  until  the  sinus  has 
become  healthier,  or  the  discharges  disappear. 

(3)  The  use  of  vaccines,  etc.,  has  to  be  considered.  But  in  cases 
of  streptococcal  infection  it  is  always  safer  to  give  30  to  50  c.c.  of 
polyvalent  anti-streptococcic  serum  immediately  before  operating 
and  follow  with  sensitised  vaccines. 


o    O 


Fig.  10. — The  aiithoi-'s  flexible  metal  frontal  sinus  cannnl». 

(4)  I  prefer  not  to  use  a  drainage-tube,  and  to  avoid  all  packing 
of  the  sinus.  Occasionally  a  small  flexible  curette  may  be  used  for 
the  sinus  to  remove  polypoid  mucous  membrane. 

If  a  suflficiently  wide  fronto-nasal  passage  to  admit  a  bougie 
15  mm.  in  circumference  is  obtained  without  cutting  away  the  thick 
part  of  the  nasal  crest,  and  the  sinus  infection  is  recent  or  there  is  no 
reason  to  believe  that  polypoid  degeneration  of  the  mucosal  lining 
has  occurred,  I  do  not  use  a  burr  or  other  means  for  cutting  away 
any  part  of  the  floor  of  the  sinus  unless  subsequent  observation 
seemed  to  render  this  desirable.  (Provided  efficient  drainage  is 
maintained,  and  the  patient  has  been  relieved  of  pain,  headache 
and  inconvenient  discharge,  only  the  lesser  operative  measures  are 
performed.) 

As  regards  results,  statistics  are,  I  think,  of  no  value  unless  details 
of  the  history,  symptoms,  complications  are  given  as  well  as  a 
description  of  the  anatomical  conditions  encountered.  In  some 
cases  of  long  standing  frontal  sinus  suppuration,  Avith  polypoid  de- 
generation of  the  mucosa,  and  particularly  in  cases  where  extensive 
polypus  formation  in  the  reg-ion  of  the  unciform  process  co-exists, 
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the  fronto-iiasal  passage  is  altogether  abnormally  large  and  no 
symptoms  beyond  discharge  may  be  present.  Between  these  ex- 
cessively lai'ge  ducts,  and  the  veiy  small  tortuous  channels,  which 
are  particularly  prone  to  determine  the  occurrence  of  an  acute  or 
chronic  frontal  sinusitis,  there  is  every  degree  of  relative  obstruction 
to  the  drainage  of  the  sinus  secretions.  The  co-existence  of  other 
sinus  suppurations  will  also  largely  influence  the  results  obtained 
by  establishing  good  frontal  drainage.  But  apart  fi-om  such  factors, 
which  are  largely  under  control  by  intranasal  operations,  the  ana- 
tomical arrangement  of  the  ethmoidal  cells  in  relation  to  the  frontal 
sinus  and  its  exit,  and  the  size  and  extent  of  the  sinus  itself,  must 
often  render  it  impossible  to  obtain  satisfactory  result  even  though 
a  lai'ge  direct  f  routo-nasal  passage  can  be  made  or  already  exists. 

I  find  that  in  my  hospital  clinic  and  in  private  fifty-one  cases 
have  been  operated  on  by  the  auterior  method  of  entry  described. 
One  patient  died,  and  though  death  could  not  have  been  in  any 
way  due  to  the  frontal  sinus  operation,  it  must  be  mentioned.  In 
three  cases  external  operation  had  to  be  performed  in  consequence 
of  the  failure  to  obtain  relief  by  intranasal  methods.  In  a  con- 
siderable percentage  an  apparent  cure  resulted  (in  eleven  out  of 
twenty-two  private  cases  that  I  can  trace) ;  in  others  relief  has  been 
such  as  to  negative  any  question  of  an  external  operation.  At 
least  some  of  those  cured  would  doubtless  have  been  cured  by  the 
older  method  of  intranasal  lavage  after  removing  the  anterior  end 
of  the  middle  turbinal,  etc.  But  there  is  no  doubt  in  my  mind  that 
manv  of  the  cases  completely  relieved  would  have  required  external 
operation  if  efficient  drainage  had  not  been  obtained  by  the  method 
of  intranasal  operation  such  as  I  have  described. 

The  patient  who  died  was  admitted  to  the  Royal  Infirmary  with  an  external 
fistula  leading  to  a  suppvirating  right  sinus  of  several  years'  duration  and  miich 
broken  in  health.  I  found  he  had  double  antral  sui^puration  and  polypi  in  each 
middle  meatus  on  both  sides.  The  anterior  ethmoidal  cells  were  opened,  including 
the  anti-conchal  cells,  the  crest  reduced  by  a  rasp,  and  a  double  intranasal  antral 
operation  performed.  The  frontal  siniises  admitted  a  No.  19  bougie  very  fi-eelj^. 
I  avoided  exploring  the  sphenoidal  sinuses  as  there  were  no  symptoms  pointing 
to  them,  for  with  such  extensive  opening  up  the  other  sinuses  I  wished  to  avoid 
increasing  the  operative  field  after  a  double  intranasal  antral  sinus  operation. 
The  patient  died  eight  days  later  from  general  septicaemia.  "  There  was  a  large  area 
of  cellulitis  in  the  left  leg  .  .  .  Meningitis  was  not  found  either  at  the  frontal 
area  or  over  the  cortex.  On  opening  up  the  sinuses,  the  right  sphenoidal  and  right 
frontal  sinuses  contained  muco-pus.  The  left  frontal  sinus  was  free  from  pus.  .  .  . 
The  bone  in  the  fronto-nasal  region  did  not  show  any  sign  of  infiammatory  exudate 
the  diploe  appearing  normal.  There  was  not  any  evidence  of  thrombosed  veins.  The 
entry  of  the  organisms  must  have  taken  place  through  other  channels  than  these  " 
(from  report  of  autopsj^  by  Prof.  Walter  Hall) . 
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I  would  here  emphasise  two  points  to  be  borne  in  mind  : 
(a)  While  a  very  large  percentage  of  frontal  sinuses  are  easy 
to  enter  and  to  drain,  it  is  just  the  remaining  small  percentage  (in 
which  the  anatomical  conditions  make  it  both  difficult  for  the 
discharges  to  drain  and  for  the  operator  to  effect  drainage)  which 
test  the  merits  of  any  operative  measure  and  its  efficiency  in  over- 
coming the  difficult  conditions  in  which  other  and  perhaps  simpler 
procedures  cannot  suffice. 

(6)   External  operation  has   proved    very  successful  in  curing 
frontal    sinus   suppuration   without  cosmetic   deformity  when   the 
sinuses  are  small,  and  do  not  favour  such  large  and  free  intranasal 
entry  as  the  more  fully  developed  sinuses.    With  small  sinuses  there 
IS  less  reason  to  avoid  external  operation,  and  therefore  when  efficient 
intranasal  drainage  is  difficult  to  obtain,  there  is  less  reason  to  avoid 
the  more  radical  external  operation,  and  less  excuse  for  exposing  the 
patient  to  risks  from  intranasal  operation.    While  there  is  no  room 
to  doubt  that  skiagraphy  has  proved  of  very  great  assistance  in 
determining  before  operation  the  size  and  disposition  of  the  frontal 
sinus,  and  its  relationships  in  any  particular  patient,  to  foretell  the 
position  of  the  sinus  septum  and  so  forth,  we  further  may  thereby 
derive    information    which    enables    us    to   foretell    that    external- 
operation  is  likely  to  leave  much  cosmetic  deformity  or  otherwise. 
In   the  former  class  a  patient  may   hesitate  to   undergo   external 
operation,    even    when    intranasal    methods    have    left    him    but 
partially  relieved,  when,  if  his  sinuses  were  small,  he  might  be  well 
advised  to  have  a  radical  external  operation.     It  is  sometimes  safer 
to  do  an  external  operation  than  to  persist  in  intranasal  methods  in 
a  wholly  unsuitable  case. 

Mosher,  whose  recent  laborious  researches  on  the  applied  anatomy 
of  the  frontal  sinus  and  fronto-ethmoidal  cells  deserve  our  fullest 
recognition  and  thanks,  has  emphasised  the  clinical  importance  of 
the  agger  cells,  and  has  devised  a  routine  method  for  catheterising 
the  frontal  sinus  and  exenterating  the  anterior  ethmoidal  cells.  He 
states  that  "the  point  of  attack  is  the  agger  nasi  cell,  if  it  is  present 
audits  mound  can  be  recognised;  if  not  the  upper  part  of  the 
anterior  end  of  the  middle  turbinate.  The  external  guide  is  the 
inner  canthus  of  the  eye.  ...  A  mastoid  curette  with  a  long 
handle  and  a  bowl  about  half  a  centimetre  wide  is  the  most  con^ 
venient  instrument  to  work  with.  Having  located  the  mound  of 
the  agger  nasi  cells,  or,  if  it  is  not  present,  having  brought  into 
view  the  anterior  end  of  the  middle  turbinate,  the  curette  is  pushed 
upward  into  the  olfactory  cleft  with  the  cutting  edge  outward  and 
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aimed  and  then  pressed  toward  the  lachrymal  bone.  If  the  curette 
is  in  the  right  place  it  easily  enters  the  ethmoidal  labyrinth.  The 
curette  has  an  allowable  excursion  varying  with  the  labyrinth  of  a 
half  a  centimetre  to  a  centimetre  and  a  half.  If  the  curette  is 
carried  too  far  it  enters  the  orbit.  .  .  .  After  the  initial 
outward  plunge  the  handle  of  the  curette  is  brought  into  the  line 
with  the  antero-posterior  axis  of  the  labyrinth.  With  the  bowl  up 
and  the  cutting  edge  downwards,  the  curette  is  carried  backward 
and  downward  until  the  bulla  has  been  entered  and  destroyed. 
This  means  a  backward  excursion  of  half  an  inch.  .  .  .  The 
loose  part  of  the  middle  turbinates  is  now  cut  oif  with  a  conchotome. 


1/ 
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Fig.  11. 


-Traced  from  Mosher's  diagram  to  show  X,  the  point  at  which  the 
curette  is  carried  into  the  ethmoidal  labyrinth. 


"  The  cutting  surface  of  the  curette  is  now  turned  forwards 
and  a  little  outward  and  brought  forward  until  the  flint-like  posterior 
edge  of  the  superior  maxilla  is  encountered."  ^ 

Since  writing  my  paper,  by  the  courtesy  of  Max  Halle  I  am 
enabled  to  place  before  you  his  recently  modified  operative  method, 
hitherto  unpublished,  and  the  fact  that  he  has  felt  it  desirable  to 
improve  on  his  published  methods  so  as  to  render  it  moi'e  free 
from  danger  shows  that  he  realises  the  risks  of  his  previous  opera- 
tion. The  following  paragraphs  are  translations  from  Dr.  Halle's 
letter  to  me. 

"The  method  formerly  proposed  by  me  I  still  think  good,  but 
I  have  greatly  imj)roved  the  procedure.  It  has,  up  to  now,  not 
been  made  public. 

^  Laryngoscope,  September,  1913,  p.  13. 
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"An  incision  is  made  through  the  mucosa  and  periosteum  oq 
the  agger  nasi,  immediately  in  front  of  the  middle  turbinal, 
beginning  as  high  up  as  possible  and  descending  along  the  frontal 
edge  of  the  turbinal  to  end  in  the  middle  meatus  close  to  the  head 
of  the  inferior  turbinal.  From  the  upper  end  of  the  incision  the 
cut  is  carried  by  the  lateral  nasal  wall  as  far  as  the  nasal  bridge, 
and  thence  descending  in  a  curve  to  end  in  the  vicinity  of  the 
upper  edge  of  the  inferior  turbinal.  The  resulting  flap  is  detached 
from  above  downwards  and  is  turned  back  and  held  by  a  small 
pledget  under  the  middle  turbinal.  Now  the  edge  of  the  middle 
turbinal  is  detached  and  after  that  the  agger  narium  is  chiselled 
away.    One  may  chisel  laterally  rather  far  without  the  least  danger. 


Fig.  12. — Diagram  showing  muco-periosteal  flap  employed  by  the  author. 

In  this  way  the  foremost  ethmoid  cells  are  laid  bare;  the  ethmoid 
bone  is  now  cleaned  with  suitable  instruments.  By  this  process 
one  can,  anyhow  in  all  suitable  cases  examined  by  me  up  to  now, 
introduce  a  probe  into  the  frontal  cavity  with  the  greatest  safety. 
This  is— I  always  lay  great  stress  on  the  point — the  preliminary 
condition  for  intranasal  operation,  should  the  opening  already 
obtained  not  suffice.  In  the  latter  circumst;inces  the  opening 
admits  my  smallest  pear-shaped  burr  with  blunt,  rounded  top;  it 
only  cuts  when  led  downwards.  The  floor  of  the  fi-ontal  sinus  is 
now  burred  away,  first  with  small  and  then  with  larger  burrs.  The 
cavity  is  exposed  widely,  and  one  can  not  only  see  into  it,  but  probe 
it  thoroughly,  and,  if  necessary,  remove  the  diseased  mucosa  entirely 
with  my  sharp,  pliable  spoons.  The  great  advantage  of  the  present 
method  is  that  one  can  avoid  the  sharp  burrs  before  used,  and 
which  had  to  be  covered  with  a  protector  to  force  a  Avay  into  the 
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cavity.  At  the  end  of  the  operation  the  flap  is  laid  into  the  deeply 
created  cavity  of  the  lateral  wall.  I  have  up  to  now  operated  in 
forty-eight  cases  in  the  old  and  the  new  method  and  I  have  not  been 
unsuccessful  in  any  single  instance/' 

I  feel  bound  to  say  that  in  my  hands  my  own  method  of 
exenteration  would  be  easier  to  perform,  and,  I  think,  safer  than 
Mosher's  or  Halle's.  With  an  infective  purulent  discharge,  we 
should  avoid  opening  up  a  bare  tract  so  close  to  the  cribriform  plate, 
and  I  always  keep  intact  the  upper  part  of  the  vertical  plate,  which 
is  the  first  part  that  Mosher  destroys. 

I  have  as  an  outcome  of  Halle's  flap  quite  lately  tried  making  a 
flap  of  muco-periosteum.  By  making  an  incision  at  the  highest  point 
one  could  reach  above  the  point  of  attachment  of  the  middle 
turbinal,  carrying  the  incision  down  in  front  of  the  middle 
turbinal  to  the  level  of  its  lower  margin,  then  straight  forwards 
and  upwards  to  end  below  and  in  front  of  the  agger  nasi,  the 
resulting  flap  being  detached  and  held  against  the  septum  until 
the  end  of  the  operation,  when  it  should  be  replaced.  There  was 
no  difficulty  in  getting  it  to  re-unite  in  situ,  but  I  think  it  ofl^ers  no 
advantage,  as  of  the  whole  operative  field,  the  agger  nasi  is  the 
only  denuded  area  which  the  flap  can  re-cover,  and  if  the  agger 
cells  are  non-existent  and  therefore  not  opened,  the  flap  is  worse 
than  useless,  except  in  cases  where  it  is  necessary  to  shave  down 
an  inward  projecting  posterior  edge  of  the  nasal  process  of  the 
superior  maxilla. 


THE   INTRANASAL   TREATMENT    OF   EMPYEMA  OF    THE 
FRONTAL   SINUS.i 

By  Herbert  Tilley,  B.S.,  F.R.C.S., 

Surgeon,  Ear  and  Throat  Department,  University  College  Hospital,  London. 

Acute  Empyema. 

There  will  be  little  difi^erence  of  opinion  amongst  us  as  to  the 
pi'iuciples  which  should  be  followed  in  the  treatment  of  acute 
suppuration  in  the  frontal  sinus. 

We  know  that  the  vast  majority  of  cases  get  well  -without  any 
local  treatment,  and  that  this  happy  result  is  due  to  the  fact  that 

^  Introduction  to  discussion  on  the  Intranasal  Treatment  of  Frontal  Sinus 
Suppuration  at  the  Laryngological  Section,  Eoyal  Society  of  Medicine,  April  3, 1914. 


May,  1914.]  Rhiiiology,  and  Otology.  .  243 

the  anatomical  disposition  of  the  sinus  is  snch  that  efficient  drainage 
of  the  inflammatory  products  is  provided  for  in  an  ideal  manner, 
i.  e.  from  the  lowest  point  of  the  inflamed  abscess-cavity. 

When  conditions  ai'e  present  which  impede  such  drainage, 
symptoms  of  I'etention  will  appear,  and  our  efforts  will  be  directed 
to  the  establishment  of  a  free  outflow  from  the  sinus. 

Amongst  the  factors  which  commonly  lead  to  retention  of 
inflammatory  products  we  may  mention  : 

(a)  Great  swelling  of  the  mucous  membrane  of  the  nasal  cavity, 
which  is  shared  by  that  of  the  fronto-nasal  duct  and  of  the  mucous 
membrane  lining  the  middle  meatus,  which  in  this  situation  may 
be  in  the  nature  of  acute  oedema — a  fact  due  to  the  loose  sub- 
epithelial tissue  in  the  concavity  of  the  middle  turbinal.  Such 
acute  congestion  is  often  seen  when  the  inflammation  is  due  to 
influenzal  infection. 

(b)  An  abnormal  swelling  of  the  anterior  end  of  the  middle 
turbinal,  which  is  wedged  in  between  the  septum  and  the  anterior 
region  of  the  lateral  mass  of  the  ethmoid,  wherein  is  situated  the 
lower  end  of  the  fronto-nasal  canal. 

(c)  A  deviation  of  the  upper  part  of  the  nasal  septum,  by 
pressing  outwards  an  otherwise  normal  middle  turbinal,  will  induce 
a  similar  result. 

{d)  The  obstruction  may  be  found  in  the  fronto-nasal  canal 
itself  in  the  form  of  an  anterior  ethmoidal  cell,  which,  extending 
upwards,  encroaches  on  the  floor  of  the  frontal  sinus  and  makes  a 
serious  inroad  on  the  patency  of  the  fronto-nasal  canal.  Such  a 
cell  is  known  as  the  '"  frontal  bulla." 

These  do  not  exhaust  the  conditions  which  may  obstruct  free 
drainage,  but  they  are  among  the  commonest  factors. 

Our  treatment  must  be  directed  to  the  establishment  of  free  and 
spontaneous  drainage. 

To  this  end  the  patient  should  be  kept  in  bed  in  a  warm  room, 
and  drainage  will  be  promoted  if  the  head  and  shoulders  are 
slightly  raised  on  a  pillow. 

The  bowels  should  be  opened  by  2—3  grm.  of  calomel  and 
followed  by  a  saline  aperient.  After  the  initial  action  I  think  ^  gr. 
of  calomel  every  two  hours  for  the  first  three  days  is  a  useful 
treatment. 

Ten-  to  1.5-gr.  doses  of  aspirin  three  or  four  times  daily  is 
probably  the  best  internal  remedy  when  influenza  or  an  acute 
coryza  is  the  underlying  constitutional  disease. 

To  relieve  congrestion  of  the  mucosa  in  the  resion  of  the  middle 
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meatus  we  must  rely  on  the  application  of  cocaine  and  adi'enalin. 
Equal  parts  of  a  20  per  cent,  solution  of  the  former  and  a  1  in  1000 
solution  of  adrenalin  chloride  will  be  found  of  sufficient  strength, 
and  it  should  be  carefully  applied  on  a  wool  mop  every  two  hours 
for  the  first  day  or  two,  or  until  the  symptoms  of  retention  show 
signs  of  subsidence. 

If  care  be  taken  only  to  apply  small  quantities  to  the  anterior 
part  of  the  middle  meatus,  there  need  be  little  fear  of  cocaine 
poisoning. 

Scarification  of  the  anterior  end  of  the  middle  turbinal  with  its 
attendant  blood-letting  is  excellent  practice  in  cases  where  the 
mucous  membi'anes  are  very  much  swollen. 

An  attempt  should  always  be  made  to  pass  a  fine  cannula  iuto 
the  sinus  and  wash  out  any  inflammatory  products  with  warm 
normal  saline  solution  or  boracic  lotion.  Last  year  I  was  able  to 
do  this  in  a  child,  aged  nine,  with  great  relief  to  the  supra-orbital 
pain,  and  the  irrigation  was  followed  by  a  rapid  fall  of  temperature 
from  102°  to  99-6°  F. 

When  a  case  admits  of  irrigation  the  cure  is  usually  rapid  and 
complete. 

On  the  other  hand,  when  acute  symptoms  of  retention  persist 
and  it  is  difficult  or  impossible  to  make  applications  of  the  cocaine 
mixture  to  the  middle  meatus  because  of  enlargement  of  the  middle 
turbinal,  this  structure  should  be  removed  together  with  any 
obstructing  anterior  etlimoidal  cells  and  the  aforementioned  treat- 
ment carried  out.  I  have  seen  oedema  of  the  upper  eyelid 
associated  with  acute  tenderness  of  the  anterior  wall  of  the  sinus 
completely  subside  after  removal  of  the  middle  turbinal  and 
application  of  cocaine  and  adrenalin  to  the  anterior  region  of  the 
middle  meatus. 

I  have  not  had  much  experience  of  Sondermann's  suction 
apparatus  in  the  treatment  of  acute  sinus  inflammation,  but  it  may 
be  tried,  or  failing  it  an  efficient  exhaust  ma}^  be  made  by  means  of 
a  Politzer's  bag. 

I  have  never  used  a  Briinings^  light  head-bath  for  the  head,  but 
have  found  great  relief  from  hot  fomentations  applied  over  the 
loAver  forehead. 

When  acute  symptoms  persist  in  spite  of  the  above  measures, 
and  especially  when  swelling  and  oedema  appear  in  the  eyelid  and 
in  the  soft  tissues  over  the  sinus,  external  operation  will  be  called 
for,  because  it  is  more  than  probable  that  there  is  a  collection  of 
pus  under  the  periosteum. 
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Chronic  Empyema. 

The  history  of  the  surgery  of  the  frontal  sinus  lias  proved  to 
be  no  exception  to  the  rule  which  has  marked  the  progress  of  most 
surgical  discoveries  and  innovations.  First  comes  the  discovery  of 
a  new  area  with  its  associated  pathological  conditions  previously 
unrecognised  or  little  understood^  and  with  this  clearer  recognition 
there  is  gained  the  clue  to  symptoms  and  clinical  signs  hitherto 
unintelligible  or  misinterpreted. 

Eadical  measures  are  adopted,  and  very  soon  a  series  of  success- 
ful cases  are  reported  by  the  pioneers  in  this  new  territory  of 
human  frailty.  An  inrush  of  enthusiastic  workers  follows,  and 
claims  are  pegged  out  in  the  name  of  this  or  that  surgeon  who 
devises  an  operation,  or  more  often  modifies  that  of  his  fellow 
worker.  The  pace  is  fast  and  furious  but  soon  the  inevitable  fatal 
cases  occur,  or  the  after-results  are  not  all  that  was  promised  or 
desired,  and  by  mutual  consent  a  halt  is  called,  breathing  time  is 
asked  for,  and  we  look  around  to  take  stock  of  our  position. 
During  this  pause  there  are  those  who  wonder  if,  after  all,  it  is  not 
possible  to  secure  the  well-being  and  happiness  of  the  patients  by 
measures  which  shall  entail  less  suffering  aud  less  risk  to  life  as 
w^ell  as  a  diminution  of  anxiety  on  the  part  of  the  surgeon. 

I  think.  Sir,  that  this  is  our  position  to-day — that  we  meet  to 
discuss  whether  it  is  not  possible  in  these  times  of  fuller  knowledge 
and  riper  experience  '■'  to  make  the  punishment  tit  the  crime,"  and 
I  esteem  it  a  great  compliment  that  the  Council  has  asked  me — I 
fear  one  of  the  radical  pioneers  in  the  surgery  of  the  frontal  sinus 
— to  share  in  opening  this  discussion. 


Anatomical  Considerations. 

There  can  be  few  regions  in  the  body  where  the  difference 
between  the  success  or  failure  of  surgical  interference,  or,  indeed, 
the  very  life  of  the  patient,  depends  more  on  an  intimate  and 
practical  knowledge  of  anatomy  than  it  does  in  the  region  of  the 
ethmoid  bone  which  borders  so  closely  on  important  and  vital 
structures. 

For  this  reason  I  propose  to  point  out  the  main  anatomical 
features  met  with  in  the  region  of  the  anterior  ethmoidal  labyrinth 
and  its  relation  to  the  frontal  sinus,  the  cribriform  plate  and  the 
orbit.  These  relationships  will  be  demonstrated  by  photographs 
which  have  been  taken  from  specimens  prepared  by  myself  and 
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from  illustrations  selected  from  the  works  of  Logan  Turner, 
Beaman  Douglass,  Mosher,  Onodi  and  others.  To  Mosher,  of 
Boston  (U.S.A.),  I  am  especially  indebted,  and  would  refer  you  to 
his  excellent  monograph,  "  The  Applied  Anatomy  and  Intra-nasal 
Surgery  of  the  Ethmoidal  Labyrinth,"  Laryngosco'pe,  September, 
1913. 

The  superficial  features  of  the  outer  wall  of  the  nasal  fossa  are 


■  ■■'■/ 


Fig.  1. — A.  Posterior  cut  end  of  middle  turbinal.  b.  Ethmoidal  bulla,  c.  Unci- 
nate process  of  ethmoid.  i>.  Frontal  sinus.  e.  Opening  of  an  anterior 
ethmoidal  cell.  f.  Opening' of  ethmoidal  bulla.  G.  Extension  of  left  sphenoidal 
sinus  behind  right  sinus.     (From  specimen  dissected  by  author.) 

familiar  to  you  all,  viz.  the  superior,  middle  and  inferior  turbinal 
bodies. 

If  the  middle  turbiual  is  removed,  two  structures  immediately 
call  for  notice  (Fig.  1). 

(1)  The  ethmoidal  huJla,  the  largest  of  the  auterior  ethmoid 
cells.  Its  lower  convex  border  lies  in  the  concavity  of  the  hiatus 
semilunaris. 
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(2)  The  hiatus  semilunaris,  a  curvilinear  depression  bounded 
above  by  the  ethmoidal  bulla  and  below  by  the  edge  of  the  uncinate 
process  of  the  ethmoid. 

The  hiatus  is  the  communication  between  the  middle  meatus 
and  the  '^infundibulum.'' 

The '^  infundibulum  "  is  the  curved  gutter-like  channel  on  the 
outer  wall  of  the  middle  meatus  bounded  above  by  the  bulla 
ethmoidalis,  and  below  and  internally  by  the  outer  surface  of  the 
uncinate  process. 

It  may  terminate  anteriorly  and  superiorly  in  one  of  two  ways  : 

(1)  By  ending  blindly  in  an  ethmoidal  cell. 

(2)  By  being  continued  upwards  into  the  fronto-nasal  dnct. 
The  "fronto-nasal  duct''  is  the  canal  or  passage  which  leads 

from  the  infundibulum,  or  from  the  middle  meatus  into  the  frontal 
sinus. 

Mosher  says  that  in  25  per  cent,  of  the  skulls  he  examined  the 
fronto-nasal  canal  was  continuous  witli  the  infundibulura,  while  in 
50  per  cent,  it  opened  freely  [i.  e.  independently  of  the  inf  undibulum) 
into  the  middle  meatus. 

You  are  aware  that  the  cells  composing  the  ethmoidal  labyrinth 
are  divided  into  an  anterior  and  posterior  group  by  a  thin  diagonally 
placed  plate  of  bone,  which  is  limited  externally  by  the  os  planum 
of  the  ethmoid,  and  internally  projects  into  the  nasal  cavity  and 
forms  the  middle  turbinal  body.  Each  true  cell  has  an  opening  of 
its  OAvn,  and  those  cells  which  belong  to  the  anterior  group  open  into 
the  middle  meatus,  while  those  of  the  posterior  group  open  into  the 
superior  meatus. 

The  cells  in  each  group  vary  in  number,  and  we  shall  not  be  far 
wrong  if  we  say  that  the  anterior  may  number  from  three  to  seven 
and  the  posterior  from  one  to  four.  As  a  rule  the  anterior  cells 
are  smaller  than  the  posterior,  and  their  openings  are  in  the  region 
of  the  hiatus  semilunaris  and  inf  undibulum. 

May  I  remind  you  of  the  great  variations  which  may  be  met 
with  in  the  size,  structure  and  situation  of  the  ethmoidal  cells. 
It  will  only  be  necessary  to  refer  to  the  most  important  of  them. 

(1)  The  "  bulla  frontalis"  is  an  anterior  ethmoidal  cell  which 
projects  upwards  and  anteriorly  into  the  floor  of  the  frontal  sinus, 
and  is  a  frequent  cause  of  obstruction  to  the  catheterisation  of 
the  frontal  sinus. 

Sometimes  these  cells  are  found  in  front  and  to  the  inside  of  the 
fronto-nasal  duct  and  end  beneath  the  intersinus  septum,  thus 
producing  a  bulging  outwards  of  the  lower  part  of  the  septum. 


248  1  he  Journal  of  Laryngology,  .May,  1914. 

(2)  The  ''cell  of  the  agger  nasi''  (Figs.  2  and  3)  is  a  cell  (some- 
times two  or  three)  often  developed  in  the  anterior  and  upper  third 
o£  the  uncinate  process,  and  frequently  proves  the  main  obstacle  to 
probing  the  frontal  sinus. 

We  are  indebted  to  Mosher  for  pointing  out  the  importance  of 
removing  this  cell  in  order  to  gain  free  access  to  the  frontal  sinus 
and  to  the  anterior  cells  of  the  lateral  mass. 

This  agger  cell  ''  is  covered  by  the  anterior  attachment  to  the 
middle  turbinal  where  this  bridges  across  the  upper  part  of  the  un- 
ciform groove"  (Mosher,  loc.  cit.)  (Fig.  3). 

(3)  Fronto-ethmoidal  cells,  which  extend  outwards  for  a  varying 
distance  between  the  roof  of  the  orbit  and  the  frontal  sinus. 

(4  and  5)  It  is  unnecessary  to  do  more  than  mention  the  presence 
of  maxillo- ethmoidal  and  spheno- ethmoidal  cells,  because  they 
scarcely  come  within  the  purview  of  this  discussion. 

The  "ostium"  of  the  frontal  sinus  is  a  narrow  communication 
of  the  frontal  sinus  with  either — 

(a)  The  nose  directly,  when  it  opens  in  the  upper  anterior 
portion  of  the  middle  meatus. 

(b)  The  upper  end  of  the  fronto-n;>sal  duct  when  this  opens 
into  the  infundibulum. 

Its  normal  position  is  below  the  level  of  the  cribriform  plate,  and 
it  may  be  displaced  mesially  towards  the  cribriform  plate,  laterally 
towards  the  orbital  plate  of  the  frontal  bone,  anteriorly  towards 
the  nasion,  or  so  far  posteriorly  that  it  is  close  to  the  posterior  wall 
of  the  frontal  sinus. ^ 

Danger  would  be  encountered  in  the  intranasal  operation  if 
the  ostium  were  small,  or  if  it  were  situated  near  the  sagittal 
plane  and  at  a  higher  level  than  the  cribriform  plate. 

Genekal  Considerations. 

It  is  obvious  that  if  the  intranasal  method  of  treating  chronic 
frontal  sinus  suppuration  is  to  partially  supplant  the  external 
operation,  it  must  conform  to  certain  elementary  principles  which 
underlie  the  treatment  of  similar  conditions  in  other  bony-walled 
cavities.     Briefly  these  principles  are  : 

(1)  Provision  must  be  made  for  free,  spontaneous  and  perma- 
nent drainage. 

(2)  The  removal  of  pyogenic  membrane  and  foci  of  infection. 

1  Gordon  Wilson,  Trans.  Anier.  Laryng.  Soc,  1908,  p.  178. 
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Fig.  2. — a.  Frontal  sinus,  b.  "  Ag^er "  cell.  c.  Fronto-nasal  canal,  d.  Large 
ethmoidal  bulla,  e.  Accessory  antral  "  ostium."  (From  spacimen  dissected 
by  author.) 


Fig.  3. — a.  Upper  portion  of  ethmoidal  bulla,     b.  Upper  end  uncinate  process, 
c.  "  Agger  "  cell.     (From  specimen  dissected  by  author.) 

To  Illustrate  Mr.  Herbert  Tilley's  Paper  on  The  Intranasal  Tre.at- 
MENT  OF  Empyema  of  the  Fkontal  Sincs. 

Aiilard  <5r  Son,  Intpr. 
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(3)  The  establishment  of  a  nou-suppurative  lining  mucous 
membrane^  or  the  complete  obliteration  of  the  bony  cavity  by 
organised  granulation-tissue. 

Finally,  the  intranasal  method  must  possess  advantages  over 
the  external  operation,  and  show  equally  good  or  even  better  results 
in  those  cases  Avhei-e  there  is  a  choice  as  to  which  method  can  be 
employed. 

Guided  by  the  principles  just  enunciated  it  will  be  clear  that 
only  a  certain  percentage  of  cases  treated  by  the  intranasal  method 
will  be  curable. 

If  the  frontal  sinus  is  of  moderate  size,  free  from  bony  septa 
which  divide  it  into  almost  separate  chambers,  and  the  fronto-nasal 
canal  permits  of  enlargement  so  that  free  and  permanent  drainage 
can  be  secured,  then  we  may  look  for  success  even  to  the  establish- 
ment of  a  cure.  If  these  desiderata  are  absent,  then  while  the 
intranasal  operation  may  induce  marked  relief  of  symptoms,  only 
the  external  operation  will  give  the  chance  of  a  cure.  I  use  the 
word  "  chance  "  purposely,  because  even  when  the  sinus  is  fully 
exposed  from  the  outside  by  the  Killian  or  any  other  operation,  we 
know  that  a  complete  cessation  of  discharge  with  obliteration  of  the 
cavity  is  sometimes  almost  impossible  of  attainment,  especially  in 
those  instances  where  the  depth  of  the  sinus  from  before  backwards 
is  abnormally  great. 

What,  then,  are  the  conditions  which  would  lead  us  to  favour 
the  intranasal  method  of  operation  ? 

(1)  When  the  sinus  is  ca{)able  of  being  entered  by  a  suitably 
curved  probe  or  cannula.  And  here  I  would  say  that,  generally 
speaking,  a  diseased  sinus  is  easier  to  enter  than  a  normal  one. 

(2)  When  the  sinus  is  not  subdivided  by  septa  into  practically 
a  series  of  nlmost  separate  bony-walled  cavities. 

This  information  can  only  be  gained  beforehand  by  a  good 
skiagram,  and  this  method  of  examination  must  never  be  omitted 
either  in  the  intra-  or  extra-uasal  operation,  for  the  knowledge  it 
will  give  us  may  be  invaluable  in  many  ways. 

Granted  the  favourable  conditions  referred  to,  I  do  not  think 
that  the  chronicity  of  the  case,  or  the  extent  of  pyogenic  membrane 
present,  need  militate  against  our  choice  of  the  intianasal  method, 
because  if  free  drainage  can  be  secured  by  enlarging  the  fronto- 
nasal duct  we  can  destroy  a  great  part  of  the  unhealthy  membrane 
by  methods  to  which  I  shall  refer  presently. 

What  conditions  should  influence  us  in  selecting  the  external 
method  ? 
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(1)  A  narrow,  tortuous  fronto-nasal  duct  which  will  not  permit 
the  passage  of  a  probe. 

This  condition  becomes  less  frequent  with  increased  experience 
in  intranasal  manipulation  and  knowledge  of  anatomical  detail. 
The  narrow  tortuous  duct  is  often  due  to  a  large  cell  or  cells  iu  the 
upper  anterior  end  of  the  uncinate  process — the  so-called  "agger  " 
cells,  and  these  are  easy  to  remove,  as  Mosher  has  shown,  and  I  can 
heartily  endorse  his  assertion  that  by  such  a  removal  a  fronto- 
nasal duct  hitherto  impassable  may  be  easily  traversed  by  a  full- 
sized  probe. 

The  specimens  shown  demonsti'ated  this  point  very  well. 

(2)  When  the  posterior  wall  of  the  frontal  sinus  is  so  low  as  to 
closely  overhang  the  ostium  of  the  sinus.  Any  force  used  in  trying 
to  enter  the  sinus  cavity  in  these  conditions  might  easily  set  up  an 
infective  meningitis.  Possibly  the  fatal  cases  published  some  years 
ago  by  Schafer,  Mermod  and  others  belonged  to  this  category. 

A  profile  skiagram  might  give  invaluable  information  in  such  a 
case,  and  if  there  was  any  doubt  about  it,  the  probe  should  be  passed 
under  the  guidance  of  the  Rontgen  ray. 

(3)  Those  cases  would  be  especially  dangerous  where  the 
"  ostium  "  of  the  sinus  is  situated  above  the  level  of  the  cribriform 
plate,  and  still  more  so  when,  in  addition,  the  ostium  is  close  to  the 
sagittal  plane. 

(4)  The  external  operation  would  generally  be  necessary  in  the 
presence  of  an  external  fistula,  of  ocular  or  meningeal  symptoms,  or 
if  severe  symptoms  continue  after  the  intranasal  operation  has  been 
performed. 

One  great  point  in  favour  of  the  preliminary  intranasal  opera- 
tion is  that  by  means  of  it  Ave  are  enabled  to  remove  practically 
all  the  obstruction  in  the  nasal  cavity  below  the  level  of  the  ostium 
of  the  sinus,  and  this  applies  to  septal  deformities  as  well  as  ethmoidal 
obstruction,  whether  the  latter  be  diseased  or  in  a  normal  condition. 
Hence,  even  if  an  external  operation  be  later  on  advisable,  one 
essential  point  in  its  success  has  already  been  attained,  for  everyone 
will  agree  that  free  intranasal  drainage  is  the  chief  desideratum  in 
all  external  operations  on  the  frontal  sinus. 

Finally,  if  by  care  and  attention  to  the  anatomical  details 
already  outlined  we  can  render  the  intranasal  method  less  dangerous 
than  the  external  operation,  the  approach  to  the  diseased  sinus 
through  the  nasal  cavity  possesses  two  supreme  advantages  over 
the  external  route  : 

(1)   It  is  free  from  the  indelible  scar  which  has  so  often  induced 
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patients  to  put  up  with  tlieir  ti'oubles  rather  than  submit  to  external 
operation. 

(2)  The  time  involved  in  after-treatment  is  enormously  reduced. 
In  the  external  operation  this  will  be  rarely  less  than  from  four  to 
six  weeks,  and  during  this  period  the  patient  is  almost  totally  in- 
capacitated from  work  or  pleasure  because  of  a  bandaged  or  covered 
eye.  On  the  contrary,  after  the  intranasal  method  the  patient  can 
usually  go  out  with  safety  a  week  after  the  operation. 


The  Intranasal  Operation  for  the  Relief  or   Cure   of  Chronic 
Inflammation  of   the  Frontal  Sinus. 

In  the  following  brief  description  I  shall  assume  that  the  disease 
is  of  long  standing,  that  the  lining  membrane  has  undergone 
extensive  polypoid  degeneration,  and  that  the  anterior  ethmoid 
cells  are  in  a  condition  of  chi-onic  inflammation,  which  shows  itself 
by  the  presence  of  numerous  polypi  or  polypoid  buds,  and  that 
when  the  cells  are  examined  by  a  probe  they  give  evidence  of 
undue  friability  owing  to  rarefying  osteitis.  I  shall  also  assume 
that  it  is  possible  to  catheterise  the  sinus  through  the  fronto-nasal 
canal,  and  that  a  frontal  and  lateral  skiagram  show  that  the  con- 
formation of  the  sinus  does  not  contra-indicate  treatment  by  the 
intranasal  method. 

Three  quarters  of  an  hour  before  the  administration  of  the 
general  anaesthetic  a  hypodermic  injection  of  morphia  gr.  ^  and 
atropine  gr.  y-i^  is  administered.  This  will  check  undue  secretion 
of  mucus  in  the  nasal  cavity  and  minimise  certain  dangers  inherent 
to  general  narcosis. 

A  small  swab  of  gauze  soaked  in  equal  parts  of  a  20  per  cent. 
solution  of  cocaine  and  adrenalin  chloride  should  be  applied  to  the 
middle  meatus  and  middle  turbinal  regions. 

Immediately  before  the  operation  the  frontal  sinus  should  be 
thoroughly  washed  out  with  normal  saline  solution  to  which  a 
little  peroxide  of  hydrogen  solution  may  be  added.  The  maxillary 
antrum  should  also  be  irrigated  if  it  acts  as  a  reservoir  or  generator 
of  pus. 

I  attach  great  importance  to  this  preliminary  cleansing  as  a 
means  of  avoiding  post-operative  septic  contamination. 

When  the  patient  is  anaesthetised  and  lying  on  his  back  with 
the  head  slightly  raised  on  a  pillow,  I  remove  the  middle  turbinal 
bone  by  means  of  Walsham's  scissors  and  snare.    Any  little  bleeding 
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can  be  readily  checked  by  the  application  of  gauze  moistened  with 
pei'oxide  of  hydrogen  solution. 

One  next  endeavours  to  enter  the  anterior  ethmoidal  cell  region, 
to  remove  this  thoroughly,  and  in  so  doing  to  desti'oy  the  fronto- 
nasal canal  and  gain  as  close  and  as  free  access  to  the  frontal  sinus 
as  is  possible  without  running  undue  risks.  The  anterior  ethmoidal 
cells  can  be  best  entered  opposite  and  external  to  the  anterior 
attachment  of  the  middle  turbinal  {vide  Plate  II,  fig.  4). 

For  this  purpose  a  small  mastoid  gouge  on  a  long  shank  is  very 
useful. 

Pressure  outwards  and  slightly  backwards  will  easily  break 
into  the  anterior  cells,  and  the  instrument  continues  in  this  direction 
till  it  meets  the  laclnymal  bone  and  the  os  planum  of  the  ethmoid. 
Its  presence  in  the  region  of  the  lachrymal  bone  can  easily  be 
detected  by  the  surgeon  placing  a  disengaged  finger  over  the 
internal  canthus.  The  cutting  edge  of  the  instrument  should  now 
be  directed  downwards,  and  with  a  little  gentle  pressure  the  "bulla" 
and  lower  anterior  cells  may  be  destroyed  and  semi-detached 
fragments  removed  with  suitable  forceps. 

Externally  the  excursion  of  the  curette  will  be  limited  by  the 
lachrymal  bone  and  the  os  planum  of  the  ethmoid,  anteriorly  by  the 
hard  posterior  edge  of  the  ascending  process  of  the  superior 
maxillary  bone.  Posteriorly  it  w'ill  be  possible  to  enter  the 
posterior  group  of  cells  and  even  the  sphenoidal  sinus,  if  the  con- 
ditions present  demand  the  destruction  of  all  the  ethmoidal  cells. 

Having  thus  destroyed  the  anterior  group  of  ethmoidal  cells, 
including  the  agger  cells  w-hen  present,  and  the  fronto-nasal  canal, 
it  should  now  be  easy  to  pass  a  probe  into  the  frontal  sinus. 

Finally,  an  effort  should  be  made  to  enlarge  the  "ostium"  of 
the  sinus,  so  as  to  provide  free  drainage  into  the  nasal  cavity. 

I  have  already  shown  at  this  Section  a  burr  constructed  for  this 
purpose  and  it  has  served  me  excellently. 

The  instrument  is  constructed  as  to  its  curves  on  the  plan  of 
most  frontal  sinus  probes,  and  the  distal  end  is  thickened  and 
roughened  for  |-  in.,  but  only  on  its  anterior  and  lateral  surfaces  ; 
the  end  and  posterior  surfaces  are  flat  and  smooth,  so  that  it  is 
almost  impossible  to  injure  the  posterior  wall  of  the  sinus  if  it  should 
lie  close  above  the  ostium. 

The  burr  is  made  in  two  sizes  and  the  smaller  is  passed  first. 

When  it  enters  and  is  engaged  in  the  upper  end  of  the  fronto- 
nasal duct  or  the  ostium,  it  is  drawn  downwards  and  forwards  with 
a  little  pressure  of  the  upper  end  outwards.       By  this  means  the 
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Fig.  4. — Indicates  the  site  where  access  is  j^ained  to  the  anterior  group  of 
ethmoidal  cells. 


Fig.  5. — a-b.  Area  included  between  these  lines  indicates  the  ethmoidal  region 
when  the  anterior  group  of  cells  have  been  removed.  (From  specimen  dissected 
by  avithor.) 

To  Illustrate  Mr.  Herbert  Tilley's  Paper  on  The  Intranasal  Treat- 
ment OF  Empyema  of  the  Frontal  Sinus. 

Adlatd  <5r=  Son,  Iinpr. 
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ostium  may  be  considerably  enlarged,  especially  if  a  '^  frontal 
bulla ''  is  present. 

In  using"  these  or  any  other  instruments  in  this  region,  the 
surgeon  must  bear  in  mind  that  it  will  be  safer,  and  he  will  meet 
with  less  resistance,  if  he  enlarges  the  ostium  by  destroying  the 
outer  half  of  its  circumference  rather  than  the  inner,  which  maybe 
in  close  proximity  to  the  cribriform  plate. 

Having  made  as  free  a  communication  with  the  nasal  cavity  as 
is  possible  the  operation  is  finished  (Fiy.  5),  and  all  that  is  necessary 
is  to  place  a  small  piece  of  cotton-wool  in  the  nostril.  This  should  be 
constantly  replaced  as  soon  as  it  becomes  soiled,  and  it  should  be 
worn  for  at  least  a  week  following  the  operation. 

After  forty-eight  hours  the  nasal  ca^jity  should  be  sprayed  with 
a  5  per  cent,  solution  of  cocaine,  and  then  cleansed  by  means  of  a 
warm,  alkaline,  coarse  spray  to  which  some  peroxide  of  hydrogen 
solution  has  been  added  and  the  frontal  sinus  irrigated  through  a 
cannula  with  the  same  solution. 

This  treatment  should  be  carried  out  daily  for  a  week  or  ten 
days,  or  until  the  discharge  from  the  frontal  sinus  has  ceased  or 
shows  signs  of  doing  so. 

Any  tendency  to  the  growth  of  exubei'ant  granulations  in  the 
ethmoidal  region,  and  more  especially  around  the  opening  into  the 
frontal  sinus,  can  be  checked  by  the  application  of  nitrate  of  silver. 

If  the  discharge  from  the  frontal  sinus  does  not  show  signs  of 
ceasing  in  a  week  or  ten  days,  it  is  good  treatment  to  cleanse  it  as 
thoroughly  as  possible  [vide  .ncpra),  dry  it  out  by  the  insufiiation  of 
warm  air,  and  then  inject  a  solution  of  silver  nitrate,  60  gr.  to  the 
ounce. 

This  will  destroy  the  greater  part  of  the  villous  outgrowth  of 
the  pyogenic  membrane  and  permit  the  re-growth  of  a  more  normal 
lining  membrane. 

I  have  been  practising  this  operation  for  the  past  three  years 
and  so  far  I  have  had  no  fatality.  Neither  have  I  been  haunted 
by  that  always  possible  and  nearly  always  fatal  complication  septic 
osteomyelitis  of  the  frontal  bone.  My  results  have  been  more 
satisfactory  since  Mosher  pointed  out  the  importance  of  the  "agger" 
cell  at  the  meeting  of  the  British  Medical  Association  in  Liverpool 
in  1912,  and  I  do  not  think  we  can  over-estimate  the  practical 
importance  of  his  observations. 

For  two  years  I  have  not  performed  either  in  hospital  or  private 
practice  any  external  operation  on  the  frontal  sinus  for  chronic 
empyema,  but  I  have  done  at  least  thirty  intranasal  operations. 
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If  I  am  askedj  "  Have  you  cured  them  all  ?  "  my  reply  will  be, 
"  Certainly  not/'  if  is  meant  by  the  term  "  cure  "  a  total  absence 
of  any  purulent  or  muco-purulent  discharge  from  the  sinus.  Some 
of  the  patients,  however,  are  cured  even  when  judged  by  this 
severe  test,  but  most  of  the  remainder  have  been  relieved  of  head- 
ache and  other  subjective  symptoms,  while  the  amount  of  discharge 
has  been  so  reduced  as  to  be  almost  a  negligible  quantity. 

And  here  let  me  say  that  I  have  had  the  opportunity  of  seeing 
from  time  to  time  during  the  past  twenty  years  patients  with 
frontal  or  other  sinus  suppurations,  some  of  whom  liave  had 
temporising  operations  performed,  while  others  refused  any  form  of 
operation,  and  yet  to-day  they  seem  in  perfect  health,  and  only 
suffer  from  the  slight  inconvenience  of  the  discharge  for  which  they 
originally  consulted  me,  and  many  of  them  were  probably  advised 
to  undergo  the  external  radical  operations. 

Let  me  give  you  one  illustration. 

Three  weeks  ago  a  patient  came  to  see  me  whom  I  first  saw 
fifteen  years  ago  for  nasal  polypi  and  bilateral  suppurative  pan- 
sinusitis ;  I  then  discussed  with  him  the  radical  external  operation 
on  both  frontal  sinuses,  but  he  decided  against  any  intervention  as 
it  was  only  the  inconvenience  of  the  discharge  for  which  he  con- 
sulted me.  On  the  occasion  of  his  recent  visit  he  reminded  me  of 
my  earlier  and  radical  suggestions,  and  when  I  looked  at  him, 
standing  as  he  did  6  ft.  3  in.  in  height,  weighing  16  st,,  the  picture 
of  health  and  strength,  and  when  he  added,  "  I  have  never  had  a 
headache  in  my  life,"  it  seemed  to  me  that  we  have  yet  a  lot  to 
learn  about  the  protective  agencies  which  Nature  manufactures  in 
the  laboratory  of  the  human  body,  and  that  we  must  not  always 
regard  a  purulent  nasal  discharge  as  a  grave  condition  leading 
necessarily  to  the  formation  of  gastric  ulceration,  septic  pneumonia, 
intestinal  toxeemia  and  other  possible  evils. 

And  when  I  review  my  own  experiences  and  think  of  those 
recorded  by  others  (such,  for  example,  as  are  to  be  read  in  a  paper 
by  Dr.  Ross  Skillern  in  the  Laryvgoscojje,  November,  1913, 
"  Untoward  Results  following  the  External  Operation  on  the 
Frontal  Sinus:  A  Critical  Review  of  Twenty  Cases''),  one  cannot 
escape  the  conclusion  that  more  patients  have  died  or  suffered  as  a 
result  of  the  external  operation  than  from  the  untreated  disease. 
Furthermore,  when  we  look  back  upon  our  most  successful  cases 
in  which  the  scar  is  almost  invisible  and  the  intranasal  dis- 
charge has  quite  ceased,  and  bear  in  mind  the  tedious  and  often 
painful    after-treatment,    the    prolonged    convalescence    and     the 
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occasional  periods  of  anxiety  which  the  treatment  involved,  have 
we  not  sometimes  asked  ourselves,  "Was  it  really  worth  while?" 

To-day's  discussion  may  point  a  happier  way  for  at  least  some 
of  our  patients,  and  I  am  grateful  to  the  Council  for  inviting  me 
to  state  in  what  way,  and  for  what  reasons,  my  enthusiasm  for  the 
external  operation  has  been  so  tempered  by  experience  that  when 
it  is  possible  I  prefer  to  adopt  the  intranasal  method. 

Note. — In  conclusion  I  wish  to  acknowledge  my  obligation  to 
the  works  of  Ingals,  Spiess,  Halle,  and  Good,  as  well  as  to  those 
whose  names  have  already  been  mentioned. 


THE    INTERNATIONAL    COLLECTIVE    INVESTIGATION    OF 

OZ^NA. 

(Third  Notice.) 
By  a.  Brown  Kelly,  D.Sc,  M.D., 

Glasgow. 

The  death  of  Prof.  Grabower  in  January  deprives  us  not  only 
of  a  laryngologist  of  the  first  rank,  but  also  of  a  member  of  the 
committee  first  appointed  to  organize  the  International  Collective 
Investigation  of  Ozeena.  Of  that  committee,  the  third  member. 
Prof.  Alexander,  alone  survives.  Fortunately,  he  is  as  indefatig- 
able and  enthusiastic  in  the  work  of  this  investigation  as  when  first 
he  promulgated  the  scheme  at  the  Ehino-Laryngological  Congress 
in  Berlin  in  1911. 

A  fresh  impetus  has  been  given  to  the  Collective  Investigation 
by  the  bringing  to  light  of  the  all  but  forgotten  researches  of  Perez, 
to  which  important  significance  is  now  attached. 

Perez'  Researches. 

Dr.  Fernando  Perez,  of  Buenos  Ay  res,  described  m  the  Annales  de 
VInstitut  Pasteur  in  December,  1899,  a  small,  polymorphous.  Gram- 
negative,  immobile  rod  as  the  exciting  cause  of  oztena,  and  termed 
it  Cocco-bacillus  fcetidus  ozsenx.  His  numerous  publications  on  the 
subject  received  but  scanty  attention.  In  consequence  of  a  cor- 
respondence with  the  Berlin  Committee  of  this  Investigation  he 
submitted  his  results  last  year  to  the  Institute  of  Sero-Therapeutics 
in  the  University  of  Vienna,  from  which  he  received  complete  con- 
firmation. 
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In  November  last  he  read  a  paper  on  oz^na  at  a  meeting  of  the 
Berlin  Laryngological  Society.^  In  the  conrse  of  this  he  stated  that 
having  recognised  ozsena  to  l)e  a  family  disease,  and  that  a  mother 
with  ozsena  might  have  one  or  more  children  similarly  affected,  he 
was  led  to  regard  the  disease  as  infectious.  At  first  he  assumed 
the  infection  to  be  due  to  the  Loewenberg-Abel  organisms,  but  after 
studying  their  cultural  properties  and  failing  to  produce  the  disease 
in  animals,  he  proceeded  to  investig'ate  thoroughly  the  flora  of  the 
nasal  cavity  in  oz^Bna  patients.  He  succeeded  in  isolating  the  follow- 
ing organisms :  Staphylococcus  albus  and  citreus, diphthei'oid  bacillus, 
B.  col't,  B.  pyocycuiens,  M.  tetragenus,  streptococcus,  proteus, 
pneumococcus,  yeast-cells,  and  lastly,  a  special  cocco-bacillus  which 
differed  from  all  the  known  varieties.  Perez  now  believes  that  this 
microbe  is  the  cause  of  the  disease  and  he  has  termed  it  Cocco- 
bacillus  foetidus  ozxnx. 

This  organism  is  stained  with  aniline  dyes  but  is  Grram-negative. 
In  oztena  secretion  and  in  cultures  it  appears  as  a  small  immobile 
cocco-bacillus,  which  at  the  temperature  of  the  body  grows  well  on 
ahnost  all  media.  In  peptonised  bouillon  it  forms  in  twenty-four 
hours  a  marked  sediment  with  cloudy  supernatant  fluid.  On  agar, 
fairly  abundant  colonies  develop.  On  plates,  small  opaque  deep 
colonies  may  be  seen.  The  organism  does  not  liquefy  gelatin,  it 
grows  on  potato  media,  never  curdles  milk,  and  produces  ammoniacal 
fermentation  of  urine.  All  cultures  of  this  cocco-bacillus  give  rise 
to  a  specific,  characteristic  odour  which  is  exactly  similar  to  that 
of  the  disease. 

Inoculation  experiments  by  Perez  gave  striking  results.  Injec- 
tion of  J  c.cm.  of  a  bouillon  culture  into  the  marginal  vein  of  the 
ear  of  a  rabbit  caused  death  in  twenty-four  hours.  After  the 
injection  the  animal  became  quiet,  lost  its  appetite,  and  the  tem- 
perature rose  rapidly.  During  this  period  the  nasal  secretion  was 
observed  to  be  purulent,  hsemorrhagic,  and  occasionally  abundant. 
At  the  autopsy  hypersemia  of  the  spleen  was  found,  but  the  out- 
standing- changes  were  in  the  nasal  fossse,  and  consisted  in  mai-ked 
inflammation  of  the  mucous  membrane  of  the  turbinates,  especially 
the  anterior,  which  corresponds  to  the  inferior  in  man.  Bacterio- 
logical examination  revealed  the  presence  of  the  injected  organism. 
Hofer  produced  similar  changes,  only  somewhat  less  intense,  by 
injection  of  toxins  from  Perez'  microbe. 

If  the  animal  resisted  the  inoculation  it  became  affected  by  a 

1  "  Die  Ozsena  eine  infectiose  unci  kontagiose  Ki-ankheit/'  Ber.  hlin. 
Wochenschr.,  No.  52,  1913. 
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chronic  nasal  disease  characterised  by  a  constant  discharge  in 
which  the  inoculated  organism  was  again  found.  If,  after  some 
months,  it  was  killed,  a  very  remarkable  condition  could  be  demon- 
strated, namely,  atrophy  of  the  anterior  turbinate,  which  varied 
with  the  severity  and  duration  of  the  inflammation. 

These  experiments  show  that  this  cocco-bacillus  produces,  not 
an  ordinary  inflammation  of  the  nasal  cavities,  but  a  chronic 
process  leading  to  atrophy  of  the  anterior  turbinate,  so  that 
changes  result  comparable  to  those  found  in  the  human  subject. 

Ozasna  is  thus  proved  by  experiment  to  be  infectious  ;  it  can  also 
be  shown  clinically  to  be  contagious. 

Perez  investigated  the  contagiousness'  clinically,  and  found  93 
cases  in  which  the  disease  had  been  transmitted  from  one  member 
of  the  family  to  one  or  several  other  members,  and  35  cases  in  which 
the  disease  had  been  contracted  by  coming  into  contact  with 
subjects  of  ozffina  who  were  not  members  of  the  same  family.  This 
inquiry  was  valuable  in  allowing  of  the  recognition  in  families 
affected  by  the  disease  of  the  earlier  stages  of  ozsena  which  usually 
escape  notice.  In  a  family  of  several  children,  if  one  or  two 
presented  the  classical  signs,  others  were  found  to  suffer  from 
chronic  coryza  with  little  or  no  atrophy.  There  are  likewise  cases 
of  chronic  coryza  the  ozgenatons  nature  of  which  is  revealed  when 
one  inquires  as  to  the  possibility  of  contagion. 

The  theory  of  infection  also  furnishes  an  explanation  of  the 
occasional  spontaneous  cure  of  ozsena. 

One  need  not  be  surprised  that  the  part  played  by  contagion  is 
not  apparent ;  it  must  be  looked  for.  It  was  the  same  with  tuber- 
culosis. 

Ozsena  may  be  transmitted  to  man  also  by  the  dog.  This 
important  fact  has  been  proved  bacteriologically  and  clinically  by 
Perez,  but  notwithstanding  his  publications  on  the  subject  it  is  but 
little  known. 

The  cocco-bacillus  which  is  found  in  the  secretion  of  oz^na 
patients  occurs  normally  in  the  dog's  nose,  and  increases  in  those 
suffering  from  distemper.  It  produces  pneumonic  patches.  Perez 
has  not  found  it  in  the  nasal  cavities  of  other  domestic  animals. 
It  IS  thus  the  dog  only,  and  particularly  the  diseased  dog,  that 
can  transmit  oz^na.  The  possibility  of  such  a  mode  of  infection 
should  receive  consideration  when  a  solitary  case  of  ozsena  occurs 
in  a  family. 
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Hofer's  Experiments. 

Perez'  experiments  have  recently  been  repeated  and  his  results 
critically  scrutinised  by  Hofer.^ 

In  his  paper,  Hofer  refers  to  the  difficulty  of  isolating  the  Cocco- 
hacillus  fcetidu^  ozxnFe  owing  to  the  great  variety  of  organisms 
present  in  oztena  crusts.  For  several  weeks  he  endeavoured  to 
obtain  a  pure  culture  without  success.  Ultimately  he  adopted  the 
expedient  of  injecting  into  the  vein  of  the  rabbit's  ear  a  mixed 
culture  in  bouillon  in  which,  owing  to  its  characteristic  smell,  he 
assumed  the  foetor-producing  organism  was  present.  In  a  few 
days  the  animal  had  a  profuse  purulent  nasal  discharge  from  which 
a  pure  culture  of  the  Cocco-bncUlus  fcetidus  ozsenfe  was  obtained. 

The  result  of  the  agglutination  test  of  the  patient's  serum  for 
the  Cocco-hacillus  foetidus  is  of  interest.  In  a  small  fraction  of  the 
cases  examined  distinct  agglutination  was  obtained,  demonstrating 
the  specific  nature  of  the  process. 

When  we  consider  the  purely  local  character  of  the  disease  and 
the  toxicity  of  the  microbes  present,  under  which  circumstances  we 
almost  never  expect  higher  agglutination  values,  the  fact  mentioned 
is  significant. 

Hofer  and  Kofler-  tried  a  vaccine  of  the  Cocco-hacilhis  fvetidus 
in  oz^ena  patients.  The  vaccine  was  obtained  from  strains  from 
seven  different  cases  of  oz^ena,  and  was  thus  polyvalent.  It  was 
injected  subcutaneously  in  doses  of  10  to  500  million  organisms 
weekly.  Thirty  cases  were  treated,  all  of  which  presented  the 
cardinal  symptoms  of  genuine  ozgena.  The  Wassermann  test  was 
also  applied. 

In  all  of  the  cases  more  or  less  local  reaction  was  evidenced  by 
pain  at  the  place  of  puncture  with  slight  redness  and  infiltration. 
As  a  rule,  all  these  symptoms  appeared  after  the  first  three  injections. 

The  following  manifestations  of  a  nasal  reaction  were  observed  : 
Immediately  after  the  first  few  injections,  and  in  some  cases  after 
the  later  injections,  acute  cold  in  the  head  with  various  local 
disturbances,  e.  g.  marked  pulsation,  epistaxis,  redness  of  nostrils, 
tendency  to  sneeze  and  frequently  temporary  aggravation  of  the 
fcetor. 

Amongst  other  local  reactions  might  be  mentioned  :  Flushing  of 

'  G.  Hofer,  "  Zur  Frage  nach  der  JJJtiologie  der  genuinen  Ozsena/'  Berl.  klin. 
Wochenschr.,  No.  52,  1913. 

^  G.  Hofer  und  K.  Kofler,  "Bisherige  Ergebnisse  einer  neuen  Vakzinations- 
therapie  bei  Ozsena,"  Wiener  klin.  Wochenschr.,  No.  42,  1913. 
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the  face,  congestion  and  feeling'  of  heat  in  the  head,  headache,  pain 
over  both  frontal  processes,  toothache,  conjunctivitis,  sore  throat, 
tinnitus,  all  of  which  were  but  slightly  marked. 

Sooner  or  later  in  the  course  of  the  treatment  in  almost  all 
cases  a  surprising  diminution  or  even  complete  cessation  of  the 
foetor  was  observed.  This  was  noted  in  the  examination  both  of 
the  patients  and  of  the  crusted  material  removed.  It  should  be 
emphasised  that  the  decrease  in  intensity  of  the  t'oetor  took  place 
before  any  diminution  in  the  crust-formation  was  evident.  The 
liquefaction  of  the  secretion  which  is  very  often  seen  at  the 
beginning  of  the  treatment  might  explain  this  fact,  had  a  similar 
loss  of  foetor  not  been  noted  in  cases  in  which  no  loosening  of  the 
crusts  had  occurred.  This  condition,  in  which  there  is  no  visible 
retrogression  in  crust-formation,  but  cessation  of  the  foetor,  some- 
times persists  for  a  considerable  time.  The  effect  on  the  foetor  is 
due  solely  to  a  specific  influence.  Hofer  is  inclined  to  attribute  the 
fcetor  to  the  direct  activity  of  the  micro-organisms,  which  is  also 
observed  in  cultures.  He  therefore  regards  foetor  as  the  most 
sensitive  manifestation  of  the  disease  and  the  first  to  show  the 
reaction. 

The  diminished  crust-formation  allows  the  patient  to  reduce  the 
frequency  of,  or  to  discontinue,  the  washing  of  the  nose.  The  crusts 
sometimes  assume  the  aspect  of  normal  nasal  secretion. 

One  of  the  earliest  results  of  the  treatment  is  the  disappearance 
of  the  pharyngitis  or  laryngitis  sicca.  This  is  due  partly  to  the 
liquefaction  of  the  secretion  and  partly  to  diminntion  or  cessation 
of  crust- formation. 

Hofer,  in  conclusion,  states  that  he  believes  active  immunisation 
with  Perez'  microbe  offers  a  very  favourable  prospect.  Time  alone 
will  show  whether  the  improvement  amounts  to  cure.  He  is  con- 
vinced that  the  therapeutic  results  at  present  obtained  are  not 
merely  symptomatic,  and  this  consideration  supports  the  vieAv  that 
the  Cocco-hacillus  foetidus  is  the  aetiological  agent. 

Additional  Aims  of  the  Investigation. 

It  is  now  the  duty  of  the  Collective  Investigation  to  study  in 
detail  the  researches  of  Perez,  This  is  being  done  in  the  Imperial 
Public  Health  Office  in  Berlin,  where  two  investigators  are  engaged 
solely  in  the  work,  also  in  Vienna,  Buda-Pesth,  Prague,  Konigsberg, 
Posen,  Christiania,  Turin,  and  Glasgow.  It  is  desirable,  however, 
that  these  examinations  be  conducted  in  as  many  places  as  possible 
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so  that  unprejudiced  results  may  be  obtained.  Dr.  Gustav  Hofer 
(Institut  fiir  allegemeine  und  experimentelle  Pathologie,  Kinder- 
spitalgasse  16,  Vienna)  has  kindly  promised  to  send  original  strains 
of  the  bacillus  of  Perez  to  all  interested. 

The  solution  of  the  following  problems  is  required  : 

(1)  Is  the  bacillus  of  Perez  present  in  the  nose  in  ozaena,  and  in 
what  percentage  of  cases  ? 

(2)  Is  it  true,  as  Perez  states,  that  cultures  of  his  bacillus  give 
rise  to  an  intense  foetor  typical  of  ozeena  ? 

(3)  When  injected  into  the  marginal  vein  of  the  rabbit's  ear, 
under  the  precautions  given  by  Pei'ez  and  Hofer,  does  the  bacillus 
produce  atrophy  of  the  anterior  tnrbinal  of  the  experimented 
animal  ? 

(4)  Is  the  bacillus  of  Perez  also  found  in  the  healthy  nose  or  in 
other  affections  of  the  human  nose,  especially  in  those  characterised 
by  crust- formation  ? 

(5)  Do  other  bacteria  exist  in  tlie  liuman  nose  which  produce 
in  the  experimented  animal  symptoms  similar  to  those  excited  by 
the  bacillus  of  Perez  ? 

Perez  now  maintains,  as  stated  abov^e,  that  his  bacillus  occurs 
also  in  the  dog's  nose,  and  that  oza3i)a  may  be  transmitted  from  the 
dog  to  man. 

As  a  consequence,  the  following  additional  questions  require 
consideration : 

(6)  Is  the  bacillus  of  Perez  present  in  the  dog's  nose  (a)  when 
healthy,  and  {b)  when  diseased  ? 

(7)  Does  the  bacillus  of  Perez  occur  also  in  the  nose  of  other 
animals,  especially  domestic  pets  ? 

(8)  In  the  noses  of  animals  do  other  bacteria  exist  which  produce 
in  animals  experimented  on  symptoms  similar  to  those  caused  by 
the  bacillus  of  Perez  ? 

The  Berlin  Committee  believe  that  questions  6-8  can  best  be 
settled  in  the  laboratories  of  veterinary  schools.  Workers  in  this 
investigation  having  such  facilities  at  their  disposal  and  capable  of 
utilising  them  are  requested  to  do  so. 

We  have  pleasure  in  acknowledging  further  assistance  from  the 
Carnegie  Trust  towards  this  investigation  in  granting  Dr.  J.  F. 
Smith  a  research  scholarship.  Dr.  Smith,  who  has  already  done  a 
considerable  amount  of  work  in  connection  with  ozsena,  is  now 
engaged  almost  exclusively  in  forwarding  the  objects  of  the 
International  Collective  Investigation  of  Ozjena  by  bacteriological 
and  serological  research.     He  has  kindly  undertaken  to  cari-y  out 
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bacteriological  examinations/ the  Wassermann  reaction^  etc.^  in 
ozsena  cases  for  those  engaged  in  this  collective  investigation. 
Tabes  to  contain  blood,  suitably  packed  for  transmission  by  post, 
may  be  obtained  free  of  charge  on  application  to  him  at  the 
Clinical  Laboratory,  Western  Infirmary,  G-lasgow. 

It  is  the  intention  of  the  Central  Committee  in  Berlin  to  present 
at  the  meeting  of  the  Fourth  International  Laryngo-Rhinological 
Congress,  to  be  held  in  Hamburg  in  1915,  a  review  of  all  the  reports 
received  from  the  different  countries  in  which  the  collective 
investigation  of  ozaBna  has  been  carried  on ;  also,  all  scientific 
works  bearing  on  the  subject  that  owe  their  inception  to  this 
investigation.  The  review,  reports,  papers,  etc.,  will  be  published 
in  a  special  volume.  Authors  are  particularly  requested  to  reserve 
their  contributions  foi-  first  publication  in  this  volume,  inclusion  in 
which  will  not  preclude  publication  elsewhere.  A  number  of 
papers  have  been  already  promised.  In  order  to  get  an  idea  of  the 
probable  amount  of  material  available  and  to  make  arrangements 
for  printing,  intimation  of  papers,  mentioning  subject  and  length, 
should  be  sent  to  the  Berlin  Committee  before  July  1,  1914. 

All  reports,  papers,  etc.,  bearing  on  the  Collective  Investigation 
in  Great  Britain  and  the  Colonies,  should  be  in  the  hands  of  the 
writer  not  later  than  December  1,  1914. 


REPORTS  FOR  THE  YEAR  1913  FROM  THE  EAR  AND  THROAT 
DEPARTMENT  OF  THE  ROYAL  INFIRMARY,  EDINBURGH. 

Under  the  care  of  A.  Logan  Turner,  M.D.,  F.R.C.S.E.,  F.R.S.E. 

PART    IV. 

NOTES  UPON  THE  RESULTS  OBTAINED  IN  TWO  HUNDRED 
CONSECUTIVE  CASES  OF  ACUTE  OTITIS  MEDIA 
IN  WHICH  THE  SCHWA  RTZE  OPERATION  WAS 
PERFORMED.      • 

By  John  Hewat,  M.D., 

Senior  Clinical  Assistant. 

Perdsal  of  the  paper  read  by  Holger  Z\Iygind  "  On  Secondary 
Suture  after  Simple  Resection  of  the  Mastoid  Process  "  at  the  Oto- 
logical  Section  of  the  International  ileiical  Congress,  London, 
1913,  led  the  writer  to  prepare  the  following  notes,  which  are  taken 
from  two  hundred  consecutive  operations  performed  during  a 
period  of  five  years.     They  were  carried  out  by  Dr.  Logan  Turner 
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and  Dr.  J.  S.  Fraser  in  the  Ear,  Nose,  and  Throat  Department  of 
the  Royal  Infirmary,  Edinburgh. 

The  technique  in  all  the  cases  was  briefly  as  follows  :  One  half- 
hour  before  operation  a  hypodermic  injection  of  morphia  ^  gr.  and 
atropine  yyo  S^-  ^^^  given  in  the  large  majority.  The  anaesthetic 
was  chloroform  followed  by  ether,  A  curvi-linear  incision  was  made 
a  quarter  of  an  inch  behind  the  post-auricular  groove  from  a  point 
a  quarter  of  an  inch  above  the  temporal  ridge  downwards  to  the 
tip  of  the  inastoid  process.  The  mastoid  cells  were  either  entirely 
removed  or  very  freely  opened  up,  and  the  antrum  was  opened  in 
evei-y  case.  The  tip  of  the  mastoid  was  removed  in  100  cases, 
and  the  zygomatic  cells  only  in  a  few  cases.  The  mastoid  wound 
and  external  auditory  canal  were  packed  with  iodoform  worsted, 
and  the  upper  and  lower  angles  of  the  skin  incision  were  sutured 
with  silkworm-gut.^  Provided  there  were  no  contra-indications, 
the  first  dressing  followed  five  days  later,  and  afterwards  a  daily 
change  of  dressing  was  carried  out,  sterilised  gauze  being  sub- 
stituted for  the  iodoform  worsted.  The  mastoid  wound  was  cleaned 
at  each  dressing  with  peroxide  of  hydrogen,  and  dried  before  the 
packing  was  inserted.  Finally,  Avhen  the  wound  in  the  mastoid 
was  well  filled  with  healthy  granulations  and  the  discharge  had 
ceased  from  the  middle  ear,  the  edges  of  the  post-auricular  wound 
were  stitched  together,  after  freeing  them  from  the  underlying 
bone.  The  object  of  the  plastic  opei'ation  was  both  to  hasten 
healing  and  prevent  deformity.  A  general  anassthesia  was  used 
for  this  purpose  in  20  cases  and  local  anaesthetic  in  130  cases. 
The  secondary  plastic  procedure  was  performed  on  an  average 
twenty-seven  days  after  the  mastoid  operation ;  in  some  cases, 
however,  after  a  shorter,  in  others  after  a  longer  period  of  time. 

Age  and  Sex  of  Patients. — The  age  of  the  patients  ranged  from 
5  months  to  59  years  ;  the  average  age  was  23  years.  There  were 
95  males  and  105  females.  The  right  ear  was  affected  in  112,  the 
left  in  88  cases. 

Cause  of  the  Otitis  Media.— The  majority  of  the  cases  were 
attributed  to  influenza,  septic  conditions  of  the  throat,  acute 
rhinitis,  scarlet  fever,  and  bathing  in  that  order  of  frequency. 

Duration  of  the  Otitis  Media. — This  varied  from  three  days  to 
five  months.  The  average  duration  was  five  and  a  half  weeks.  In 
ten  of  the  cases  there  was  a  history  of  pi-evious  discharge  from 
the  same  ear  ;  in  twenty  there  was  no  history  of  discharge  from 

^  Except  in  cases  in  which  the  tip  was  removed,  when  the  lower  suture  was 
omitted. 
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the  ear;  in  ten  the  discharge  had  stopped  some  days  before 
admission  to  hospital.  In  one  there  was  well-marked  facial 
paralj-sis,  but  no  history  of  ear  discharge;  in  four  there  was  a 
chronic  discharge  from  the  other  ear  ;  and  in  twelve  there  was  an 
acute  catarrhal  condition  of  the  other  ear.  The  hearing  before 
operation  averaged  c.v.  2^  feet. 

Indications  for  Operations. — Mastoid  swelling  in  140  cases 
(cedema  or  abscess).  Mastoid  tenderness  combined  with  sagging 
of  the  meatal  wall  or  bulging  membrane,  60.  Sj'mptoms  suggesting 
an  intra-cranial  complication,  22. 

The  Temperature  before  Operation. — (i)  98'4°  F.  or  below  :  104 
cases,  including  30  with  sub-periosteal  abscess  and  3  with  intra- 
cranial complications  (2  peri-sinus  abscess,  1  sigmoid  sinus 
thrombosis). 

(ii)  Between  98*4°  and  99°  F.  :  29  cases,  including  9  with 
sub-periosteal  abscess  and  2  with  intra-cranial  complications  (1 
extra-dural  abscess,  1  cerebellar  and  temporo-sphenoidal  abscess). 

(iii)  From  99°  to  100°  F. :  28  cases,  including  15  with  sub- 
periosteal abscess  and  5  with  intra-cranial  complications  (1  acute 
labyrinthitis  and  meningitis,  1  sinus  thrombosis,  2  extra-dural 
abscesses,  1  meningitis). 

(iv)  Above  100°  F.  :  36  cases,  including  10  with  sub-periosteal 
abscess  and  12  with  intra-cranial  complications  (1  extra-dural 
abscess,  1  cerebellar  abscess,  5  lateral  sinus  thrombosis,  2  extra- 
dural abscesses  and  meningitis,  2  purulent  labyrinthitis  and 
meningitis,  1  extra-dural  abscess  and  diffuse  osteomyelitis). 

In  group  iv  the  cause  of  the  temperature  in  22  cases  was 
accounted  for,  either  by  an  intra-cranial  complication,  or  possibly 
by  the  existence  of  a  sub-periosteal  abscess.  Of  the  remaining  14, 
the  elevation  of  temperature  was  accounted  for  in  9  by  an  attack 
of  influenjia,  a  septic  throat,  a  mild  attack  of  rheumatism,  or 
pulmonary  complications  following  the  mastoid  inflammation ;  but 
the  cause  of  temperature  of  over  100°  F.  in  5  cases  could  only  be 
attributed  to  the  ear  conditions.  Three  of  these  patients  were 
under  ten  years  of  age. 

It  might  be  of  some  interest  here  to  quote  Dr.  Yerel's  conclu- 
sions, published  in  the  Journal  or  Laryngology,  Rhixology,  and 
Otology,  1913,  based  on  125  cases  of  mastoiditis  complicating  acute 
and  chronic  suppurative  otitis  media. 

(1)  In  96  of  the  125  cases  (77  per  cent.)  of  acute  mastoiditis 
complicating  acute  and  chronic  otitis  media  there  was  no  fever 
(temperature  of  100° F.  or  over). 
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(2)  Of  the  remaining-  29  cases  in  which  fever  was  present  an 
intra-cranial  complication  was  found  in  22  cases,  while  in  two  the 
temperature  could  be  explained  by  the  presence  of  such  conditions 
as  septicaemia  and  pulmonary  tuberculosis.  In  2  cases  there 
was  no  mastoiditis. 

(3)  In  only  3  of  these  cases  (2'4  per  cent.)  no  condition  other 
than  the  mastoiditis  was  found  at  operation  to  account  for  the 
fever. 

Thus  mastoiditis  of  itself  very  rarely  gives  rise  to  fever 
(temperature  of  100° F.  or  over).  If  fever  be  present  we  must 
suspect  an  intra-ci-anial  complication  or  some  general  toxic 
condition. 

It  is  necessary  to  point  out  in  conih^ction  Avith  the  temperature 
observations  that  the  cases  of  acute  otitis  media  with  mastoiditis 
quoted  by  Dr.  Verel  form  part  of  the  same  material  which  is 
utilised  in  this  paper. 

The  Pulse-rate  before  Operation. — In  order  to  ascertain  the 
probable  normal  pulse-rate  of  each  patient  one  week  was  allowed 
to  elapse  after  the  operation,  and  then  the  average  was  taken  from 
the  records  during  the  second  and  third  weeks  of  convalescence. 
Prior  to  operation,  30  cases  showed  an  increase  of  15  to  30  beats 
per  minute ;  140  cases  showed  an  increase  of  30  or  more  beats  per 
minute. 

Bacteriological  Findings. — Out  of  132  cases  investigated,  orga- 
nisms were  found  in  117  cases. 

Pure  culture  :  Streptococcus  pyogenes,  47;  Streptococcus  fa^co lis, 
1;  Streptococcus  anginosus,  1  ;  pneumococcus,  19;  S.  vituosus 
capsulatus,  2 ;  Staphylococcus  auretis  7,  Staphylococriis  alhus  3  = 
10;  jB.  tuberculosis,  1.     Mixed  cultures,  36;  no  growth,  15. 

Results  of  Operation. — There  were  164  cases  discharged  cured 
out  of  200  cases.  The  average  duration  of  tlie  healing  process,  that 
is  to  say  until  the  closure  of  the  posterior  wound,  was  forty  days. 
Sixty-two  were  discharged  cured  in  one  month  or  rather  less  from 
the  date  of  operation. 

The  shortest  period  of  healing  was  seventeen  days — the  case  of 
a  boy,  aged  seventeen.  The  duration  of  the  ear  trouble  before 
operation  was  two  weeks.  Cause  :  acute  cold.  The  bacteriological 
examination  showed  a  mixed  infection  of  streptococcus  and 
Staphylococcus  albus. 

The  case  of  longest  duration  was  three  months — that  of  a 
child,  aged  four.  Duration  of  the  ear  trouble  before  operation  was 
six  weeks.     Cause :  influenza.     Bacteriology  :    Streptococcus.     The 
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mastoid  wound  had  to  be  thoroughly   scraped  on    two    occasions 
before  heahng  ultimately  took  place. 

The  following  facts  must  be  noted  in  regard  to  tlie  remaining 
36  cases  : 

(a)  In  4  the  occurrence  of  scarlet  fever  within  two  weeks  of 
the  operation  necessitated  the  removal  of  the  patients  to  the  fever 
hospital,  and  their  subsequent  history  could  not  be  ascertained. 

{b)  In  13  it  was  necessary  to  perform  the  comi)lete  mastoid 
operation  later;  in  3  of  them  this  was  deemed  imperative  on 
account  of  labyrinthine  and  intra-cranial  sy^nptoms;  in  9  the  .some- 
what indefinite  history  regarding  the  duration  of  the  discharge 
and  the  appearance  observed  at  the  time  of  the  Schwartze  opera- 
tion raised  the  questiou  as  to  whether  the  cases  should  not  be 
regarded  as  chronic,  and  therefore  more  suitable  for  the  complete 
operation  at  the  outset.  They  were,  however,  eiven  the  benefit  of 
any  possible  doubt. 

(c)  In  2  a  secondary  modified  radical  operation  was  per- 
formed. 

(d)  In  6  a  secondary  complete  operation  was  refused. 

(e)  In  10  there  was  a  fatal  termination,  deatli  being  due  in  9  to 
an  mtra-cr.nial  condition  already  complicating  the  acute  otitis, 
and  m  1  where  the  patient  died  twentv-four  hours  after  the  opera- 
tion from  the  effects  of  the  anesthetic. 

In  the  series  of  200,  therefore,  there  were  9,  or  4  per  cent.,  in 
which  the  Schwartze  operation  failed  to  effect  a  cure  when  the 
uncomplicated  otitis  media  was  definitely  acute,  namelv,  1  case  m 
group  (6),  2  m  group  (c),  and  the  6  constituting  group  (d). 

The  Fatal  Cases.—Four  of  these  were  reported  in  full  bv  Dr 
J.  S.  Eraser  m  the  Jouenal  or  Laryngology,  Rhinology,"'  and 
Otology,  March  and  April,  1912.  They  included  3  from  meningitis 
(m  2  at  least  labyrinthitis  was  also  present),  and  1  death  from 
septicaemia. 

The  remaining  6  were  as  follows  : 

(1)  Anaesthetic  death  ;  post-operative. 

(2)  Admitted  Avith  symptoms  of  meningitis.  Operation:  death 
on  following  day.     No  posi-viortem. 

(3)  Lateral  sinus  thrombosis.  Operation  :  six  days  later  death 
with  lung  complications,     ^o  j)o.H-mortem. 

(4)  Persistent  headaches.  Operation  :  twelve  days  later  death 
from  meningitis,     ^o  post-mortem. 

(5)  Intra-cranial  complication  suspected  at  operation;  four 
days  later  death;  cerebellar  abscess  and  menincritis. 
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(6)  Shivering  and  vomiting,  meningitis  suspected.  Operation  ; 
six  davs  later  death— meningitis,     ^o  post-mortem. 

The  final  results  of  the  164  cases  discharged  cured  were  obtamed 
six  months  or  more  after  the  Schwaitze  operation.  In  hospital 
cases  there  is  always  some  difficulty  in  persuading  old  patients  to 
return  for  examination,  especially  after  several  years^  mtevv^l.  I 
was,  therefore,  only  able  to  obtain  a  personal  examination  m  10b 
cases,  while  in  15  cases  particulars  were  received  by  letter.     ^ 

The  Hearing  after  Operation. -Group  A:  58  patients  were  round 
to  have  perfect  hearing. 

Low  whisper  was  heard  at  15  feet. 

The  watch  at  ff .  ■       .    ^ 

In  45  of  these  it  was  interesting  to  note  that  the  tunmg-fork  on 
the  vertex  was  lateralised  to  the  operated  ear,  although  the  hearing 

was  normal. 

AC  >  BC.     All  heard  C  32.     It  was  very  doubtful  whether  any 

of  the  patients  could  hear  C  16. 

B.— In  17  patients  the  hearing  was  not  perfect,  but  it  was 
equal  to  that  of  the  other  ear. 

Raised  whisper  to  ordinary  voice  at  15  feet. 
Watch  U  to  II     AC  >  BC  in  10  cases.     BC  >  AC  in  7  cases. 
Weber  lateralised  to  the  operated  ear  in  14  cases. 
In  this  division  the  deafness  could  be  attributed  to  the  presence 
of  adenoids,  senile  changes,  a  temporary  cold,  or  some  previous 
slight  attack  of  otitis  media  in  both  ears. 

C._In  17  patients  the  hearing  in  the  operated  ear  was  worse 
than  that  in  the  other  ear. 

Raised  whisper  to  ordinary  voice  at  15  feet. 
Watch  If  to  J§.     BC  >  AC  in  all  cases. 
Weber  lateralised  to  the  operated  ear  in  all  cases. 
The  other  ear  in  15  of  these  cases  was  apparently  normal,  and  in 
2  the  hearing  was  slightly  defective.     The  patients'  ages  averaged 
twenty-eight  years.     There  were  3  over  thirty-five  years  of  age. 
The  cause  of  the  acute  otitis  media  in  these  cases  was  acute  rhinitis 
(3),  influenza  (3),  erysipelas  (1),  whooping-cough  (1),  scarlet  fever 
(1),   measles  (1);  no  cause  given  in  7.     The  duration  of  the  ear 
trouble  before  operation  averaged  forty-six   days.      The  average 
duration  of  healing  was  forty-one  days.     Since  the  operation  4  ot 
these  patients  have   suifered  from   acute  catarrh,   3   have   had  a 
discharge  from  the  ear  which  has  since  dried  up,  and  1  has  a  dry 
perforation  of  the  membrane. 

D.  :  Miscellaneous.-Two  deaf-mutes.    Membranes  look  healthy. 
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There  were  11  patients  in  which  the  age  would  not  permit  of  a 
satisfactory  examination  of  the  hearing.  The  local  appearances 
were,  howevei-;  quite  satisfactory. 

Eesults  obtained  by  letter  in  15  cases  :  Of  these  14  were  veiy 
satisfactory;  there  was  1  in  which  the  hearing  was  poor  in  the 
operated  ear,  and  at  times  the  patient  suffered  from  earache  but 
with  no  discharge. 

Local  Appearances. — In  78  there  was  only  a  slight  post-auricular 
depres^ion,  or  merely  the  presence  of  the  original  skin  incision. 
There  was  marked  depression  in  28  cases,  20  of  Avhich  had  had  no 
plastic  operation  following  the  Schwartze. 

The  canal  was  found  to  contain  wax  in  27  cases.  The  drum- 
head presented  a  normal  appearance  in  80  cases.  There  was  a 
perforation  present  in  1  case,  but  no  history  of  discharge  or  pain 
since  the  operation.  At  the  examination  it  was  ascertained  that 
4  had  suffered  from  subsec|uent  earache  and  deafness,  following  a 
cold  or  septic  throat,  Avhich  soon  passed  off ;  6  suffered  from 
occasional  neuralgic  })ains  over  the  original  post-auricular  scar, 
but  with  no  earache  or  deafness  ;  nothing  was  found  to  account  for 
the  pains,  and  3  had  again  suffered  from  discharge  from  the  ear, 
following  a  cold,  which  soon  cleared  up.  Most  of  the  above  cases 
have  already  been  mentioned  under  section  "  C"  of  the  hearing. 

Remarks. 

"When  we  bear  in  mind  that  in  all  these  cases  a  very  thorough 
removal  of  the  mastoid  cells  was  carried  out  and  that  the  resulting 
cavity  was  treated  by  packing,  the  average  duration  of  the  healing 
process,  namely  forty  days,  must  be  regarded  as  satisfactory.  There 
is  no  doubt  that  a  plastic  operation  gives  a  very  satisfactory  result, 
and  removes  the  somewhat  unsightly  depression  which  often  follows 
packing  of  the  wound.  The  results  as  regards  the  hearing  were  on 
the  whole  good.  In  many  cases  it  was  observed  that  when  the 
patients  were  examined,  at  some  considerable  period  after  leaving 
hospital,  the  hearing  was  much  better  than  at  the  time  of  their 
dismissal.  A  somewhat  striking  feature  in  connection  with  the 
series  of  cases  is  the  number  of  intra-cranial  complicatious  met 
with  in  acute  otitis  media.  As  many  as  22  cases  were  met  with — 
that  is,  11  per  cent. 

In  conclusion  I  wish  to  acknowledge  my  indebtedness  to  Dr. 
Logan  Turner  both  for  his  kind  assistance  and  for  his  permission 
to  record  these  notes. 
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Presidential  Address. 
The  President,  iu  welcoming  the  guests  to  the  Section,  referred  to 
the  progress  which  had  been  made  in  otology  since  the  last  InteruationaJ 
Congress  in  London  thirty-two  years  before.  The  temporal  bone  had 
been  thoroughly  investigated.  The  examination  and  treatment  of  school 
children  had  forwarded  the  prevention  of  ear  disease.  Light  had  been 
thrown  upon  syphilis  and  tubercle  as  they  affect  the  ear.  Otosclerosis 
had  been  distinguished  from  middle-ear  catarrh.  Aural  surgery  had 
been  perfected,  and  the  work  done  on  the  labyrinth  had  constituted  a 
splendid  record. 

Discussion  on  the  Surgical  Anatomy  of  the  Mastoid. 

Report  by  Prof.  J.  Mouret  {Montpellier) . 

[The  report  presented  an  exhaustive  description  of  the  mastoid 
region  and  bone,  from  which  we  extract  a  few  of  the  more  important 

From  the  surgical  standpoint  the  medial  limits  of  the  mastoid 
region  luio-ht  be  placed  immediately  to  the  inner  side  of  tbe  mtei-iial 
wail  of  the  mastoid  antrum,  and  the  mastoid  antrum  might  be  regarded 
as  the  centre  of  interest  in  all  surgical  anatomical  work  in  this  tegion. 

■  He  proceeded,  with  the  aid  of  bony  sections  and  photographs,  to 
describe  in  detail  the  various  surfaces  and  aspects  of  the  mastoid  process. 
The  external  surface  presents  a  subcutaneous  anterior  portion  and  a 
posterior  portion  covered  with  the  tendinous  insertion  of  muscles.  The 
spine  of  Henle  and  the  retro-spinal  fossa  correspond,  though  not  invari- 
ably, to  the  floor  of  the  aditus  ad  antrum,  from  which  they  are  separated 
by  a  distance  of  from  5  to  10  mm.  in  the  adult,  much  less  in  the  infant. 
The  retro- meatal  cribriform  zone,  which  occupies  the  retro- spinal  fossa 
and  the  bone  around  it,  giving  exit  to  numerous  fine  vessels,  forms  one 
of  tbe  routes  by  which  endo-mastoid  infection  reaches  the  surface  to 
form  periosteal  mastoid  abscess.  The  mastoid  emissary  vein,  or  veins, 
leading  from  the  lateral  sinus,  are  sometimes  quite  voluminous  ;  they 
always  open  obliquely  upwards  or  downwards  in  the  posterior  portion  of 
the  mastoid  process  under  cover  of  muscle.     When  the  vein  is  large  it 
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may  give  rise,  when   divided,  to,  bleeding,  resembling  in    severity  that 
pi'oduced  when  the  lateral  siuus  itself  is  opened. 

The  petro-squamous  suture,  more  or  less  definitely  marked,  traverses 
the  region  ordinarily  exposed  in  mastoid  operations,  extending,  as  it  does, 
from  the  squamo-uiasto-parietal  angle  down  towards  the  apex  of  the 
mastoid  process  more  or  less.  From  this  suture  a  fissure,  more  or  less 
complete,  passes  in  towards  the  floor  of  the  antrum,  and  may  offer  a 
route  by  which  infection  from  the  antrum  reaches  the  surface.  In  the 
absence  of  this  suture  a  line  may  be  indicated  in  the  same  direction 
from  the  squamo-masto-parietal  angle  to  the  middle  of  the  apex  of  the 
mastoid.  This  corresponds  to  the  normal  situation  of  the  lateral  sinus, 
and  to  the  junction  of  the  base  of  the  petrous  bone  with  the  posterior 
(cerebellar)  part  of  the  mastoid.  Finally,  this  line  forms  the  posterior 
limit  of  the  field  of  operation  on  the  antrum.  In  small  mastoids  the 
line  lies  far  forward,  and  so  indicates  the  necessity  for  caution,  as  in 
these  cases  tbe  sinus  also  usually  lies  far  forward  (foetal  type). 

Tui'ning  to  the  anterior  aspect  of  the  mastoid,  which  is  concerned  chiefly 
with  the  bouy  meatus,  attention  was  drawn  to  the  mastoid  cells  which 
abut  upon  the  posterior  wall  of  the  meatus,  the  limiting  cells  of  the  meatus, 
and  which  are  separated  from  it  by  very  thin  bone,  and  which  are  also  in 
close  relationship  with  the  aditus  ad  antrum. 

After  the  internal  aspect  of  the  mastoid,  formed  by  cutting  the  bone, 
had  been  described,  the  posterior  or  fostero-internal  aspect  was  dealt  with. 
It  consists  of  three  parts  :  First  the  retro-j^etrous  portion  lying  between  the 
upper  part  of  the  siuus  groove  and  the  superior  border  of  the  petrous 
bone,  triangular  in  shape,  and  known  as  Jansen's  triangle,  as  it  is  here, 
internal  to  the  lateral  sinus,  that  that  author  removes  the  bone  in  exploring 
for  cerebellar  abscess.  Here  also  we  ought  to  open  the  bone  to  reach 
empyema  of  the  saccus  endolymphaticus.  Its  lower  part,  also,  is  removed 
in  exposing  the  jugular  bulb. 

The  second  part  of  the  postero-internal  aspect  of  mastoid  is  the  sinus 
groove,  which  is  about  1  cm.  in  breadth,  and  presents  two  segments,  the 
upper  looking  inwards  (the  vertical),  and  the  lower  inwards  and  upwards 
(the  horizontal).  The  former  corresponds  to  the  external  aspect  of  the 
mastoid  process,  and  the  latter  to  a  plane  rather  higher  thau  that  of  the 
inferior  aspect  of  the  mastoid.  The  speaker  believed  that  in  some  cases 
the  horizontal  limb  of  the  sinus  (towai'ds  the  foramen  lacerum  posticum) 
was  i-udimentary,  the  bulk  of  the  blood  in  these  cases  passing  out  by  a 
large  mastoid  emissary  vein,  in  a  manner  reminiscent  of  the  arrangement 
in  early  foetal  life.  Sometimes  the  sinus  occupies  an  unusually  anterior 
position  and  comes  into  relationship  with  the  internal  wall  of  the  mastoid 
antrum.  Sometimes,  in  addition  to  being  far  forward,  it  is  also  more 
external  than  usual,  grooving  the  bone  deeply,  and  coming  close  up  to  the 
posterior  wall  of  the  external  auditory  meatus,  from  which  it  is  separated 
by  a  very  thin  plate  of  bone,  so  entering  into  the  field  of  operation  upon 
the  mastoid  antrum.  In  these  cases  the  mastoid  process  is  very  small, 
mastoid  cells  are  absent,  the  antrum  is  rudimentary,  highly  situated,  and 
represents  merely  a  diverticulum  of  the  epitympanic  cavity,  as  in  the  foetus 
of  the  fifth  month. 

The  third  part  of  the  postero-internal  aspect  of  the  mastoid  process, 
tlie  cerebellar  portion,  is  the  most  posterior,  lying  behind  the  sinus  groove. 

The  superior  aspect  of  the  mastoid  process  shows  a  furrow  corresponding 
to  the  situation  of  the  petro-squamous  sinus  of  foetal  life.  The  furrow 
ends  in  a  small  foramen  in  the  bone  leading  to  a  fine  canal  containing  a 
vein,  which  opens  into  the  lateral  sinus  just  below  the  upper  border  of  the 
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petrous  bone.  This  vein  collects  blood  from  the  antrum  and  upper 
mastoid  cells,  and  so  may  be  one  of  the  routes  bv  which  infection  may 
reach  the  lateral  Sinus.  Immediately  subjacent  to  the  superior  aspect  of 
the  mastoid  lies  the  antrum. 

The  inferior  aspect  of  the  mastoid  includes  a  triangular  area  ot  bone, 
the  apex  of  which  is  the  styloid  process  :  the  outer  side  is  formed  by  the 
inferior  wall  of  the  bony  meatus  and  the  inner  side  of  the  apex  of  the 
mastoid  process;  the  inner  side  corresponds  to  the  inferior  masto- 
occipital  suture.  The  horizontal  lamina  of  bone  in  this  triangle,  lying 
between  the  projection  downward  of  the  mastoid  process  and  the  masto- 
occipital  suture,  is  of  considerable  importance.  It  has  received  several 
names,  but  the  speaker  preferred  to  call  it  simply  the  digastric  area.  It 
sometimes  contains  large  pneumatic  cells.  The  digastric  area  forms  the 
floor  of  the  lower  part  of  the  lateral  sinus,  close  to  the  jugular  bulb,  from 
which  onlv  the  jugular  process  of  the  occipital  bone  separates  it.  It  is 
by  the  removal  of  this  lamina  of  bone  that  the  jugular  bulb  is  reached  m 
operation,  and  the  same  manoeuvre  also  opens  up  the  cells  of  this  region, 
disease  of  which  is  the  most  frequent  source  of  infection  of  the  bulb.  If 
the  route  taken  by  the  infection  is  towards  the  exterior,  then  a  Bezold's 
abscess  results.  Cases  are  on  record  where  this  type  of  abscess  seemed  to 
be  due  to  direct  passage  of  infection  from  the  tympanum  through  the 
Fallopian  aqueduct  and  the  canal  of  the  chorda  tympani  without  the 
intervening  regions  being  attacked.  ,     r.       ,i 

Structure  of  the  Mastoid.— The  antrum  is  formed  as  early  as  the  fourth 
or  fifth  month  of  foetal  life,  by  a  projection  backward  of  the  epitympanic 
space  between  the  petrous  and  tbe  squamous  bones.  At  first  a  simple 
cone,  its  division  into  aditus  and  antrum  proper  appears  later.  In  some 
cases,  however,  its  development  is  arrested,  and  then  it  presents  a  corneal 
shape,  it  lies  above  the  plane  of  the  spine  of  Henle,  and  it  is  very  small. 
In  such  cases  it  is  difficult  to  find  by  the  classical  retromeatal  operation, 
and  the  surgeon  is  wise  to  adopt  Stacke's  operation  instead,  removing 
first  the  outer  wall  of  the  attic  and  the  aditus  and  so  going  from  the 
tvmpanum  to  the  antrum— reversing  the  usual  sequence  of  events.  When 
development  of  the  antrum  proceeds  normally,  it  reaches  full  size  and 
its  normal  shape  as  earlv  as  the  seventh  or  eighth  month  of  fa?tal  life. 
But,  of  course,  at  birth,  the  situation  of  the  antrum  relative  to  the 
external  auditorv  meatus  is  alwavs  higher  than  in  adult  life.  Indeed,  it 
lies  on  a  plane  not  onlv  higher  than  the  meatus,  but  also  in  such  a  way 
that  it  actually  projects  further  out  than  the  meatus,  which,  at  this  early 
period  is  very  short.  Thus  in  operations  upon  newborn  children,  the 
antrum  is  to  be  sought  for,  not  behind,  but  above  the  postero-superior 
quadi-ant  of  auditorv  meatus. 

Dealing  with  the  separate  walls  of  the  antrum  m  series,  the  speaker 
went  on  to" say  that  the  external  wall  is  directed  towards  the  outer  surface 
of  the  mastoid,  and  also  at  the  same  time  towards  the  posterior  wall  of  the 
auditorv  meatus.  The  antrum  lies  about  6  mm.  (almost  iiu.)  deep  to 
the  supra-meatal  spine,  and  about  1  cm.  (nearly  iin.)  deep  to  that  part 
of  the  mastoid  which  is  first  broken  into  in  the  classical  operation  upon 
the  mastoid.  The  antrum  for  this  reason  is  more  rapidly  reached  if  the 
opening  is  made  bv  wav  of  the  postero-superior  wall  of  the  meatus.  The 
speaker  laid  stress  upon  this  fact,  and  detailed  at  length  other  advantages 
of  adopting  this  modification  in  practice.  Thus  it  renders  the  operator 
independent  of  the  linea  temporalis,  which  as  a  guide  to  the  position  of 
the  floor  of  the  middle  meatus  is  frequently  deceptive.  Again,  m  antra 
which  are  placed  above  the  usual  situation,  the  classical  route  from  the 
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surface  of  the  mastoid  being  directed  below  the  level  of  the  antrum 
risks  wounding  the  facial  nerve.  Thirdly,  when  the  floor  of  the  middle 
cranial  fossa  is  low,  the  new  route  avoids  opening  it.  In  the  meatal 
approach  a  circular  area  of  about  8  mm.  in  diameter,  having  the  supra- 
meatal  spine  as  its  centre,  is  the  area  of  operation  on  the  bone.  The 
axis  of  the  opening  as  it  passes  in  towards  the  antrum,  unlike  that  of 
the  classical  operation  which  runs  in  parallel  to  the  posterior  wall  of  the 
meatus,  traverses  the  postero-superior  section  of  this  wall,  forming  with 
the  posterior  wall  an  angle  of  about  125°.  If  in  operating  thus  the 
antrum  is  not  found  at  a  depth  of  about  1  cm.,  all  that  is  necessary  is  to 
enlarge  the  opening  in  the  bone  in  a  forward  dire(j;tion  at  the  expense  of 
the  postero-superior  segment  of  the  meatus.  This  brings  us  tdwards  the 
aditus  without  endangering  the  facial  nerve,  for  the  whole  of  the 
posterior  meatal  wall  may  be  removed  without  danger  to  the  facial  if 
the  removal  stops  short  of  the  tympanic  frame.  The  more  the  gouge 
encroaches  upon  the  meatus  the  closer  does  it  get  to  the  adito-antral 
cavity. 

Further,  this  route  of  access  keeps  away  from  the  lateral  sinus  even 
when  the  sinus  is  in  contact  with  the  meatal  wall,  for  in  that  condition 
it  is  only  the  inferior  three  fourths  of  the  wall  which  is  in  relationship 
with  the  sinus. 

The  only  inconvenience  attendant  upon  this  method  is  that  of  open- 
ing the  middle  cranial  fossa  when  it  is  low,  but  as  the  gouge  is  held 
tangential  to  the  surface  of  the  dura  mater  that  structure  runs  little  risk 
of  being  wounded. 

Discussing  next  the  aditus,  the  speaker,  inter  alia,  referred  to  the 
occasional  presence  of  cells  in  the  inner  wall  above  the  external  semi- 
circular canal.  These  cells  may  pass  deep  into  the  bony  space  between 
the  canals  (intercanalicular  cells),  and,  if  diseased,  may  lead  to  labyrinth 
suppuration.  Care  should  be  taken  in  simple  cases  not  to  confound 
suppuration  of  a  small  cell  in  this  situation  with  true  fistula  of  the 
external  canal. 

The  inner  wall  of  the  antrum  is  of  some  importance.  It  presents  two 
areas  for  examination:  the  anterior  or  labyrinthine,  and  the  posterior 
or  cerebellar.  The  labyrinthine  area  corresponds  to  the  curve  of  the 
external  semicircular  canal,  and,  when  the  antral  cavity  is  deep,  also  to  the 
curve  of  the  posterior  vertical  canal.  In  the  former  case  the  length  of 
the  labyrinthine  portion  of  the  inner  wall  of  the  antrum  measures  from 
the  posterior  slope  of  the  hemispherical  prominence  of  the  horizontal  canal 
about  3  mm.  only ;  in  the  latter  the  labyrinthine  portion  measures  o  mm. 
and  reaches  as  far  as  the  curve  of  the  posterior  vertical  canal.  The 
cerebellar  portion  of  the  medial  antral  wall  corresponds  more  or  less  to  the 
posterior  petrous  portion  of  the  mastoid  deep  to  the  lateral  sinus  (see 
above).  In  adult  life  the  lateral  sinus  is  not  in  relationship  with  this 
particular  wall  of  the  antrum,  but  in  young  children  it  is  as  a  rule. 

When  the  antrum  is  very  small  its  inner  wall  does  not  extend  beyond 
the  labyrinth.  In  opening  the  external  semicircular  canal  the  surgeon 
should  keep  to  the  upper  and  posterior  part  of  its  prominence  so  as  to 
avoid  the  facial  canal,  which  lies  immediately  below  its  anterior  part.  To 
open  the  posterior  canal  the  chisel  is  placed  on  the  posterior  limit  of  the 
hemispherical  prominence  and  driven  forward  and  inward  into  the  inner 
wall  of  the  antrum  to  a  depth  of  3  mm.  The  chisel,  held  on  the  flat, 
penetrates  the  convexity  of  the  canal.  If  the  external  canal  has  already 
been  opened,  its  curve  may  be  followed  backwards,  until  the  canal  is 
found  to  turn  forward,  when  it  is  abandoned,  and  the  removal  of  bone 
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is  coutiuued  in  a  direction  directly  inwards  for  1  or  2  min.     This  leads 
us  to  the  middle  of  the  curve  of  the  posterior  vertical  canal. 

The  Mastoid  Cells. — Large  mastoids  are  usually  rich  in  cells,  but  this 
is  bv  no  means  invariable.  And  in  any  mastoid  isolated  cells  or  groups  of 
cells  may  exist  which  may  be  overlooked  in  operating.  Thus  to  open 
partially  a  diseased  mastoid  is  a  dangerous  proceeding,  because  thereby 
such  isolated  cells  may  be  exposed  for  the  first  time  to  infection. 

The  speaker  then  proceeded  to  give  a  description  of  his  method  of 
dividing  ttj>  the  external  surface  of  the  mastoid  into  areas  corresponding 
to  the  projection  on  the  surface  of  the  deeper  anatomical  divisions  of  the 
temporal  bone.  In  this  way  he  recognises  four,  or  rather  five  zones  :  the 
anterior  petrous  zone,  the  'posterior  petrous  or  inter-sinuso-antral  zone,  the 
sinus  zone,  the  cerebellar  zone,  and  the  apical  zone,  the  situation  of  which 
may  be  gathered  from  those  names. 

In  the  sub-antral  region  it  is  possible  to  pass  a  curette  deep  under  the 
labyrinth  and  to  open  diseased  cells  in  this  neighbourhood  which  lie 
above  and  around  the  jugular  bulb  and  in  the  cerebellar  fossa.  But  care 
must  be  taken  in  doing  so  not  to  injure  the  facial  nerve  or  the  bulb  (see 
ahoYe,  "The  Digastric  Area"). 

In  treating  of  the  cerebellar  zone,  which  lies  behind  the  sinus  zone, 
Prof.  Mouret  laid  stress  upon  the  presence  of  tenderness  on  pressure  in 
this  reo-ion  as  an  indication  of  bone  infection.  He  had  observed  several 
cases  in  which  this  sign  was  present,  and  in  which  subsequent  operation 
showed  points  of  osteitis  apart  altogether  fi-om  the  existence  of  diseased 
pneumatic  cells  in  the  region.  The  typical  point  of  tenderness  in  these 
cases  lies  two  fingers' breadth  behind  external  auditory  meatus  and  above 
a  horizontal  line  drawn  through  the  base  of  the  mastoid  apex.  If  the 
tender  point,  at  th'^  same  distance  from  the  meatus,  lies  below  this  line, 
a  lesion  of  the  inferior  or  digastric  region  of  the  mastoid  is  indicated. 
From  the  cerebellar  zone,  also,  infection  of  the  soft  parts  of  the  neck  may 
proceed  with  a  "  lardaceous  "  form  of  periostitis,  and  as  the  infection 
comes  to  that  part  of  the  surface  which  is  covered  by  the  insertion  of  the 
muscles,  the  tendency  is  for  the  production  of  one  of  the  forms  of 
Bezold's  abscess. 

Passing  to  the  apical  zone  a  warning  was  uttered  against  regarding 
the  absence  of  tenderness  at  the  mastoid  tip  as  an  indication  of  the 
absence  of  mastoiditis. 

When  the  suroeon  wishes  to  reach  the  inferior  aspect  of  the  mastoid 
the  whole  of  the  apex  must  be  ablated. 

In  conclusion,  the  speaker  gave  a  demonsti-ation  of  certain  anomalies 
and  variations  in  the  anatomy  of  tlje  mastoid  region. 

DisccrssioN. 

H.  Mygind  (Copenhagen)  asked  in  which  cases  Prof.  Mouret  opened 
the  mastoid  antrum  through  the  auditory  meatus,  since  it  is  impossible 
to  tell  beforehand  whether  an  antrum  is  situated  in  the  foetal  position  or 

not. 

Prof.  MouKET,  in  reply,  said  it  was  better  to  proceed  in  all  cases  as  if 
the  antrum  were  in  that  situation,  since  if  it  were  not,  the  route  of 
approach  through  the  posterior  meatal  wall  woidd  nevertheless  be  certain 
to  reach  the  antrum. 

{To  he  continued.) 
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PHARYNX. 

RoUeston,  J.  D.— local  Treatment  of  Vincent's  Angina  with  Salvarsan. 
"  Proc.  Eoy.  Soe.  Med.,'"  November,  ll»18,  Cliu.  Sect.,  p.  1. 

Patient,  aged  twenty;  admitted  August  2,  1913.  Fauces  slightly 
infected,  dirty  deposit  on  right  tonsil,  numerous  Vincent's  organisms  in 
smears.  Throat  culture  negative  for  diphtheria.  August  3  :  Well- 
marked  ulceration  of  right  tonsil.  Various  local  measures  tried.  Appli- 
cations of  methylene-blue  powder,  svriiigiug  with  potassium  chlorate  and 
lavender,  painting  with  tincture  of  iodine,  but  the  ulceration  spread  on 
to  the  palate  and  uvula,  which  became  oedematous  and  covered  with  a 
di^y  slough.  Submaxillary  adenitis  appeared,  there  was  sore  throat, 
dilhculty  m  swallowing  and  pain  in  both  ears. 

On  August  17  all  other  treatment  was  omitted  and  a  throat-swali 
moistened  with  glycerine  was  dipped  in  salvarsan  powder  and  rubbed  all 
over  the  affected  area.  August  18  :  Slough  clearing  off  palate  and  uvula, 
sore  throat  and  earache  less,  still  numerous  Vincent's  organisms  in  smear 
Second  application  of  salvarsan.  August  19:  Third  application. 
August  21  :  No  Vincent's  organisms  in  smear.  August  25 :  Still  an 
opaque  area  on  upper  part  of  uvula  and  soft  palate.  Fourth  application 
In  twelve  days'  tune  throat  quite  normal.  A  short  account  follows  of  the 
use  of  salvarsan  in  Vincent's  angina.  It  is  preferable  to  use  it  locallv  as 
It  gives  better  results  than  when  injected  intravenously. 

Raymond  Verel. 

Leslie,  F.  A.— Tonsil  Enucleation  with  the  Wire  without  Preliminary 
Dissection.  "  The  American  Metlical  Compeud.,"  December,  1912. 
The  author  pleads  for  as  little  dissection  as  possible  in  the  perfonn- 
ance  of  tonsillectomy,  and  has  been  successful  iu  removing  the  tonsils 
with  the  snare  alone  in  50  per  cent,  of  the  cases  attempted.  The  opera- 
tion, which  may  be  done  equally  w^ll  under  local  or  general  anaesthesia,  is 
performed  with  any  good  snare  and  tonsil  forceps.  For  operative 
purposes  the  tonsils  may  be  divided  into  ball-valved,  partly  protrudin<^ 
and  deeply  embedded  tonsils.  The  first  variety  can  be  easilv  removed 
with  snare  alone ;  the  two  latter  often  require  some  prelim'inarv  dis- 
section, but  only  enougli  to  give  the  wire  a  place  to  start.  In  the  case 
ot  embedded  tonsils  the  gland  must  be  everted  before  the  wire  is  placed 
in  position  between  the  pillars.  To  insure  proper  eversion  a  good  forceps 
IS  essential,  and  the  tonsil  must  be  seized  in  its  middle  with  a  deejj  and 
narroiv  bite.  Traction  is  then  made  iu  that  direction  which  produces 
most  eversion ;  this  is  generally  forwards.  The  advantages  chiimed  are 
an  absence  of  haemorrhage  during  removal,  less  hsemorrhage  after 
remoyaJ,  more  expedition  in  operating,  and  a  shorter  period  of"  healing 
with  less  subsequent  scar-contraction.  /.  B.  Horyan.  ^ 

Kuhn,  Franz    (Berlin).— The    Major  Surgery   of  the  Mouth  (Tongue 
and  Tonsil)    without    Division    of  the    Jaw    or    Tracheotomy. 
"Zeitschr.  f.  Laryugol,"  Bd.  vi,  Heft  2. 
Kuhn  reminds  us  of  the  unfavourable  diameter  of  the  statistics  con- 
cerning operations  for  cancer  of  the  tongue,  and  calls  attention  to  the 
importance  of  an  early  diagnosis. 

20 
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In  cases  of  cancer  of  the  back  of  the  tongue  and  tonsil,  Kuhn  first 
uses  Kocher's  incision  and  clears  out  the  glands  and  ligatures  the 
vessels.  For  the  second  pai't  of  the  operation  Kuhn  uses  the  thermo- 
cautery through  the  mouth.  If  possible,  the  second  stage  is  carried  out 
immediately  after  the  first.  The  necessity  for  tracheotomy  or  laryn- 
gotomy  is  obviated  by  the  use  of  the  writer's  peroral  intubation 
apparatus. 

In  Ceases  of  cancer  of  the  anterior  part  of  the  tongue  Kuhn  makes  a 
crucial  incision  after  Ki'ittner's  method  and  so  clears  out  the  submental 
glands.     The  article  is  illustrated  by  three  anatomical  plates. 

/.  S.  Fraser. 


NOSE. 

De  Roaldes,  A.  W.,  and  Lynch,  C. — The  Preparation  and  Use  of  Throm- 
bokinase.  "  New  Orleans  Med.  and  Surg.  Journ.,"  September, 
1912. 

Thrombokinase  is  prepared  by  extracting  the  tissues  (sheep's  lungs) 
in  sterile  water.  A  precipitate  is  thrown  down  by  treating  with  acetic 
acid ;  this  is  neutralised  and  twice  evapoi-ated  to  dryness  after  treatment 
successively  with  water  and  a  solvition  of  thymol  in  alcohol. 

All  experiments  showed  thrombokinase  to  be  more  active  than  any 
other  agent  in  producing  clotting.  Three  cases  are  given  in  which  it  was 
used : 

Case  1. — A  submucous  resection  in  a  patient  suffering  from  hgemo- 
philia. 

Case  2. — A  turbinectomy  in  a  similar  patient. 

Case  3. — Removal  of  a  large  papilloma  from  the  nose. 

In  these  cases  the  application  of  thrombokinase  rapidly  arrested 
hnemorrhage  when  all  other  measui'es  had  proved  unsuccessful. 

Knowles  Renshaw. 

Citelli   (Catania).— Large    Primary   Osteoma    of   the    Frontal   Sinus. 

"  Annales  des  Mai.  de  TOreille,  du  larynx,  du  nez,  et  du  Pharynx," 

vol.  xxxix.  No.  5. 
November  1,  1911 :  A  youth,  aged  fifteen,  consulted  the  author  with 
the  following  history :  Ten  months  previously  he  noticed  a  SAvelling  at 
the  supero-internal  angle  of  the  right  orbit,  accompanied  by  lachrymation 
and  suffusion  of  the  conjunctiva.  Sevei'al  surgeons  had  been  consulted, 
one  of  whom  diagnosed  a  bony  growth  of  the  frontal  sinus,  perhaps  in 
relation  with  the  dura  mater.  On  examination,  a  hard  swelling,  the 
shape  and  size  of  a  nut,  presented  itself  above  the  inner  canthus  of  the 
right  eye.  The  overlying  tissues  were  noi'mal  and  mobile.  Vision  unim- 
paired. Nothing  pathological  in  the  nasal  fossa.  The  patient  only 
complained  of  occasional  slight  pain  and  feeling  of  heaviness  in  the  head. 
In  view  of  the  radiograph  and  physical  signs,  osteoma  was  diagnosed 
November  16.  The  author  operated  and  found  an  osteoma  almost  com- 
pletely filling  the  frontal  sinus.  The  anterior  and  most  of  the  inferior 
wall  had  been  destroyed.  As  tile  neoplasm  completely  filled  the  sinus  it 
could  not  be  seized  for  detachment,  and  its  density  precluded  its  division 
into  fragments.  Eemoval  was  effected  by  introducing  a  scalpel  between 
the  growth  and  the  posterior  Avail  of  the  sinus  and  carefully  levering  it 
out.  The  cranial  wall  Avas  found  wanting  over  an  area  of  a  square  centi- 
metre, bid  the  dura  Avas  intact.     The  tumour  originated  on  the  postero- 
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median  part  of  the  sinus  floor' over  some  ethmoidal  cells  which  iutted 
into  the  sinus,   hence  the  ease  with  which  its  point  of  insertion  was 

iractured.  tt  ni     i       t? 

U.  Clayton  Fox. 

Eckstein  (Kattowitz). -Osteomyelitis  of  the  Frontal  Bone  and  Throm- 
bosis of  the  Longitudinal  Sinus.  "  Zeitsehr.  f.  Larvn-ol  ' 
Bd.  V,  Heft  2.  ^    o     - 

After  a  resunvj  of  the  literature  of  osteomyelitis  followinc'  frontal 
sinus  suppuration,  Eckstein  records  a  case  of  acute  bilateral  frontal 
sinusitis  with  suppuration  in  the  left  maxillarv  antrum.  Male,  a<.-ed 
fifteen,  admitted  August  1,  1911,  with  a  history  of  pain  for  ten  days' in 
lett  trontal  region.  On  admission,  temperature  39°  C.  ;  great  tenderness 
in  lett  supra-orbital  region  ;  eyelids  on  left  side  swollen  and  coniunctivaj 
chemotic;  protrusion  of  left  eyeball;  both  middle  turbiuals  swollen  ;  pus 
from  both  frontal  sinuses.  Pus  washed  out  of  left  antrum.  Permission 
only  obtained  for  removal  of  anterior  end  of  middle  turbinal  and  incision 
ot  subperiosteal  abscess;  foul  pus  evacuated  and  bare  bone  revealed 
August  2  :  Right  eye  swollen  ;  heart  irregular  ;  dulness  at  left  base. 
August  4  :  High  fever  and  somnolence  ;  right  eve  proptosed.  August  5  • 
Permission  obtained  for  further  operation.  Kuhn's  intubation  narcosis  ; 
second  subperiosteal  abscess  at  outer  part  of  left  orbit.  Advanced 
osteomyelitis  of  frontal  bone  on  left  side  ;  left  sinus  only  the  size  of  a 
cherry— it  contained  swollen  blueish-red  mucosa  and  stinking  pus 
frontal  process  removed  and  left  ethmoid  and  sphenoid  cleared  out. 
iypical  Kilhan  operation  on  right  side— no  osteomyelitis  here.  Death 
tne  same  evening. 

Aid  ops,/  (head  only  examined).— Purulent  thrombosis  of  superior 
longitudinal  sinus  ;  extra-dural  abscess  on  left  side  over  frontal  lobes  • 
no  meningitis.  (Unfortunately  the  bacteriology  is  not  stated.-^fc.s-  )' 
Ut  the  tourte^en  cases  of  thrombo-phlebitis  of  superior  longitudinal  sinus 
collected  by  Eckstein,  six  had  also  osteomyelitis.  J  S  Fraser 


LARYNX. 

Scripture,   E    W.-Speech   without  a  Larynx.      "Journ.   Amer.   Med 
Assoc,    May  24,  1913. 

In  the  case  reported,  that  of  a  man  who  had  had  his  larynx  removed 
with  subsequent  complete  closure  of  the  passage  from  the  mouth  to  the 
trachea  speech  was  entirely  absent.  By  employing  some  of  the  finer 
principles  of  phonetics  and  by  teaching  the  patient  to  close  his  lips  and 
compress  the  air  in  his  mouth  and  pharynx  by  tension  on  the  cheeks  and 
m  the  back  of  the  throat,  the  author  succeeded  in  developing  a  speech 
that  could  be  distinctly  heard  through  two  large  rooms. 

Birhett  {Rogers). 

Imhofer,   R.    (Prague). -Metastatic  Abscesses  in  the  Muscles  of  the 
Larynx  in  a  Case  of  Pyaemia.      "  Zeitsehr.  f.  Larvngol.,-'  Bd.  vi 
Heft  2.  .    o     '  , 

The  case  recorded  by  Imhofer  is  that  of  a  child,  aged  fifteen  days 
ihe  pyaemia  was  due  to  septic  infection  of  the  umbilical  vein.  The  left 
knee-jomt  was  the  first  to  become  swollen,  but  later  the  left  hip  and  wrist 
joints  and  the  right  shoulder  were  also  atfected.     At  the  post-mortem 
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pysemic  abscesses  were  fouucl  in  the  livei',  lungs,  heart,  intestines,  kiduejs, 
muscles  and  bone-marrow.  The  pharyngeal  and  laryngeal  mucosa  was 
markedly  injected.  Tlie  Stcq^hylo coccus  pijorjeiies  was  the  infecting 
organism. 

On  microscopical  examination  Imhofer  foimd  an  abscess  in  the  sub- 
stance of  the  thyro-arytsenoideus  internus  muscle,  and  a  vessel  with 
necrotic  walls  was  found  opening  into  the  abscess ;  this  vessel  had 
evidently  been  the  seat  of  a  septic  embolus.  Smaller  abscesses  were 
found  in  the  other  laryngeal  muscles,  and  the  case  was  evidently  one  of 
pure  hsematogenous  infection  of  the  larynx. 

Similar  infections  have  been  described  in  smallpox,  rheumatic 
polyarthritis  and  gonorrhoea,  and  Albrecht  has  attempted  to  produce 
tubercular  pyasmic  abscesses  of  the  larynx  liy  injecting  tubercle  liacilli 
into  the  blood  of  animals.  He  at  first  got  negative  results  even  when  he 
injured  the  laryngeal  mucosa,  and  only  succeeded  when  he  ligatured  the 
carotid  above  and  below  the  thyroid  artery,  injected  the  part  between 
ligatures  with  tubercle  bacilli  and  then  removed  the  lower  ligature. 
Imhofer  points  out  tliat  the  abscesses  in  his  case  differed  from  those  in 
phlegmonous  inflammation  of  the  larynx  and  solitary  abscess  of  the 
submucous  tissue.  In  his  case  the  abscesses  were  situated  in  the  muscles 
while  the  submucous  tissue  remained  free  from  infianimatory  oedema. 

/.  h.  Fraser. 


CESOPHAGUS. 

Thomson,  Sir  StClair. — Removal  through  the  Mouth  of  a  Tooth-plate 
impacted  in  the  (Esophagus  for  2'  years.  "  Lancet,"  January  4, 
1913,  p.  16. 

Man,  aged  twenty-two,  swallowed  half  a  tooth-plate  in  M:iy,  1908. 
Examination  at  a  general  hospital  in  Jidy,  1908,  and  at  a  throat  hospital 
in  July,  1909,  gave  no  apparent  results.  In  August,  1909,  a  bougie  was 
passed  into  the  stomach,  and,  in  view  of  this  fact,  oest)phagotomy  was 
i-efused.  Later,  his  case  was  considered  (at  a  general  hospital)  to  be  one 
of  functional  dysphagia.  The  tooth-plate  was  discovered  finally  at  the 
London  Throat  Hospital,  and  it  was  triumphantly  removed  at  King's 
College  by  means  of  BrLinings'  tube.     The  case  is  a  most  instructive  one. 

Macleod  Yearsley. 


EAR. 

Storath,  Emil. — The  Resemblance  of  "  Friedlander  Otitis  '  to  "  Mucosus 
Otitis."     "  Arch.  f.  Ohrenheilk.,"  Bd.  xciii.  Heft  1  and  2. 

[The  full  title  of  this  paper  is  "  The  Kelations  of  Friedliinder  Otitis 
to  Capsvdated  Coccus  Otitis,  with  a  New  Case  of  Otitis  Media  Acuta  due 
to  the  Bacterium  "  (sic)  "  Pneumoniae  of  Friedliinder."] 

Neumann  and  Kuttin  have  shown  that  when  acute  otitis  media  is 
due  to  a  non-capsulated  coccus  the  course  run  by  the  disease  is  typically 
as  follows :  The  symptom-picture  is  characterised  by  a  rapid  rise  in 
severity  and  a  rapid  decline  by  crisis  when  the  tynipanic  membrane  is 
opened.  If  a  complication  is  to  follow  the  symptoms  do  not  quite  dis- 
appear before  it  sets  in,  but  gradually  merge  into  those  of  the  compli- 
cation. 

This  contrasts  markedly  with  the  course  of  events  when  the  Slreido- 
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coccus  mucosus  is  the  infecting -organism.  Then,  after  the  membrane 
has  been  opened  (and  also  when  it  remains  intact),  a  gradual  decline  of 
symptoms  occurs  and  an  interval  follows  during  which  pain  is  absent 
and  the  only  abnormal  phenomena  present  are  deafness  and  tinnitus.  If 
paracentesis  is  performed  nothing  but  mucus  escapes  and  the  opening 
made  soon  closes  again.  The  whole  incident  may  escape  the  patient's 
attention  entirely.  Finally,  however,  a  complication  suddenly  sets  in, 
and  this  is  generally  mastoiditis,  a  gravitation  abscess,  an  extra-dural 
abscess,  or  less  frequently  meningitis  or  brain  abscess. 

A  similar  course,  it  has  been  observed,  is  taken  by  pneumococcus 
otitis  in  adults. 

Storath,  in  the  present  article,  shows,  by  an  analysis  of  the  cases 
reported  in  the  literature  and  of  a  further  case  now  for  the  first  time 
recorded,  that  acute  otitis  media  due  to  Friedliinder's  bacillus  behaves 
very  like  mucosus  otitis.     There  are  some  differences,  however. 

In  the  FriedlJinder  type  thei'e  is  an  acute  onset  followed  by  a  long 
interval  with  deafness  and  tinnitus  and  then  a  complication  suddenly 
appears.  The  complication  is,  however,  more  severe  than  in  mucosus 
otitis.  In  both  types  aljout  three  months,  on  the  average,  elapses 
between  the  first  onset  of  the  disease  and  the  appearance  of  the  complica- 
tion. In  more  than  half  of  the  cases  the  membrane  did  not  rupture  or 
there  was  an  early  cessation  of  the  trifling  discharge.  The  destruction 
of  bone  was  less  wide-spread  than  in  mucosus  otitis. 

It  is  remarkable  that  in  the  four  cases  in  which  the  nose  was  examined 
Friedliinder's  bacillus  was  also  present  in  that  cavity. 

The  author  notes  that  most  observers  now  agree  that  the  assumption 
of  a  capsule  protects  the  invading  organism  against  the  tissue  defences 
and  so  indues  it  with  an  additional  virulence.  Daa  McKenzie. 

Randall,  A. — Operations  for  Mastoid  Empyema  and  Caries.     "  Thera- 
peutic Gazette,"  May,  1913. 

The  diagnosis  between  mastoid  empyema  and  caries  is  of  importance, 
as  in  the  former  condition  operation  is  by  no  means  always  necessary, 
since,  as  a  rule,  acutely  empyematous  cavities  can  successfully  drain  by 
their  natural  channels.  All  the  classic  signs  of  mastoiditis  may  be 
absent  if  a  carious  affection  is  separated  from  the  surface  by  a  dense 
layer  of  bone.  In  such  cases  the  line  of  least  resistance  is  frequently 
inward.  Caries  of  the  inner  table  is  often  found,  but  it  is  doubtful 
whether  this  condition  furnishes  symptoms  of  its  own.  The  list  of 
signs  given  by  many  writers  for  extra-dural  abscess  are  frequently  quite 
absent. 

Cases  with  chronic  middle-ear  suppuration  are  living  over  a  powder 
magazine,  but  explosion  is  the  exception ;  if,  however,  the  case  cannot  be 
kept  under  observation,  a  radical  attempt  at  cure  is  better  than  neglect. 
The  rational  surgeiy  of  this  region  demands  evisceration  of  seriously 
diseased  tissues  as  well  as  good  drainage,  but  much  can  be  done  by  the 
"  vis  meclicatrix  naturce." 

In  all  cases  the  mastoid  antrum  should  be  regarded  as  part  of  the 
tympanum  and  not  as  a  mastoid  cell.  Cases  of  chronic  otorrhoea  are 
often  due  to  cholesteatomata,  and  mastoid  complications  are  compara- 
tively rare.  Cholesteatoma  urgently  requires  relief,  but  this  may  be 
afforded  conservatively  ;  radical  operation  is  not  invariably  indicated. 

In  a  large  percentage  of  cases  when  operation  is  required,  Stacke's 
operation  is  sufficient  to  effect  a  cure.     It  is  best  done  by  laying  the  soft 
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tissues  forward  and  chiselling  away  the  upper  back  wall  of  the  meatus 
from  a  point  10  mm.  external  to  the  drum-head. 

Complete  tympo-mastoid  evisceration  is  indicated  when  there  is 
evidence  of  grave  mischief  in  the  mastoid  or  neighbouring  parts. 
External  symptoms  may  not  be  marked,  but  deep-seated  pain,  fever, 
arrested  discharge,  high  polymorphonuclear  count,  with,  perhaps,  rigors 
and  vertiginous  crises,  plainly  show  the  necessity  for  immediate  action. 
Under  these  circumstances  the  operation  should  be  prompt  and  thorough. 

Knowles  Retishaw. 

Wood,    J.    Walker.  — The    After-treatment    of    Mastoid    Operations. 

"Annals  of  Otology,  etc.,"  xxi,  p.  627. 
Includes  an  analysis  of  results  in  260  radical  and  100  conservative 
operations.  A  long  paper.  Some  of  the  author's  conclusions  are:  (1) 
The  sooner  a  chronic  suppurating  ear  is  operated  upon  the  better  is  the 
chance  of  recovery.  (2)  That  even  a  very  chronic  ear  discharge  can  be 
cured.  (3)  Great  deafness  before  operation  is  usually  improved  by  it. 
(4)  Slight  deafness  before  operation  is  always  made  worse  by  it.  (5)  The 
quicker  the  healing  the  better  the  prospect  of  improvement  in  hearing. 
(6)  Hearing  depends  on  the  adhesions  and  density  of  the  scar-tissue 
about  the  round  and  oval  windows.  (7)  Hearing  is  always  worse  if  stapes 
injured  at  time  of  operation.  We  cannot  agree  that  the  Schwartze 
operation  has  "  largely  fallen  into  disuse  since  "  Mr.  Heath  introduced 
as  so-called  conservative  operation.  Macleod  Year  shy. 

Amberg,  Emil. — Middle-ear  Suppuration  and  Life  Insurance.  "Annals 
of  Otology,  etc.,"  xxi,  p.  769. 
The  relation  of  chronic  middle-ear  suppuration  to  life  insuriince  is  by 
no  means  a  simi)le  question.  Concerning  radically  operated  cases,  the 
decision  is  not  very  difficult.  Non-operated  cases  require  careful  dis- 
crimination. It  would  seem  that  not  all  people  with  a  chronic  middle- 
ear  suppuration  should  be  excluded  from  life  insurance,  even  if  they  have 
not  been  operated  upon.  The  unilateral  or  bilateral  diminution  of  hearing 
also  enters  into  consideration.  Macleod  Yearsley. 


MISCELLANEOUS. 

Borden,  C.  R.  C.  (Boston,  Mass.). — Salvarsan  in  Lesions  of  the  Nose  and 
Throat.     "  Journ.  Amer.  Med.  Assoc,"  September  21,  1912. 

The  Boston  City  Hospital  has  had  the  most  rapid  and  satisfactory 
results  with  the  use  of  salvarsan  in  all  syphilitic  lesions  of  the  nose  and 
throat,  with  the  exception  of  the  larynx,  which  does  not  react  so  favourably 
to  treatment.  Any  acute  inflammation,  other  than  luetic,  of  the  eye, 
heart,  kidneys  or  nervous  system,  contra-iudicates  its  use. 

Salvarsan  is  injected  iutra-venously,  0'9  to  0'6  gr.  constituting  a  dose, 
followed  by  mercury  and  iodide  in  the  ordinary  closes.  Sometimes  0'9 
gr.  is  given  in  one  dose,  to  be  repeated  in  three  months,  but  is  not 
followed  by  a  course  of  iodide. 

Untoward  symptoms  were  two  deaths,  some  very  sore  arms,  arsenic 
poisoning,  panophthalmitis,  and  two  cases  of  tinnitus  with  fulness  in  one 
ear_and  some  decreased  hearing,  which  cleared  up  after  a  few  weeks. 
ir/:u:)i)iy  BirJceti  (liogers). 
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Schlesing^er,  Ernst  (Prof.  Gerber's  Clinic).— Results  obtained  with 
Neo-salvarsan  in  Cases  of  Luetic  Affections  of  the  Upper  Air- 
Passages.     "  Zeitschr.  f.  Laryugol.,"  Bd.  vi.  Heft  3. 

The  writer  states  that  in  the  early  stages  of  syphilis  they  give  mercurial 
injections  in  addition  to  injections  of  neosalvarsan,  while  in  the  later 
stages  they  combine  the  neo-salvarsan  ti'eatment  with  mercury  or  iodine. 

Schlesinger  calls  attention  to  the  greater  solubility  and  ease  of 
administration  of  neo-salvarsan  over  the  older  I'emedy.  Details  are  given 
of  nineteen  cases  of  syphilis  and  six  cases  of  non-specific  affections  due 
to  spirochsetse  other  than  the  Sjnrochcvta  j^nUida. 

Schlesinger  considers  that  the  ideal  to  be  aimed  at  is  a  total  dose  of 
2-4  to  3  grm.  of  neo-salvarsan  spread  over  four  injections,  beginning  with 
an  injection  of  '5  or  '6  of  a  gramme.  The  method  used  was  that  described 
by  Dreyfuss  in  the  Milncli.  vied.  WocJienschr.,  1913,  Nr.  12.  In  no 
case  did  the  patient  collapse  after  the  injection,  but  in  six  cases  the 
reaction  was  severe,  in  three  slight,  and  in  nine  the  reaction  was  altogether 
absent.  If  a  single  dose  is  to  be  given  Schlesinger  i*ecommends  8  for 
men  and  6  for  women.  G-reat  ditt'erences  are  noted  in  the  effects  of 
the  injection  as  regards  the  rate  of  disappearance  of  signs  of  the  disease 
and  of  the  spirochsetae ;  for  this  the  paper  must  be  read  in  the  original. 

/.  *S^.  Fraser. 


BRITISH    MEDICAL    ASSOCIATION. 

Eighty-second  Annual  Meeting,  Aberdeen. 

July  28,  29,  30  and  31,  1914. 

Section  of  Laryngology,  Ehinology,  and  Otology. 

President:  Harry  Lambert  Lack,  M.D.,  F.R.C.S.,  London.  Vice- 
Presidents  :  James  Mackenzie  Booth,  M.D.,  CM.,  Aberdeen ;  John  Smith 
Fraser,  M.B  ,  F.E.C.S.E.,  Edinburgh;  Albert  Alexander  Giav,  M.D., 
F.F.P.S.,  Glasgow;  Thos.  Hillhouse  Livingstone,  M.D.,  F.R.C.S.E.', 
Newcastle-on-Tyne. 

The  following  subjects  have  been  selected  for  special  discussion : 

Wednesday,  July  29,  10  a.m.  —  Discussion  :  "  The  Treatment  of 
Inoperable  Growths  of  the  Nose  and  Throat."  (a)  Diathermy,  Mr. 
W.  D.  Harmer,  London,  (fe)  Radium,  Dr.  William  Hill,  Loudon,  (c) 
X  Rays,  Dr.  John  Macintyre,  Glasgow. 

Thursday,  July  30,  10  a.m.  —  Discussion:  "Otosclerosis."  (a) 
iEtiology  and  Pathology,  Dr.  A.  A.  Gray,  Glasgow.  (6)  Clinical 
Aspects,  Mr.  J.  S.  Fraser,  Edinburgh,  (c)  Treatment :  (1)  Various 
Methods,  Mr.  G.  J.  Jenkins,  London.  (2)  Auditory  Re-education, 
Mr.  F.  F.  Muecke,  London. 

Friday,  July  31,  10  a.m. — Papers.  The  folio iving  is  also  promised: 
"  Demonstrations  of  the  Pathology  of  Labyrinthitis,"  Mr.  J.  S.  Fraser, 
Edinburgh. 

The  Hon.  Secretaries  are :  Oliver  St.  John  Gogarty,  M.D.,  15,  Ely 
Place,  Dublin ;  John  Francis  O'Malley,  F.R.C.S.,  16,  Weymouth  Street, 
London,  W.  ;  Henry  Peterkin,  M.B.,  17,  Bon  Accord  Crescent,  Aberdeen. 
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NOTES  AND  QUERIES. 

The  Erb  Medal  was  awarded  to  Dr.  Eobert  Baruny,  of  Vienna,  at  the  recent 
meetinsT  of  Grerman  nenrologists  in  Breslau. 


A  department  for  the  treatment  of  Diseases  of  tlie  Ear,  Nose  and  Throat  lias 
been  established  at  the  Torbay  Hospital,  Torquay.  Mr.  T.  (A.  Fenton  has  been 
appointed  surgeon-in-chai'ge. 


Royal  Devon  and  Exeter  Hospital. 
It  has  been  decided  to  initiate  a  Throat,  Nose  and   Ear  Department  in   this 
hosi^ital,  and  the  necessary  accommodation  is  being  provided  in  the  out-patient 
department . 


The  Semon  Lecture,  1914. 

Prof.  Killian,  of  Berlin,  will  deliver  the  Semon  Lecture  at  the  Barnes  Hall, 
Royal  Society  of  Medicine,  1,  Wimpole  Street,  London,  W.,  on  Thursday,  May  28 
next,  at  .5  p.m.  Sir  Felix  Semon  will  occupy  the  Chair.  Subject:  "Suspension 
Laryngoscopy  and  its  Practical  Use." 


The  May  meeting  of  the  Section  of  Laryngology  of  the  Royal  Society  of  Medicine 
will  be  held  on  Wednesday,  May  27,  at  4  p.m. 


'J'he  Combined  Dinner  of  the  Sections  oi.'  Otologt  and  Larynooloot  of 
THE  Royal  Society  of  Medicine. 

This  dinner  will  be  held  on  May  28  (the  evening  of  the  Semon  Lecture)  at  the 
Trocadero  Restaurant,  Piccadilly  Circus,  London,  W.,  at  7.'M)  p.m.,  Dr.  D.  R. 
Paterson  (President  of  the  Section  of  Laryngology)  in  the  Cliair. 

Membei's  who  wish  to  attend  are  requested  to  send  in  tlieir  names  as  early  as 
possible  to  one  of  the  secretaries — Mr.  (i.  J.  Jenkins,  48,  Wimpole  Street,  London, 
W.,  or  Dr.  E.  A.  Peters,  52,  Wimpole  Street,  London,  W. 


BOOKS  RECEIVED. 


Bulletin  et  Memoires  de  la  Societe  de  Laryngologie,  d'Otologie  et  de 
Rhinologie  de  Paris.  Viyot  Frh-es,  Editeurs,  23,  Place  de  I'Ecole- 
de-Mcdeeine,  Paris,  1914. 

Carbon  Dioxide  Snow:  Its  Therapeutic  Uses.  (Methods  of  Collection 
and  Application.)  By  J.  Hall- Edwards.  London  :  Simpkin,  Marshall, 
Hamilton.  Kent  &  Co.,  Ltd.,  1913. 

Anaesthetics :  their  Uses  and  Administration.  By  Dudley  W.  Buxton, 
M.D.  Fifth  Edition.  Enlarged.  Pp.  xiv  4*  477.  Price  10s.  6J. 
net.     Loudon  :  H.  K.  Lewis,  1914. 

Traitement  des  Stenoses  Aigues  du  Larynx.  Par  le  Br.  Gvillermo 
Zorraqnin.     Paris:  Vigot  Frcres.     Vrix  2 francs. 

Jahresbericht  uber  die  Fortschritte  der  Laryngologie,  Rhinologie  und 
ihrer  Grenzgebiete.  Hei-ausgegeben  von  Dr.  F.  Blumenfeld,  Wies- 
baden.    Preis  6  marks. 


VOL.  XXIX.     No.  6.  June,  1914. 

THE 

JOURNAL    OF    LARYNGOLOGY, 

RHINOLOGY,  AND  OTOLOGY. 


Original  Articles  are  accepted  oh  the  condition  that  they  have  not  previously  been 
published  elsewhere. 

Twenty-five  reprints  are  alloived  each  author.  If  more  are  required  it  is  requested 
that  this  be  stated  when  the  article  is  first  forwarded  to  this  .Journal.  Surh  extra 
reprints  ^vill  be  charged  to  the  author. 

Editorial  Communications  are  to  be  addressed  to  "Editor  of  JouKNAr,  of 
LARYNQOLoar,  care  of  Messrs.  Adlard  and  Son,  Bartholomew  Close,  E.C." 


HERPES  ZOSTER   OTICUS. 

Simple  herpetic  eruption.s  occurring  in  the  course  of  pneumonia,  or 
one  or  other  of  the  infectiou.s  fevers,  not  infrequently  appear  on  the 
auricle,  but  true  herpes  zoster  of  the  ear  is  a  decidedly  rare  con- 
dition, if  we  may  judge  from  the  scarcity  of  recorded  cases 
(fifteen  according  to  Jaehne;  thirty  according  to  Eamsay  Hunt). 

The  common   herpes  zoster^  of  the  trunk  and  limbs  is  an  acute 
haemorrhagic  inflammation  of  the    posterior   root   ganglia  of  the 
spinal  nerves,  probably  microbic  in  nature.      When  the  posterior 
ganglia  of  the  cervical  nerves  are  attacked,  the  auricle,  as  well  as 
the  neck,  m^y  become  the  seat  of  herpetic  vesicles,  in  which  case 
the  herpes  maps  out  the  distribution  of  the  great  auricular  nerve, 
as  in  the  case  reported  recently  by  Dr.  H.  J.  Davis.^     Or,  and  this 
is   the  variety   we  are    specially  concerned    with    at    the    present 
moment — herpes  on  the  auricle  may  be  due  to  inflammation  of  the 
geniculate  ganglion  of  the  facial  nerve,  which  is  the  root  ganglion 
of  the  pars  intermedia,  the  sensory  constituent  of  the  facial  nerve, 
for  the  facial  is,  of  course,  not  a  pure  motor  nerve,  and  its  geniculate 
ganglion  is  the  analogue  of  the  root  ganglia  of  the  posterior  or  sensory 
roots  of  the  spinal  nerves.     It  is  to  this  variety  that  the  name  "otic 
herpes  zoster  ''  is  applicable. 

1  "Zoster"  {K<n(TTj)p,  a  belt)  is  strickly  speaking  a  misnomer  when  applied 
to  herpes  of  the  auricle,  but  by  a  process  of  evolution  familiar  enough  in  medical 
terminology  the  word  has  come  to  be  applied  to  all  herpetic  rashes  due  to  inflam- 
mation of  the  root  ganglia. 

2  "  Proceedings  Otological  Section  Eoyal  Society  of  Medicine  "  (see  p.  314  of  this 
issue). 
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The  distribution  of  the  herpetic  eruption  in  otic  herpes  zoster, 
as  Ramsay  Hunt  has  pointed  out,^  has  not  yet  been  exactly  mapped 
out,  but  according  to  that  observer's  investigations,  the  areas  liable 
to  attack  which  correspond  to  the  disti'ibution  of  the  sensory 
elements  of  the  facial  nerve  include  :  the  external  auditory  meatus, 
the  concha,  the  anti-tragus,  the  anti-helix,  the  fossa  of  the  anti- 
helix,  and  the  lobule,  and  probably  also  the  postero-mesial  aspect  of 
the  auricle  and  the  adjacent  mastoid  region.  Further,  a  herpetic 
rash  on  the  anterior  two  thirds  of  the  tongue,  corresponding  to  the 
chorda  tympani,  and  iu  the  peri-tonsillar  region  (probably  corre- 
sponding to  the  great  superficial  petrosal  nerve  through  Meckel's 
ganglion),  may  also  be  referred  to  the  geniculate  ganglion. 

But  our  interest  in  geniculate  herpes  zoster  does  not  end  with 
a  knowledge  of  the  distribution  and  site  of  the  eruption.  Experi- 
ence has  shown  that  the  herpetic  rash  and  pains  are  frequently 
complicated  with  other  and  more  serious  nerve  disturbances. 
Facial  paralysis,  for  example,  is  generally  present,  as  a  result, 
doubtless,  of  the  extension  of  the  inflammatory  process  to  the 
motor  fibres  of  the  seventh  nerve.  And  what  is  of  greater  import- 
ance to  us,  the  disease  may  attack  the  ganglia  of  the  cochlear  and 
vestibular  nerves  with  consequent  severe  nerve-deafness  and  with 
vertigo,  vomiting  and  nystagmus  followed  by  a  loss  of  the  vestibular 
reactions  in  the  affected  ear.  Moreover,  although  these  paralytic 
phenomena  may  disappear,  cases  are  on  record"  in  which  the  facial 
paralysis  and  the  deafness  have  remained  permanent  to  a  greater 
or  lesser  extent. 

In  another  class  of  case  the  brunt  of  the  disease  seems  to  be 
borne  by  the  Gasserian  ganglion  or  by  the  ganglia  of  the  upper 
cervical  nerves,  in  which  event  the  herpetic  rash  appears  on  the 
face  or  on  the  neck.  Although  in  such  cases  the  geniculate 
ganglion  is  only  attacked  en  passant,  so  to  speak,  nevertheless,  it 
is  sufficiently  affected  to  lead  to  facial  paralysis. 

This  association  of  herpes  zostei',  primarily  a  sensory  nerve- 
root  affection,  with  motor  paralysis,  seems  to  be  more  common  in 
geniculate  herpes  than  in  herpes  zoster  of  the  trunk  and  limbs — 
probably  because  of  the  close  anatomical  connection  of  the  genicu- 
late ganglion  with  the  motor  fibres  of  the  seventh  nerve — but  even 
in  the  trunk  and  limbs  muscular  paralysis  is  by  no  means  unknown. 

Here,  then,  we  have  a  disease  which  varies  in  severity  from 
simple  herpes  of  cutaneous  and  mucous  surfaces  up  to  wide-spread 

*  JouEN.  OF  Lartngol.,  Ehinol.,  AND  Ot        vol.  XXV,  p.  405  et  seq. 
^  A.  Jaehne,  p.  333  of  this  issue. 
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paralysis    of    important    cranial    ner.es,    always    obstinate    and 
sometimes  permanent  in  character. 

Finally,  a  point  of  great  practical  importance  emerges  when  we 
come  to  consider  the  symptoms  presented  by  the  disease,  a  point 
alluded  to  by  Prof.   Urban    Pritchard,    in    discussinc    Dr    H    J 
Davis  s   case  already  mentioned.     This   is  that  the    symptoms  of 
oic    herpes   may    closely    simulate    those    of    acute    suppuration 
of  the  middle  ear      In  Dr.  Pritchard's  case  the  normalhearino- 
showed  that  the  auditory  nerve  had  not  been  implicated,  and  thi'; 
led    to    a    correct    diagnosis.       B.t    it    would    be    easy    to    con- 
struct   from    the  cases    which  have  been  recorded   an  imaginary 
case  by  which  the  otologist  would  be  completely  deceived  unless 
his  attention  had  been  specially  drawn  to  the  possibility  of  con- 
tusion^   The  very  rarity  of  geniculate  herpes  adds  to  the  likelihood 
ot  such  an  error  occurring. 

^^     A  patient  in  the  course   of    a  feverish  attack   (let  us  call   it 
mfluenza    )    experiences    severe    deep-seated    pain    in     one    ear 
which  IS  followed  after  a  few  days  by  discharge  from  the  meatus! 
In  the  ™ean  ime,  deafness  comes  on  and  rapidly  becomes  absolute, 
along  with  the  familiar  and  unmistakable  signs  of  acute  vestibulai^ 
disturbance  and  with  the  appearance  of  facial  paralysis.     Here  is 
all   the  story  together  with  many  of  the  signs  of  acute  influenzal 
middle-ear    suppuration    with    facial    paralysis    and    labyrinthitis 
secondaiy  to  it.     There  are,  it  is  true,  a  few  herpetic  spots  on  the 
auricle,- the  discharge  from  the  meatus  is  serous,  and  not  purulent 
unless  the    vesicles   have  become    infected,  and    the    membrana 
tympani,  though  reddened,  is  not  bulging  and  is  intact.     But  if  the 
vesicles  have  become  purulent  and  the  meatus  so  swollen  that  the 
membrane   cannot  be  satisfactorily  inspected,  and  if,  as  is   quite 
ikely    the  herpes  on  the  auricle  be  mistaken  for  acute   eczema 
then  the  most  experienced  otologist  might  be  forgiven  if  he  made 
an  error  m  diagnosis. 

In  such  a  case,  however,  a  few  vesicles  on  the  tongue  or  palate, 
f  present,  would  be  sufficient  to  arouse  our  suspicions  of  otic 
herpes,  and  another  point  of  great  importance  would  be  the 
behaviour  of  the  temperature.  In  herpes  the  preliminary  burst  of 
fever  is  soon  over,  whereas  in  acute  middle-ear  suppuration  with 
such  severe  complications  the  temperature  would  remain  elevated 

No  apology  is  needed  for  dwelHng  upon  this  aspect  of  the 
subject  for  to  operate  upon  the  middle  ear,  and  perhaps  upon  the 
labyrinth,  in  such  a  case  as  this  would,  of  course,  expose  the 
patient  to  serious  as  well  as  to  unnecessary  risk. 
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REPORTS  FOR  THE  YEAR  1913  FROM  THE  EAR  AND  THROAT 
DEPARTMENT  OF  THE  ROYAL  INFIRMARY,  EDINBURGH. 

Under  the  care  of  A.  Logan  Tdener,  M.D.,  F.R.C.S.E,  F.R.S.E. 

PART   V. 

ACUTE  SUPPURATIVE  OTITIS  MEDIA,  PURULENT 
LABYRINTHITIS  AND  LEPTOMENINGITIS  WITH- 
OUT  RUPTURE    OF   THE    TYMPANIC    MEMBRANE. 

By  J.  S.  Fraser,  M.B.,  F.R.C.S., 

Assistant-Surgeon,  Ear   and  Throat  Department,  Royal  Infirmary ;  Lecturer  on 

Diseases  of  the  Nose,  Throat  and  Ear,  School  of  Medicine  of  the  Royal 

Colleges,  Edinburgh  ;  Aural  Surgeon  to  Leith  Hospital. 

The  following  case  seems  worthy  of  record,  because  it  shows  that 
a  child  may  suffer  from  acute  middle  ear  suppuration,  acute 
purulent  labyrinthitis  and  leptomeningitis  without  having  any 
discharge  from  the  ear— in  other  words,  that  the  pus  in  the 
tympanic  cavity  may  penetrate  into  the  labyrinth  through  the 
round  and  oval  windows  and  from  the  labyrinth  may  infect  the 
subanichnoid  space  before  the  purulent  exudate  in  the  tympanic 
cavity  bursts  through  the  tympanic  membrane. 

The  patient  was  a  boy,  aged  twelve,  who  was  admitted  to  Ward  32  under  the 
charge  of  Dr.  Edwin  Matthew,  in  the  absence  of  Sir  Robert  Philip.  I  am  indebted 
to  Sir  Robert  and  Dr.  Matthew  for  permission  to  record  the  case.  Dr.  Power, 
Resident  House-Physician,  kindly  svapplied  the  following  notes  of  the  case  : 

The  boy  was  quite  well  till  the  morning  of  Monday  (March  17,  1913),  when  he 
refused  breakfast  on  account  of  severe  earache,  a  general  feeling  of  "  seediness," 
and  slight  frontal  headache.  The  patient's  sister  stated  that  the  boy  had  pain  in 
both  ears,  but  his  mother  thought  that  the  pain  was  only  in  the  left  ear. 

The  boy  vomited  at  11  a.m.,  although  he  had  had  no  breakfast.  The  patient 
was  put  to  bed  and  was  visited  by  his  doctor,  who  noted  choreic  movements  of  the 
hands. 

Vomiting  continued  at  short  intervals  until  the  following  morning  (March  18). 
After  this  it  was  not  so  constant,  and  the  boy  only  vomited  twice  on  March  19^ 
and  twice  on  the  20th,  before  admission  to  the  Royal  Infirmary. 

The  patient  slept  on  and  off  during  these  first  days  of  illness  ;  he  had  frequent 
attacks  of  restlessness,  and  screamed  if  he  were  touched.  At  1  p.m.  on  the  day  of 
admission  (March  20)  he  lapsed  into  a  semi-comatose  condition. 

Fersonal  and  Family  History.— The  patient  had  always  been  healthy  and  had 
had  no  previous  ear  trouble.  His  father  died  of  consumption  at  the  age  of  thirty- 
six.  One  brother,  aged  eighteen,  committed  suicide  by  cutting  his  throat  three 
weeks  before  patient's  illness  began ;  this  brother  who  suffered  from  tubercular 
cervical  adenitis,  had  been  despondent  for  some  time  on  account  of  severe  deafness 
due  to  chronic  suppurative  otitis  media. 

Examination  of  Patient.— {4.  p.m.  March  20).  Temperature  102-4"  F. ;  pulse  74 ; 
respirations   30.     The   boy  is   semi-comatose;  pupils   semi-dilated;  conjvinctival 
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reflex  present.  Conjugate  deviation  of  eyes  to  the  left.  Patient  is  very  restless 
and  will  not  answer  questions ;  he  lies  mostly  on  his  right  side,  with  knees  and  hips 
flexed.  He  moans  constantly  but  there  is  no  distinct  cry.  Any  attempt  at 
examination  is  resented.  The  patient  waves  his  hands  about  in  a  choreic  manner 
—thumbs  pressed  to  palms.  The  head  is  not  markedly  retracted,  but  any  attempt 
at  flexion  is  resisted.  Knee  and  ankle  jerks  present ;  no  ankle  clonus  ;  Kemig's 
sign  present ;  plantar  reflexes  indefinite. 

There  was  no  discharge  from  the  ears  and  no  definite  tenderness  over  the 
mastoid  processes.  (Unfortunately  the  tympanic  membranes  were  not  inspected, 
and  the  writer  (J.  S.  F.)  had  no  opportunity  of  observing  the  patient  in  life  ;  it  is, 
however,  evident  that  it  would  have  been  impossible  to  caiTy  out  any  functional 
examination  of  the  ears.)  Both  tonsils  were  large  and  red,  the  left  more  so  than 
the  right. 

The  abdomen  was  slightly  tense  but  not  scaphoid. 

At  7  p.m.  temperature  had  risen  to  1034°,  the  pulse  to  116,  and  the  respirations 
to  32.     Chloral  and  bromide  were  given. 

Lumbar  pimcture  yielded  milky  flviid  xmder  considerable  pressure  ;  on  standing 
a  distinct  layer  of  pus  formed.  Films  of  the  pus  showed  many  polymorphs  and 
numerous  capsulated  diplococci,  some  in  short  chains.  The  report  from  the 
pathological  department  was  to  the  effect  that  capsulated  diplo-streptococci  were 
present  resembling  pneumococci  on  cultuj-e. 

11  p.m.— Patient  very  restless;  temperatiire  lOS"".  Heroin  given.  Durino-  the 
night  temperature  came  down  to  101",  but  the  pulse  rose  to  140  and  the 
respirations  to  36. 

March  21. — Patient  quite  unconscious.  Legs  extended  ;  deep  reflexes  absent  • 
conjugate  deviation  has  passed  off. 

5  p.m. — Cheyne-Stokes'  respiration. 

6  p.m. — Death. 

POST-IIGRTEM    RePOET. 

(Tlie  writer  is  indebted  to  Dr.  Murray  Drennan  for  this  report 
and  also  for  the  temporal  bones.) 

Brain. — Convolutions  flattened ;  pus  in  subarachnoid  space  over  both  sides  of 
cerebral  coi-tex.  Turbid  cerebro-spinal  fluid  at  base  of  brain  and  thick  pus  over  the 
pons  and  in  the  interpeduncular  space.  Brain  cedematous ;  small  vessels  congested  • 
ventricles  contain  excess  of  turbid  fluid.     No  thrombosis  of  venous  sinuses. 

Ears. — Mastoid  cells  on  both  sides  filled  with  pus ;  mucous  lining  congested 
and  thickened.  The  left  inner  ear  was  opened  with  the  chisel  and  fovmd  to  con- 
tain pus.  The  left  internal  auditory  meatus  was  also  full  of  pus.  On  the  right 
side  the  middle-ear  spaces  contained  pus,  but  the  labyrinth  on  this  side  was  free 
from  purulent  exudate. 

Nose. — The  mucous  membrane  of  the  ethmoidal  and  sphenoidal  sinuses  was 
congested,  but  these  cavities  contained  no  pus. 

Spinal  Cord. — Yellow  purulent  exudate  present  under  the  dura  throughout  the 
entire  length  of  the  cord ;  substance  of  the  cord  cedematous  and  congested.  Films 
from  the  piis  show  many  polymorphs  and  Gram  +  diplococci,  some  in  short  chains. 
(Dr.  Drennan  reports  that  on  culture  this  organism  showed  the  characters  of  the 
Streptococcus  mucosas;  there  was  a  well-marked  capsule  when  stained  with  the 
capsule  stain.) 

Lungs. — On  the  right  side  there  were  hsemoirhages  in  the  pleura,  emphysema 
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of  upper  and  middle  lobes,  adhesions  at  right  apex ;  bronchial  glands  enlarged  and 
congested.  On  section  the  right  lung  showed  intense  congestion  and  small  con- 
gested collapsed  areas.  The  left  lung  showed  a  similar  condition.  Adhesions  were 
present  over  the  posterior  surface.  The  trachea  and  large  bronchi  were  greatly 
congested  and  the  mucous  membrane  covered  with  blood-stained  sero-purulent 
fluid. 

Heart. — Eight  side  enlarged;  agonal  thrombus  in  right  ventricle  and  pul- 
monary artery.     On  the  left  side  an  agonal  thrombus  extended  into  the  aorta. 

Spleen  aticl  Mesenteric  Gland. — Enlarged  and  deej)  pink  in  colour. 

Liver  and  Kidneys. — Showed  cloudy  swelling. 


Microscopic  Examination  of  the  Left  Ear. 

(From  the  Listological  point  of  view  it  is  unfortunate  that  on 
both  sides  the  middle  and  inner  ears  were  opened  at  the  posi- 
mortem  examination  ;  on  the  left  side  the  eighth  nerve  was  removed. 
Enough,  however,  remained  to  show  the  condition  of  the  middle 
and  inner  ears  along  with  the  paths  of  infection.) 

External  Meatus. — This  is  free  from  pus,  but  the  lining  mem- 
brane is  swollen  and  the  vessels  engorged.  The  ceruminous  glands 
show  a  dilated  lumen. 

Middle  Ear — (1)  Eustachian  Tube. — The  lining  membrane  of 
the  tube  is  swollen  and  the  submucous  tissue  densely  infiltrated 
with  small  cells.  This  is  especially  noticeable  at  the  point  where 
the  cartilaginous  tube  joins  the  tubal  part  of  the  tympanic  cavity. 
Under  a  high  power  numerous  pus-cells  can  be  seen  passing  through 
the  tubal  epithelium  into  the  cavity.  It  is  interesting  to  note  the 
difference  between  the  contents  of  the  Eustachian  tube  and  those 
of  the  tympanic  cavity ;  in  the  former  the  exudate  consists  largely 
of  mucus  with  an  admixture  of  pus-cells,  whereas  in  the  latter  the 
exudate  is  entirely  purulent.  The  superficial  mucous  membrane 
is,  on  the  whole,  well  preserved  in  the  tube,  and  the  cilia  can  be 
distinctlj^  seen.  In  places,  however,  the  superficial  epithelium  is 
desquamating. 

(2)  The  Tympanic  Cavity. — The  mucous  membrane  lining  the 
attic  is  swollen,  congested,  and  infiltrated,  and  the  attic  cavity 
itself  is  filled  with  pus.  The  head  of  the  malleus  and  the  body  of 
the  incus  are  normal,  but  the  joint  cavity  between  them  contains 
pus  (this  may  be  an  artefact  caused  by  the  opening  of  the  tym- 
panic cavity  with  the  chisel — in  the  writer's  opinion  it  is  not  an 
artefact) . 

In  the  middle  part  of  the  tympanic  cavity  the  mucous  membrane 
over  the  promontory  is  greatly  thickened,  and  just  in  front  of  the 
oval  window,  where  there  is  a  slight  exostosis  of  the  promontory. 
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PLATE   I. 


Fig.  1. — Horizontal  section  through  normal  left  ear  of 
infant,  in  resriou  of  oval  window  <  x  3  diam.)  (1)  Facial 
nerve  ;  (2)  lon^  process  of  incus  ;  (3)  head  of  stapes  ; 
(4)  handle  of  malleus  attached  to  tympanic  mem- 
brane ;  (5,  Eustachian  tube  (tubal  portion  of  tym- 
panic cavityj;  (6)  scala  tympani  of  basal  cochlear 
coil ;  (7)  internal  auditory  meatus  with  eighth  nerve  ; 
(8)  sacculus  ;  (9)  foot-plate  of  stapes;  (lOj  utricle; 
(11)  smooth  end  of  external  canal ;  (12)  crus  commune. 


Fig.  2. — Horizontal  section  through  left  ear  of  present 
case,  about  same  level  as  Fig.  1x3  diam.i. 
'1)  External  meatus  with  desquamated  epithe- 
lium ;  i'2)  incus ;  '3)  malleus ;  (i,  facial  nerve  ; 
(oi  tubal  portion  of  tympanic  cavity — the  latter 
contains  pus;  f6j  basal  coil  of  cochlea  ;  ('7  internal 
meatus ;  (8)  ruptured  sacculus  :  9)  utriculus  ; 
(10)  and  (11)  horizontal  canal ;  (12)  crus  commune. 


1          2 

3          4 

5               6               7 

^ 

ygL 

fe. 

'1^ 

i-^ 

^^^j' 

r 

"■--- 

.y 

,<^F^3^ 

•■^M 

H 

h 

1  .-  - 

^ 

^ 

^'  1 

w 

^7^ 

11 


10 


Fig.  3. — Horizontal  section  through  normalleft  ear  of  infant, 
in  region  of  round  window  (  x  3  diam.).  (1)  Facial  nerve  ; 
(2)  stapedius  muscle  ;  (3)  niche  of  round  window  ;  (4)  tym- 
panic membrane ;  (5,  scala  vestibuli  of  basal  coil  of 
cochlea;  '6'  tubal  part  of  tj-mpanic  cavity;  (7.  carotid 
artery  in  carotid  canal  ;  (8)  scala  tympani  of  basal  coil ; 
(9)  membrane  of  round  window ;  (10^  ampullai-y  end  of 
posterior  canal ;    11,  smooth  end  of  posterior  canal. 


Fig.  4. — Horizontal  section  through  left  ear  of 
present  case,  about  same  level  as  Fig.  3  f  x  3 
diam.  .  'D  Facial  nerve;  (2)  stapedius; 
(3,  external  meatus  with  desquamated  epi- 
thelium ;  f4)  thickened  tympanic  membrane — 
the  tympanic  cavity  is  full  of  xjus ;  ih)  carotid 
canal ;  '6,  scala  tympani  of  basal  coil  con- 
taining pus ;  7;  infiltrated  membrane  of  round 
window ;  '8i  ampullary  end  of  posterior  canal 
— the  perilymphatic  space  shows  a  hsemor- 
rhage  ;  (9;  smooth  end  of  posterior  canal, 
normal. 
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it  is  so  oedematous  and  infiltrated  as  to  form  a  long  slender  polypus 
which  projects  into  the  cavity.  The  whole  of  the  tympanic  cavity 
is  filled  with  purulent  exudate.  The  tympanic  viemhrane  is  greatly 
thickened  and.  the  vessels  are  dilated,  especially  those  which  course 
between  the  epidermic  and  fibrous  layers.  The  postei-ior  part  of 
the  membrane  bulges  outwards  towards  the  meatus,  and,  just 
external  to  the  long  process  of  the  incus,  this  part  is  specially 
swollen  and  infiltrated.  The  epidermic  layer  is  here  seen  to  be 
desquamating  and  the  fibrous  layer  is  disintegrated  by  small  cell 
infiltration.  Pus-cells  can  be  seen  forming  a  small  abscess  just 
beneath  the  desquamating  epidermic  layer  (myringitis).  It  is 
obvious  that  at  this  spot  rupture  of  the  membrane  was  just  about 
to  occur. 

Ossicles. — Although  the  mucous  membrane  covering  the  ossicles 
is  intensely  congested  and  infiltrated  like  the  rest  of  the  tympanic 
mucosa,  the  ossicles  themselves  are  healthy.  The  long  process  of 
the  incus  and  the  incudo-stapedial  joint  are  normal,  though  these 
parts  are  the  first  affected  as  a  rule — at  least  in  cases  of  chronic 
suppuration — on  account  of  their  deficient  blood-supply.  The 
foot-plate  of  the  stapes  is  normal,  but  the  anterior  part  of  the  foot- 
plate is  tilted  outwards,  while  the  posterior  part  is  tilted  in  as  if  by 
powerful  contraction  of  the  stapedius  muscle.  The  annular  liga- 
ment ichich  joins  the  foot-plate  of  the  stapes  to  the  margins  of  the 
oval  window  is  infiltrated  w'ith  pits-cells,  ichich  are  finding  their  way 
through  it  into  the  vestibule.  This  is  especially  noticeable  in  the 
anterior  part  of  the  ligament. 

The  tympanic  cavity,  aditus,  and  antrum  are  all  full  of  pus. 

Labyrinth  Capsule. — The  labyrinth  capsule  proper,  which  is 
formed  of  cartilage  bone,  and  contains  interglobular  spaces,  is 
quite  normal,  but  outside  this  the  looser  periosteal  bone  shows 
great  vascular  dilatation,  and  the  marrow  spaces  surrounding  the 
labyrinth  capsule  are  intensely  congested. 

The  facial  nerve  on  the  inner  wall  of  the  tympanic  cavity 
appears  normal,  but  the  vessels  which  accompany  it  are  greatly 
dilated. 

Labyrinth — Cochlea.  — A\\  coils  of  the  cochlea  contain  pus,  but 
the  scala  tympani  shows  more  than  the  scala  vestibuli.  In  the 
basal  coil  the  scala  tympani  shows  a  haemorrhage  in  addition  to 
very  numerous  pus-cells.  The  perilymphatic  aqueduct  contains 
pus  at  its  cochlear  end,  but  further  down,  where  the  duct  becomes 
very  narrow,  few  pus-cells  can  be  seen.  Towards  the  cranial  end, 
however,  numerous  small  round  cells  are  again  visible.     In  all  the 
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coils  the  cochlear  duct  contains  pus,  and  Corti's  organ  is  dis- 
integrated. In  the  middle  and  apical  coils  Reissner's  membrane 
has  disappeared,  but  in  the  basal  coil  it  may  be  seen  in  parts. 
The  hollow  spaces  of  the  modiolus,  which  contain  the  nerves  and 
ganglia,  are  infiltrated  Avith  pus- cells,  and  the  blood-vessels  of  the 
modiolus  ai-e  greatly  dilated  ;  in  the  spiral  canal  of  the  basal  coil 
hfemorrhage  may  be  seen. 

Round  Window. — The  secondary  tympanic  membrane  closing 
the  round  window  is  greatly  swollen  and  infiltrated  with  pus-cells, 
which  may  be  seen  making  their  way  through  it  into  the  scala 
tympani.  The  mucous  membrane  lining  tlie  round  window  is 
greatly  engorged  and  thickened. 

Vestibule. — There  is  a  considerable  collection  of  pus  in  the 
perilymph  space  just  internal  to  the  foot-plate  of  the  stapes.  The 
endosteum  covering  the  inner  side  of  the  foot-plate  is  tliickened. 
The  outer  wall  of  the  saccule  is  ruptured,  and  the  saccule  itself 
contains  some  pus-cells.  The  utricle  is  dilated  but  not  ruptured. 
There  is  a  haemorrhage  in  the  perilymph  space  of  the  vestibule 
between  the  utricle  and  the  posterior  Avail  of  the  cavity.  The 
vestibular  end  of  the  endolymphatic  aqueduct  shows  some  small 
cell  infiltration  of  its  Avails,  and  a  few  pus-cells  may  be  seen  in  the 
Cavity  of  the  duct. 

Semicircular  Canals. — There  is  a  htemorrhage  in  the  perilymph 
space  of  the  external  canal  and  in  the  crus  commune,  but  the  canals 
themselves  are  almost  free  from  pus.  The  posterior  canal  also 
shoAvs  htemorrhage  in  the  peri-  and  endolymphatic  spaces. 

Internal  Meatus. — The  loAver  part  of  this  space  is  seen  to  be 
full  of  pus-cells,  but  unfortunately  the  seventh  and  eighth  nerves 
were  remoA^ed  at  the  post-mortem,  so  that  no  report  can  be  given 
on  these  structures. 

Right  Ear. 

External  meatus  is  free  from  purulent  discharge. 

Eustachian  tube  contains  muco-purulent  exudate. 

Tympanic  cavity  is  full  of  pus.  The  mucous  membrane  lining 
the  tympanic  cavity  and  attic  is  sAvollen,  engorged,  and  infiltrated, 
but  the  joint  between  the  malleus  and  incus  is  normal,  as  is  also 
that  between  the  incus  and  stapes.  Pus  is  present  in  the  niche 
of  the  oval  Avindow,  but  the  annular  ligament  is  intact  and  is  not 
infiltrated  with  piis-cells.  The  raucous  membrane  of  the  aditus 
and   antrum  shows   a  similar  condition  to   that  of  the  tympanic 
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Fig.  5. — Horizontal  section  tliroug-h  left  ear  of  present 
case  (x  20diain.;.  (1)  Chorda  tympani  ;  2j  external 
meatus ;  (3)  collection  of  pus  beneath  epidermic 
layer  of  tympanic  membrane  (myringitis;;  —  the 
fibrous  layer  is  perforated  ;  (4)  desquamated  epi- 
thelium of  tympanic  memlwane  ;  i5)  fibrous  layer 
of  drum-head  ;  (6)  promontory,  covered  by  swollen, 
engorged,  and  infiltrated  mucous  membrane  ;  (7) 
mucous  layer  of  tymimnic  membrane  ;  (8)  jjus  in 
tymjianic  cavity. 


W^' 


Fig.  6. — Horizontal  section  through  left  ear  of  present 
case  (x  20  diam.}.  (li  Incus;  ;2)  bony  wall  of 
external  attic  ;  (3i  malleus;  (i)  pus  in  external 
attic  ;  (5)  anterior  ligament  of  malleus  ;  (6i  chorda 
tympani  ;  ("}  facial  nerve — its  Ijony  covering  is 
dehiscent ;  (8)  pus  in  joint  between  malleus  and 
incus  ;  (9   pus  in  internal  attic. 


[G.  7. — Horizontal  section  through  left  ear  of  present 
case  (  X  20  diam.).  '1)  Swollen  mucosa  over  pyra- 
mid ;  (2)  pus  in  niche  of  oval  window;  (3)  foot- 
plate of  stapes — to  the  right  of  this  pus  is  seen 
entering  the  vestibule  ;  '4;  anterior  crusof  stapes; 
(5:  internal  meatus  with  pus  cells  (meningitis)  ; 
(6)  cavity  of  ruptured  sacculus ;  (7)  pus  in  peri- 
lymphatic space  of  vestibule  ;  (8)  pus  and  hemor- 
rhage external  to  (9)  the  utriculus. 


Fig.  8.— Horizontal  section  through  left  ear  of  present 
case  (X  20  diam.).  (1  Pus  in  tympanic  cavity; 
(2)  swollen  mucosa  over  promontory  ;  {3!  pus  in 
scala  tympani  of  basal  coil ;  ;4)  vein  accompanying 
aqueduct  of  cochlea  ;  (5)  pus  in  cochlear  opening 
of  perilymphatic  aqueduct ;  ;6)  pus  in  niche  of 
round  window— the  central  part  of  the  round 
window  membrane  is  infiltrated  with  pus;  (7) 
ampullary  end  of  posterior  canal. 
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cavity.     The  secondary  tympanic  membrane  closing  the  round  whidoic 
is  moderately  thickened  hut  is  not  iiifilfrated. 

Labyrinth  Capsule. — As  in  left  ear. 

Cochlea. — There  is  a  considerable  amount  of  haemorrhage  in  the 
scala  tympani  and  also  in  the  scala  media  in  the  neighbourhood  of 
the  round  window.  The  cochlear  opening  of  the  perilymphatic 
aqueduct  contains  pus  which  has  apparently  found  its  way  up 
the  aqueduct  from  the  subarachnoid  space.  In  the  basal  coil 
the  cochlear  canal  is  somewhat  dilated,  apparently  by  the  htemor- 
rhage  which  is  present.  A  slight  amount  of  coagulated  lymph  is 
present  in  the  apical  coil.  Corti's  organ  in  the  apical  coil  is 
almost  normal,  but  in  the  middle  coil  it  is  disintegrated  and  the 
membraua  tectoria  is  separated.  A  haemorrhage  is  present  in  the 
osseous  spiral  lamina  of  the  basal  coil.  The  modiolus  and  the  nerve 
canals  are  infiltrated  with  pus,  which  appears  to  have  invaded  from 
the  subarachnoid  space  of  the  internal  meatus. 

Vestibule. — There  is  a  large  hasmorrhage  in  the  perilymphatic 
space  of  the  vestibule  between  the  foot-plate  of  the  stapes  on  the 
outer  side  and  the  utricle  and  saccule  on  the  inner.  This  htemor- 
rhage  is  situated  below  the  entrance  of  the  vestibular  nerve  to  the 
utricle.  (Unfortunately  the  right  inner  ear  is  not  well  filled  with 
celloidin.)  Haemorrhage  is  present  in  the  vestibular  end  of  the 
endolymphatic  aqueduct,  but  towards  its  cranial  end  the  duct  is 
healthy  and  the  saccus  contains  no  blood. 

Semicircular  Canals. — The  superior  canal  is  normal  at  its 
ampullary  end,  but  the  smooth  end  contains  pus  and  chips  of  bone 
(artefact  due  to  opening  with  chisel  at  post-mortem).  There  is  a 
hasmorrhage  in  the  crus  commune  in  the  membranous  canal,  and 
also  in  the  nerve  which  passes  to  the  ampulla  of  the  posterior  canal. 

Internal  Meatus. — A  considei-able  quantity  of  pus  is  present 
ill  the  internal  meatus  and  surrounds  the  cochlear  and  vestibular 
nerves  ;  this  has  probably  infiltrated  beneath  the  subarachnoid 
sheaths  of  the  nerves  from  the  meningitis  which  existed  at  the 
base  of  the  brain.  The  fundus  of  the  internal  meatus  is  full  of 
pus,  and  the  modiolus  is  infiltrated  to  a  moderate  extent  with 
pus-cells. 

Eemaeks. 

(1)  As  appears  from  i\ie  post-mori em  examination  the  case  was 
one  of  acute  infection  of  the  respiratory  tract — nose,  trachea, 
bronchi,  and  smaller  air-passages,  and  also  of  the  middle-ear  clefts 
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on  both  sides.     The  Streptococcus  mucosus  was  found  in  the  pus  in 
the  ears  and  also  in  the  cerebro-spinal  fluid. 

(2)  There  is  some  evidence  for  belie viug  that  there  was  a 
tendency  to  severe  disease  of  the  ear  in  the  patient's  family. 
Lermoyez  {Ahst.  Central,  f.  Ohrenheilh.,  1909,  p.  497)  cites  two 
families  in  which  several  deaths  occurred  from  intra-cranial  com- 
plications following  otitis  media. 

(3)  It  is  interesting  to  speculate  as  to  the  outcome  of  the  case 
if  paracentesis  had  been  performed  early  on  the  morning  of 
March  17,  when  the  illness  began.  Even  then  it  would  probably 
have  been  too  late  to  avoid  a  fatal  result,  as  signs  of  labyrinthitis 
and  meningitis  developed  so  rapidly. 

(4)  The  choreic  movements  of  the  upper  extremity  are  interest- 
ing. On  admission  to  the  Eoyal  Infirmary  the  choreic  movements 
of  the  hands  were  still  present.  Similar  movements,  combined 
with  cerebellar  rigidity,  in  a  case  of  tubercular  meningitis,  have 
been  recorded  by  Hughliugs  Jackson  {Brit.  Med.  Journ.,  1875, 
p.  636). 

(5)  Unfortunately  there  is  no  note  as  to  the  presence  or 
absence  of  cochlear  symptoms  in  this  case.  The  vestibular  sym- 
ptoms, though  acute  at  the  onset,  rapidly  diminished  in  severity, 
and  the  vomiting  had  almost  passed  oif  at  the  time  of  admission 
to  the  Infirmary.  It  was  noted  on  admission  tiiat  the  patient 
lay  on  bis  right  side  and  that  the  eyes  were  turned  towards 
the  left.  In  this  position  the  nystagmus  would  be  least.  At 
this  time  the  patient  was  almost  comatose,  and  the  position  of 
the  eyes  corresponded  to  the  direction  of  the  slow  movement  of 
the  vestibular  nystagmus  due  to  purulent  disease  of  the  left 
labyrinth. 

(6)  From  a  review  of  the  literature  (1903-1913)  it  appears  that 
eases  of  labyrinthitis  and  meningitis  occasionally  occur  in  acute 
suppurative  otitis  media  before  rupture  of  the  tympanic  mem- 
brane. The  present  case,  however,  appears  to  be  the  first  in  which 
these  conditions  have  been  proved  to  be  present  by  microscopic 
examination  of  the  ear.  Prof.  Gr.  Alexander,  of  Vienna,  has 
privately  informed  the  writer  that  he  has  a  similar  case,  as  yet 
unpublished. 

(7)  The  route  of  infection  from  the  tympanic  cavity  to  the 
labyrinth  appears  to  admit  of  no  doubt,  from  the  examination  of 
the  round  and  oval  windows  of  the  left  ear.  From  the  labyrinth 
the  infection  appears  to  have  spread  along  the  perilymphatic 
aqueduct  to  the  subarachnoid  space,  giving  rise  to  meningitis.    The 
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Fig.  9.— Horizontal  section  through  right  ear  of  present 
case  (x  20  diam.).  (1)  Haemorrhage  in  perilym- 
phatic space  of  vestibule  close  to  utricular  branch 
of  vestibular  nerve  ;  (2 1  facial  nerve;  :i,  crista  of 
external  canal;  H,  cavity  of  utricle,  which  con- 
tains an  air-bell  artefact'  ;  (5)  neuro-epithelium  of 
utricle  ;  (6^  cavity  of  saccule. 


Fig.  10.— Horizontal  section  throug-h  riyhf  ear  of 
present  case  (x  20  diam.i.  il)  Ha?morrhage  in 
perilymphatic  space  of  vestibule  external  to 
saccule  ;  i2,  pus  in  niche  of  oval  window  ;  a)  foot- 
plate of  stapes  ;  (-i)  haemorrhage  in  posterior  part 
of  perilymphatic  space  of  vestibule— the  latter 
contains  a  large  air-bell  ;  (.5)  utriculus,  containing 
air-bell ;  (6)  haemorrhage  ;  (7;  ductus  endolym- 
phaticus;  1 8;  cavity  of  saccule. 


Fig.  11.— Horizontal  section  through  Hr/hf  ear  of 
present  case  (x  20  diam.i.  [l;  Cochlear  duct  of 
basal  coil  containing  haemorrhage  ;  (2j  air-bell  in 
scalavestibuli;  : 3)  spiral  ganglion  ;  (•l)h£emorrhage 
in  bony  spiral  lamina  ;  (.5)  air-bell  in  scala  tympani. 


Fig.  12. — Horizontal  section  through  rii/hf  ear  of 
present  case  (x  20  diam.).  (1)  Scala  tympani  of 
basal  coil ;  (2)  ha?morrhage  above  membrane  of 
round  window  ;  (.3,  niche  of  round  window  ;  (4) 
swollen  membrane  of  round  window  ;  (.5)  pus  in 
cochlear  opening  of  perilymphatic  aoueduct ;  (6j 
vein  accompanying  cochlear  aqueduct'. 
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infection  may  also  liave  spread  along  the  branches  of  the  cochlear 
nerve  to  the  subarachnoid  space  of  the  internal  meatus,  as  the  left 
modiolus  was  infiltrated  with  pus. 

(8)  In  some  ways  the  condition  of  the  right  ear  is  even  more 
interesting  than  that  of  the  left.  There  is  still'  considerable 
difference  of  opinion  as  to  the  pathological  conditions  present  in 
the  first  stages  of  labyrinthitis.  Many  suppose  that  at  first  there 
is  a  serous  exudation  into  the  perilymphatic  space,  while  others 
believe  that  haemorrhage  occurs.  In  the  right  ear  of  the  present 
case  there  was  a  little  curdled  lymph  to  be  seen  in  the  apical  coils 
of  the  cochlea,  but  the  most  marked  changes  were  the  haemorrhages 
which  were  seen  in  the  perilymphatic  space  internal  to  the  foot- 
plate of  the  stapes  and,  to  a  less  extent,  just  above  the  secondary 
tympanic  membrane.  On  this  side  the  annular  ligament  and  the 
membrane  of  the  round  window  were  not  infiltrated  with  pus,  and 
it  would  therefore  appear  that  the  hasmorrhages  were  of  toxic 
origin.  The  condition  of  the  right  ear  (numerous  haemorrhages) 
may  possibly  account  for  those  cases  of  marked  deafness  which 
sometimes  follow  severe  attacks  of  acute  suppurative  otitis  media. 
It  must  not  be  forgotten,  however,  that  pus  was  present  in  the 
scala  tympani  of  the  basal  coil  in  the  cochlear  end  of  the  peri- 
lymphatic aqueduct.  This  had  undoubtedly  found  its  way  up  the 
aqueduct  from  the  subarachnoid  space.  The  writer  has  found 
haemorrhages,  similar  to  those  in  the  present  case,  in  the  mucous 
membrane  of  the  sphenoidal  sinus  in  a  case  of  acute  pneiimococcic 
infection. 

(9)  Cases  aie  on  record  in  which  labyrinth  suppuration  appears 
to  have  been  due  to  retrograde  infection  from  the  subarachnoid 
space.  This  not  infrequently  occurs  in  epidemic  cerebro-spmal 
meningitis.  The  present  case  cannot  be  regarded  as  one  in  which 
the  labyrinth  has  been  infected  by  this  route,  at  least  on  the  left 
side.  On  this  side  the  otitis  media  is  much  more  advanced  than 
the  labyrinthitis,  and  the  state  of  the  windows  shows  that  the  pus 
is  passing  into,  and  not  out  of,  the  labyrinth. 

(10)  The  presence  of  pus  in  the  joint  between  the  incus  and 
malleus  on  the  left  side  is  probably  not  an  artefact ;  both  middle 
ears  were  opened  with  the  chisel,  and  yet  only  on  the  left  side  does 
the  incudo-malleal  joint  contain  pus. 

(11)  The  early  stages  of  perforation  of  the  drum-head  are  well 
illustrated  in  the  left  ear  of  the  present  case.  The  whole  tympanic 
membrane  is  thickened,  engorged,  and  infiltrated.  The  fibrous 
layer  is  ruptured  and  a  small  abscess  has  formed  just  underneath 
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the  superficial  epitlieliujii;  which  is  desquamating.  Had  the  patient 
lived  for  a  few  hours  longer,  discharge  from  the  ear  would  probably 
have  occurred. 

(The  writer  wishes  to  acknowledge  his  indebtedness  to  the 
Carnegie  Trust  for  a  grant  in  connection  with  the  photo-micro- 
graphs illustrating  this  case.) 


Review  of  the  Recent  Literature  dealing  with  Acute  (genuine) 
Suppurative  Otitis  Media  and  Labyrinthitis. 

I.   Types  of  Otitis  Media. 

Brock  [Zeitsch.f.  Ohrenheilk.,B.67 jip.  1)  divides  acute  suppurative 
otitis  media  into  two  groups  :  (1)  A  gemiine  form,  followiug  coi'yza, 
influenza,  etc.;  and  (2)  a  necrotic  form  which  occurs  in  scarlet 
fever  and  tuberculosis.  Brock  has  collected  thirty  cases  of  acute 
genuine  otitis  media,  in  which  labyrinthitis  developed.  In  eight  of 
these  cases  infection  spread  to  the  labyrinth  by  way  of  the  oval 
and  round  windows,  and  in  six  of  these  the  windows  were  macio- 
scopically  intact,  the  infection  spreading  through  the  mucous 
membrane  and  ligamentous  structures  without  causing  an  actual 
rupture.  This  mode  of  infection  is  known  as  ''induced"  laby- 
rinthitis, and  to  this  group  the  present  case  belongs. 

Ruttin  {Medizin.  Klinik.,  1910,  No.  1)  divides  acute  otitis  media 
into  two  groups:  (1)  due  to  non-capsulated  organisms  [Strepto- 
coccus pyogenes  alone  or  along  with  a  staphylococcus)  ;  (2)  due  to 
capsulated  organisms  (pneumococcus  and  Streptococcals  mucosus. 

(1)  In  otitis  due  to  non-capsulated  organisms  the  first  stage 
(serous  exudation)  begins  with  stinging  pain  in  the  ear,  Avhich 
increases  for  three  or  four  days.  At  the  end  of  this  period  the 
second  stage  (purulent  exudate)  begins,  and  the  membrane  gives 
way ;  pain  passes  off,  but  there  is  copious  purulent  secretion, 
deafness  and  tinnitus.  This  stage  lasts  about  two  weeks.  In 
the  third  stage,  which  also  lasts  about  two  weeks,  the  secretion  is 
mucopurulent,  the  hearing  improves  and  the  noises  diminish.  In 
the  fotirth  and  last  stage  the  discharge  stops  and  tlie  membrane 
shows  the  picture  of  a  simple  catarrhal  otitis.  Later  it  becomes 
retracted  and  opaque.  There  is  moderate  deafness  and  tinnitus  in 
this  stage,  and  the  patient  has  a  "  closed  up  "  feeling  in  the  ear. 

(2)  In  the  variety  due  to  capsulated  organisms  the  first  stage 
begins  with  slight  pain  in  the  ear,  deafness  and  noises.  The 
drumhead  appears  as  in  serous  catarrh — opaque,  moist,  dull  and 
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desquamating,  but  only  slightly  red.  The  membrane  is  not  bulged, 
and  details  of  the  malleus  are  still  visible,  though  the  incus  cannot 
be  seen.  In  the  second  stage  (after  one  or  two  weeks)  the  slight 
symptoms  get  less,  but  the  patient  complains  of  a  heavy  feeling  in 
the  head,  slight  deafness  and  noises.  These  symptoms  may  remain 
for  weeks  or  even  months.  On  examination  it  is  found  that  the 
tympanic  cavity  has  somewhat  recovered,  and  that  the  light  reflex 
is  present  though  not  sharp  ;  there  is  slight  mastoid  tenderness, 
and  if  paracentesis  is  performed  mucoid  secretion  is  evacuated. 
The  third  stage  develops  suddenly  with  signs  of  intra-cr.mial  com- 
plication. In  many  instances,  however,  the  third  stage  never 
develops  and  the  otitis  aborts. 

Neumann  andRuttin  {Archiv.f.  Ohrenheilk.  B.  79)  have  recorded 
79  cases  of  acute  suppurative  otitis  media.  Of  these,  54  cases 
were  cui-ed  without  operation,  three  showing  capsulated  cocci  and 
51  non-capsulated  cocci.  Forty-three  cases  came  to  operation,  14 
with  capsulated  cocci  and  29  with  non-capsulated  cocci.  Out  of 
24  cases,  in  which  the  streptococcus  was  present,  alone  or  in  mixed 
growth,  22  came  to  operation  and  only  two  recovered  spontaneously. 
Of  the  22  cases  operated  upon,  two  showed  extradural  abscess,  one 
meningitis,  one  brain  abscess,  and  five  Bezold's  mastoiditis.  Opera- 
tion showed  that  great  destruction  of  bone  had  taken  place, 
although  there  had  been  comparatively  few  symptoms. 

Of  the  34  cases  in  which  the  Streptococcus  pyogenes  was 
present,  20  cured  spontaneously  and  only  14  came  to  operation. 

In  the  present  case,  although  the  Streptococcus  mucosus  was 
the  organism  present  in  the  middle  ear  and  subarachnoid  space, 
the  type  of  otitis  was  very  different  to  that  described  above,  unless 
we  are  to  assume  that  the  patient  had  been  suffering  from  a  latent 
otitis  media  due  to  the  Streptococcus  mucosus,  and  that  it  was  only 
the  sudden  onset  of  labyrinthitis  and  meningitis  from  which  the 
boy's  relations  dated  the  onset  of  the  illness.  To  the  writer  this 
supposition  seems  an  extremely  probable  one. 

Hays  {Annals  of  Otology,  June,  1912)  records  a  case  of  acute 
mastoiditis  in  a  child.  Twenty-four  hours  after  operation  the 
temperature  rose  to  103'^  F.,  the  pulse  became  irregular  aud 
nystagmus  developed  to  the  diseased  side.  Lumbar  puncture 
yielded  cloudy  fluid  containing  the  Streptococcus  mucosus. 

Neumann  and  Ghon  {Centralhl.  f.  Ohrenheilk.,  1910,  p.  276) 
report  on  the  bacteriology  of  56  cases  of  purulent  meningitis ; 
they  found  that  a  diplococcus  and  the  StrepAococcus  mucosus  were 
the  usual  causes  of  this  intra-cranial  complication.     This  is  remark- 
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able  in  view  of  the  fact  that  Neumann  and  Ruttin  had  found  the 
streptococcus  pyogenes  in  sixty  out  of  ninety  cases  of  acute 
suppurative  otitis  media. 

II.  Acute  Suppurative  Otitis  Media  and  Lahyrinthitis: 

In  the  Monatsschrift  fur  OJirenheilkvnde,  Jahrgang  47,  Heft  5, 
Ruttin  lecords  ten  cases  of  acute  suppurative  otitis  media  and 
labyrinthitis  and  has  also  collected  twenty-nine  further  cases  from 
the  literature  as  follows  : 

Brock  (4  cases),  Zeitschr.f.  Ohrenheilk.,'Bd.\xy\;  Blohmke,  ibid., 
Bd.  Ixiv ;  Gruenberg  (two  cases),  ibid.,  Bd.  Ixii  and  Ixiii ;  Knapp, 
Festschr.f.  Lucae,  Berlin,  1905;  Lange  (two  cases),  Passotvs  Beitrdge, 
Bd.  i,  cases8and9;  Marx,  Zeitschr.f.  Ohrenheilh.,  1910;  Nuernberg, 
Archiv.f.  Ohrenheilk.,  Bd.  Ixxvi;  Pause,  Verhandl.  d.  Deutschen. 
Otolog.Gesellschaft,  1910;  Politzer,  Archiv.f.  Ohrenheilk.,  Bd.  Ixxxv; 
Scheibe,  Verhandl.  d.  Deutschen  Otolog.  Gesellschaft,  1909;  Schmie- 
gelow,  Archiv.  f.  Ohrenheilk.,  Bd.  Ixxix,  cases  2  and  10;  Schoetz, 
ibid.,  Bd.  Ixxxvi ;  Schwabach,  Lucae' s  Festschrift,  1905 ;  Uff enorde 
(2  cases),  Verhandl.  d.  Deutschen  Otolog.  Gesellscluft,  1910,  and 
Passow's  Beitriige  Bd.  v,  Heft.  4 ;  Voss  (5  cases),  Verhandl.  d. 
Detitschen  Otolog.  Gesellschaft,  1908;  Wanner,  ibid.,  1909;  Wojat- 
schek,  Archiv.  f.  Ohrenheilk.,  Bd.  Ixxxi ;  Shin-isi-Ziba,  ibid.,  Bd. 
Ixxxvii,  1912. 

The  age  of  the  patients  is  not  stated  in  every  case,  but  at  least 
nine  were  children  of  15  years  and  under.  Duration. — In  at  least 
nineteen  of  the  cases  tlie  duration  of  the  otitis  media,  up  to  the 
occurrence  of  labyi'inthitis  was  eight  days  or  less;  in  several  of 
the  cases  the  otitis  media  and  labyrinthitis  appeared  to  be  simul- 
taneous. Exudate. — In  twenty  cases  the  tympanic  exudate  was 
purulent  or  muco-purulent,  but  in  at  least  four  it  was  only  blood- 
stained serum.  Bacteriology. — In  three  cases  at  least  capsulated 
diplococci  were  present.  Hearing. — Eight  of  the  patients  at  least 
had  some  remains  of  hearing  in  the  aifected  ear.  Result. — Sixteen 
of  the  patients  recovered  and  twenty-three  died.  In  at  least 
nineteen  of  the  twenty-three  deaths  leptomeningitis  was  present ; 
in  one  case  there  was  no  post-mortem. 

In  one  case  recorded  by  Brock  {Zeitsch.  f.  Ohrenheilk.,  Bd.  Ixvi) 
the  labyrinthitis  was  of  the  induced  variety,  i.  e.  there  was  no 
macroscopic  lesion  of  the  round  or  oval  windows  or  of  the  bony 
walls  of  the  labyrinth. 

In  Case  3  of  Ruttin's  series  the  tympanic  membrane  was  not 
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perforated,  but  showed  scar  due  to  former  suppurative  otitis ;  the 
case  recovered.  The  writer  has  searched  the  literature  for  the 
last  eleven  years  and  can  find  no  case  exactly  similar  to  that 
described  in  the  present  paper.  Prof.  Alexander  and  Dr.  Ruttin, 
of  Vienna,  and  Dr.  Nager,  of  Zurich,-have  all  been  Mnd  enough  to 
inform  the  writer  that  they  know  of  no  similar  case  hitherto  recorded. 

Ruttin  yihid.)  states  that  labyrinthitis  can  occur  (1)  in  the  stage 
of  serous  exudation  in  otitis  media.  Of  the  39  cases  collected  by 
Riittin,  13  come  into  this  group  (8  cured,  5  died).  (2)  Labyrin- 
thitis may  occur  in  the  stage  of  purulent  middle  ear  exudation  a 
short  time  after  the  perforation  of  the  tympanic  membrane;  7  of 
the  39  cases  collected  by  Ruttin  belong*  to  this  group,  3  cured,  4 
died.  (3)  Labyrinthitis  may  occur  one  to  three  weeks  after 
perforation ;  5  of  the  39  cases  belong  to  this  group  (1  cured,  4  died). 
(4)  Finally,  labyrinthitis  may  occur  in  cases  of  occult  otitis  media 
due  probably  to  capsulated  diplococci;  of  the  39  cases  collected 
by  Ruttin,  14  belong  to  this  group  and  of  these  3  were  cured  and 
11  died. 

In  group  1  the  labyrinthitis  and  otitis  were  almost  simultaneous. 
The  middle  ear  exudate  consists  of  blood-stained  serum  oi',  if  it  be 
purulent,  the  tympanic  membrane  is  not  perforated.  In  this  group, 
of  the  five  cases  which  died  the  cause  of  death  was  almost  certainly 
labyrinthine  meningitis  in  four.  One  case  died  of  pneumonia  and 
on  examination  a  healing  purulent  labyrinthitis  was  found.  Of  the 
eight  cases  which  recovered,  seven  were  cases  of  serous  labyrinthitis 
and  one  case  was  not  sufficiently  investigated. 

Group  2. — Of  the  four  recoveries,  three  were  cases  of  serous 
labyrinthitis,  while  in  one  purulent  labyrinthitis  was  present. 
Purulent  labyrinthitis  was  present  in  all  of  the  three  cases  which 
died. 

GTroup  3. — The  case  which  recovered  w^as  one  of  serous  laby- 
rinthitis, while  all  the  four  deaths  were  associated  with  purulent 
labyrinthitis. 

Group  4. — Of  the  three  recoveries,  one  was  serous  and  two 
were  purulent  labyrinthitis ;  while  of  the  eleven  cases  which  died, 
only  one  showed  serous  labyrinthitis,  the  rest  were  purulent. 

If  we  gather  these  results  together  we  find  that  there  were 
fourteen  cases  of  diffuse  serous  labyrinthitis,  of  which  thirteen 
recovered  and  one  died.  On  the  other  hand,  there  were  twenty- 
five  cases  of  purulent  labyrinthitis,  of  which  four  were  cured  and 
twenty-one  died. 

Ruttin  comes  to  the  conclusion  that  if  a  labyrinthitis  occurs 
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early  in  the  coui'se  of  a  genuine  acute  otitis  media,  it  is  more  likely 
to  be  serous  and  consequently  less  dangerous.  If  on  tlie  other 
hand,  the  labyrinthitis  occurs  late  it  is  more  likely  to  be  purulent 
and  therefore  dangerous.  Ruttin  admits,  however,  that  a 
dangerous  purulent  labyrinthitis  may  occur  very  early  in  a  case 
of  otitis  media,  and  further,  that  meningitis  may  develop  before 
labyrinthitis,  and  may  give  rise  to  a  retrograde  labyrinthitis  by 
infection  through  the  internal  meatus. 

The  present  case  cannot  be  regarded  in  this  light,  because  the 
otitis  media  is  much  more  marked  than  the  labyrinthitis.  Further, 
the  condition  of  the  Avindows  shows  that  the  pus  is  passing  into  and 
not  out  of  the  labyrinth. 

It  is  noteworthy  that  in  the  fatal  cases  collected  by  Ruttin,  in 
which  otitis  media,  labyrinthitis  and  meningitis  all  developed 
about  the  same  time,  five  showed  capsulated  cocci  as  the  causal 
organism,  and  of  these  three  showed  the  Streptococcus  mncosus. 

The  following  cases  do  not  appear  to  be  included  in  Ruttin's  list : 

Mrinasse,  CentralbLf.  OhrenheilJc,  1903,  p.  436. — Case  of  sub- 
acute otitis  media  and  labyrinthitis  with  infection  through  the 
annular  ligament. 

Dixon  {Archives  of  Otology,  1905).  Acute  suppurative  otitis 
media  of  six  weeks'  dui'ation.  Sudden  attack  of  labyrinthitis,  pro- 
bably due  to  dislocation  of  stapes  during  examination  of  the  ear 
with  probe  :  meningitis  and  death.  Examination  showed  that  the 
stapes  was  dislocated  and  that  pus  was  present  in  the  vestibule 
and  canals.     The  membrane  of  the  round  window  was  perforated. 

Whitehead  [Journal  of  Laryngologxj,  1904)  records  twenty-seven 
cases  of  labyrinthitis.  One  of  these  was  in  a  case  of  acute  suppura- 
tive otitis  media  in  a  child  of  three  months. 

V.  Wild  {Centralhl.  f  Olirenheilk.,  1909,  p.  576)  reported  a  case 
of  acute  suppurative  otitis  media  in  which  labyrinthitis  occurred  on 
the  third  day. 

Herzfeld  [Centrcdhl.  f  Ohrenheilk,  1900,  p.  463).  Case  of 
acute  suppurative  otitis  media  with  labyrinthitis,  with  cure  after 
the  Schwartze  operation.  Katz  stated  that  he  had  had  a  similar 
case  and  thought  that  these  cases  were  explained  by  inflammatory 
oedema  of  the  labyrinth  and  not  by  haemorrhage. 

Gradle  {Laryngoscope,  1909).  Case  of  acute  influenzal  otitis 
media  of  four  weeks'  duration,  followed  by  labyrinthitis.  The 
patient  recovered  with  normal  hearing. 

Meyer  {Centrcdhl.  f.  Ohrenheilk.,  1910,  p.  320)  records  a  case  of 
purulent   meningitis  and   pneumonia    in   a    child    of    six    months. 
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Curdled  lymph  was  present  in  one  labyrinth  and  streptococci  were 
found  in  the  aqueduct  of  the  cochlea  and  in  the  scala  tympani  of  the 
basal  coil.  Meyer  holds  that  the  labyrinth  became  infected  through 
the  aqueduct  of  the  cochlea.  • 

Meyer  also  records  a  case  of  labyrinthitis  in  a  child  two  days 
old  which  died  of  pneumonia.  In  this  case  there  was  a  strepto- 
coccal blood  infection,  and  Meyer  believes  that  the  labyrinth  was 
infected  in  this  way. 

Emil  Storath  (Abstract,  Jouen.  of  Lakyngol.,  Rhinol.,  and  Otol., 
1914^  p.  276)  points  out  the  similarity  of  otitis  media  due  to  Fried- 
lander's  bacillus  to  that  caused  by  the  Streptococms  mucosus,  both 
as  regards  symptoms  and  intra-cranial  complications. 

III.  Acute  Suppurative  Otitis  Media  and  Labyrinthitis,  without 
Rupture  of  the  Tympanic  Membrane. 

Ruttin  {Centralbl.  f.  OhrenheilJc.,  1912,  p.  30)  records  the  case 
of  a  child,  aged  nine,  who  had  had  earache  for  two  days.  Vomiting, 
giddiness  and  loss  of  balancing  were  present  before  admission. 
The  drum-head  was  bulged  and  red,  but  not  perforated.  The 
affected  ear  (right)  was  quite  deaf,  and  the  caloric  reaction  was 
absent.  Spontaneous  nystagmus  to  the  left  was  present.  Para- 
centesis evacuated  serous  exudate.  The  nystagmus  passed  off  in 
six  days,  but  the  otorrhoea  remained  very  copious.  The  patient 
recovered,  but  the  right  inner  ear  remained  f  unctionless.  E.  Urbant- 
schitsch  stated  that  he  had  seen  a  similar  case. 

Ruttin  [Centralb.  f.  Ohrenheilk.,  1912,  p.  212)  records  a  further 
case  :  Child,  aged  ten,  with  severe  headache  and  earache  on  the 
right  side  for  one  day  ;  giddiness  and  vomiting ;  right  drumhead 
red  and  swollen,  but  showed  a  retracted  scar.  Right  ear  deaf; 
spontaneous  nystagmus  to  the  left  (third  degree)  ;  caloric  reaction 
absent  on  right  side.  Tenderness  present  over  cervical  spine ; 
dermographia.  Cerebro-spinal  fluid  clear  but  under  increased 
pressure.  The  patient  recovered  after  the  radical  operation,  and 
the  hearing  in  the  right  ear  returned  to  some  extent ;  the  caloric 
reaction  became  normal.  The  case  was  evidently  one  of  severe 
serous  labyrinthitis. 

IV.  Meningitis  before  Perforation  of  the  Membrana  Tympani. 

Dr.  Logan  Turner  has  kindly  given  the  writer  notes  of  two 
private   cases  :   (1)   Female,   aged   eight ;  acute   suppurative  otitis 
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media  (right),  mastoiditis  and  pneumococcal  meningitis;  death. 
The  right  drum-head  was  inflamed  but  not  perforated.  On  exa- 
mination shortly  before  death  there  was  nystagmus  to  the  left : 
high  fever,  dilated  pupils,  retraction  of  the  head  with  Kernig  and 
Babinski's  signs  on  both  sides.  The  cerebro-spinal  fluid  was  turbid 
and  yielded  a  pneumococcus  on  culture. 

(2)  Female,  aged  seven,  with  acute  suppurative  otitis  media  on 
the  left  side.  There  was  slight  redness  of  the  drum-head  but  no 
perforation.  Mastoid  tenderness  was  absent^  but  the  patient 
suffered  from  headache,  vomiting,  restlessness  and  increasing 
drowsiness.  The  temperature  was  high  and  there  was  photo- 
phobia, rigidity  of  neck  and  double  Kernig.  The  cerebro-spinal 
fluid  was  turbid  and  yielded  a  pneumococcus  on  culture.  As  there 
was  no  post-mo7'tem  examination  in  these  cases,  it  is  not  possible  to 
state  the  route  of  infection. 

V.  Boiite  of  Infection  from  Middle  Ear  to  Laliyrinth. 

Brock  {Zeitschr.  f.  Ohrenheilk.,  Bd.  Ixvii)  gives  the  following 
routes  :  (1)  Oval  window  ;  (2)  round  window;  (3)  erosion  of  outer 
wall  of  external  canal ;  (4)  erosion  of  posterior  or  superior  canal 
by  extra-dural  abscess ;  (5)  erosion  of  bone  of  outer  wall  of  cochlea 
from  disease  of  air-cells  around  the  Eustachian  tube ;  (6)  erosion 
of  outer  wall  of  promontory. 

Tretrop  (Centralhl.  f.  Ohrenheilk.,  1910,  p.  169)  gives  the 
followmg  order  of  frequency  :  Oval  window,  round  window,  hori- 
zontal canal,  promontory,  subarcuate  fossa,  vertical  canals,  and, 
finally,  the  apex  of  the  cochlea  in  the  tubal  region. 

Manasse  {Zeitschr.  f.  Ohrenheilk.,  Bd.  xlix,  p.  109)  mentions 
four  cases  of  acute  suppurative  otitis  media  with  labyrinthitis.  In 
two  infection  occurred  through  the  annular  ligament,  wliile  in  one 
it  was  due  to  fracture  of  the  petrous  pyramid.  In  the  remaining 
case  the  route  is  not  mentioned. 

Kiimmel  {Zeitschr.  f.  Klin.  Med.,  Bd.  Iv,  p.  373)  records  a  case 
of  acute  suppurative  otitis  media  and  labyrinthitis  due  to  influenza. 
A  fistula  was  present  in  the  external  canal  and  the  stapes  was 
absent. 

Goerke  {Archiv.  f.  Ohrenheilk.,  Bd.  viii,  p.  1)  records  a  case  of 
isolated  infection  of  the  tip  of  the  cochlea — a  very  rare  condition. 

E.  Urbantschitsch  {Centralhl.  f.  Ohrenheilk.,  1912,  pp.  162  and 
218)  records  two  cases  of  post-operative  labyrinthitis  following 
operation  for  acute  suppurative  otitis  media.     In  the  first  there 
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was  a  fistula  in  the  external  'canal,  and,  in  spite  of  a  radical  opera- 
tion, followed  later  by  Neumann's  labyrinth  operation,  the  patient 
died.  The  second  case  recovered  after  Neumann's  operation  in 
spite  of  signs  of  meningitis — stiffness  of  neck  and  nystagmus  to 
diseased  side. 

Zange  has  shown  that  vascular  communications  exist  between 
the  middle  ear  and  labyrinth  in  the  regions  of  the  horizontal  canal 
and  round  window. 

The  present  writer  has,  during  the  last  eight  years,  micro- 
scopically examined  six  cases  in  which  labyrinth  suppm-ation 
followed  acute  purulent  otitis  media.  The  routes  of  infection 
were  as  follows :  Oval  and  round  windows  (the  present  case) ; 
round  window  alone,  one  case  ;  erosion  of  external  canal,  one  case ; 
erosion  of  bone  of  promontory,  one  case ;  infection  of  scala  tympani 
of  basal  coil  from  the  subarachnoid  space  (meningitis)  along  the 
aqueduct  of  the  cochlea,  one  case ;  path  of  infection  not  accurately 
determined,  one  case. 

It  is  rather  surprising  that  infection  does  not  find  its  way 
oftener  through  the  secondary  tympanic  membrane  into  the  basal 
coil  of  the  cochlea.  Possibly  the  fact  that  the  membrane  of  the 
round  window  lies  at  the  top  of  a  funnel-shaped  niche  may  account 
for  its  escape.  On  the  other  hand,  it  is  quite  possible  that  the 
round  window  is  more  frequently  attacked  than  we  suppose,  especi- 
ally in  infants.  If  this  be  so  it  would  account  for  many  of  the 
cases  of  severe  deafness  following  middle-ear  suppuration,  and 
probably  also  for  numerous  cases  of  deaf-mutism. 

VI.    Varieties  of  Labyrinthitis. 

Witmaack  {Centralbl.  f.  Ohrenheilk.,  1911,  p.  275)  recognises 
tAvo  forms  :  (1)  Induced  labyrinthitis  without  erosion  of  bone  or 
purulent  infiltration  of  the  annular  ligament  or  round-window 
membranes  ;  this  form  is  usually  serous  or  sero-fibrinous.  These 
cases  are  diffuse  and  lead  to  complete  loss  of  labyrinth  function, 
but  not  to  meningitis.  (2)  Labyrinthitis  caused  by  suppurative 
otitis  with  disturbance  of  continuity  or  purulent  infiltration  of  the 
window-niches  leading  to  the  labyrinth.  This  second  form  has  two 
subdivisions  :  (a)  There  may  be  a  sudden  breaking  in  to  the  peri- 
lymphatic space,  often  caused  by  trauma,  e.  g.  injury  of  the  canals 
or  stapes  laxation.  These  cases  are  mostly  diffuse  and  lead  rapidly 
to  fatal  meningitis.  The  prognosis  is  unfavourable  as  we  are 
seldom  in  the  position  to  operate  before  meningitis  has  occurred. 


300  The  Journal  of  Laryngology,  [june,  1914. 

Witmaack  records  a  case  in  which  at  most  two  hours  previously 
labyrinthitis  had  occurred,  and  yet  there  was  intense  cloudiness  of 
the  cerebro-spinal  fluid  which  contained  streptococci  in  pure  culture. 
(b)  In  this  sub-group  the  spread  of  inflammation  is  more  gradual, 
and  there  is  formation  of  fibrinous  exudate  and  adhesions  in  the 
perilymphatic  space.  There  may  either  be  erosion  of  the  bone  of 
the  labyrinth  capsule  or  labyrinth  necrosis.  In  the  (h)  group 
meningitis  is  much  more  rare,  and  a  cui'e  may  be  obtained  after 
the  radical  mastoid  operation  without  the  labyrinth  operation, 
which  should  not  be  performed  unless  signs  of  meningitis  occur 
after  the  radical  mastoid  operation. 

Brock  {Zeitschr,  f.  Ohreoiheilk.,  Bd.  Ixvii)  divides  cases  of 
labyrinthitis,  due  to  genuine  acute  middle-ear  suppuration  inta 
two  groups  :  The  labyrinthitis  comes  on  almost  simultaneously 
with  the  otitis  media,  the  infection  occurring  through  the  windows  ; 
(2)  the  labyrinthitis  occurs  after  the  suppurative  otitis  has  been 
present  for  some  weeks  or  months  ;  in  these  cases  the  infection  is 
due  to  bone  disease. 

Voss  {Centralhl.  f.  Ohrenheilk.,  1908,  p.  437)  states  that  in 
genuine  otitis  media  the  labyrinthitis  is  often  serous — circumsciibed 
or  diffuse.  He  holds  that  manipulation  of  the  labyrinth  wall  at 
operation  is  responsible  for  many  cases  of  serous  labyrinthitis. 

Ruttin  [Centralhl.  f.  OJirenheilk.,  1912,  p.  543)  has  observed 
three  cases  of  loss  of  labyrinth  function  without  symptoms.  The 
vestibular  reaction  was  present  at  the  first  dressing  but  was  absent 
afterwards. 

Herzog  {Centralhl.  f.  Ohrenheilk.,  1908,  p.  163)  states  that  in 
suppurative  otitis  media  the  labyrinth  is  affected  by  collateral 
oedema  in  the  same  way  as  the  tissues  surrounding  a  furuncle. 

E.  Urbantschitsch  {Centralhl.  f.  Ohrenheilk.,  1910,  p.  194)  gives 
a  case  of  serous  labyrinthitis  and  facial  paralysis  after  a  radical 
mastoid  operation.  He  considers  that  both  conditions  were 
probably  due  to  collateral  inflammatory  oedema.  Herzfeld  and 
also  Katz  {Centralhl.  f.  Ohrenheilk.,  1909,  p.  463)  records  similar 
cases. 

Herzog  {Centralhl.  f.  Ohrenheilk.,  1910,  p.  414)  has  succeeded 
in  experimentally  producing  localised  labyrinthitis  in  animals  by 
opening  the  external  canal.  Subsequent  microscopic  examination 
showed  that  the  vestibule  and  cochlea  were  normal. 

Ruttin  (Passow's  Beitrdge,  Bd.  i,  p.  388)  states  that  labyrinthitis 
due  to  infection  of  the  external  canal  or  oval  window  may  be 
confined  to  the  canals  and  vestibule  or  may  only  extend  to  the  scala 
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vestibuli  at  the  beginuing  of  the  basal  coil  of  the  cochlea.  In  the 
same  way,  if  iufectiou  passes  through  the  round  window  the 
inflammatory  exudate  may  be  confined  to  the  lower  part  of  the  scala 
tympani  of  the  basal  coil.  Mayer  {Zeitschr.  f.  OhrenheilJc.,  Bd.  Iv, 
p.  48)  has  shown  the  same  thing  by  animal  experiments.  The  same 
writer  {Centralhl.  f.  Ohrenheilk.,  1909,  p.  585)  records  a  case  of 
acute  otitis  media  and  labyrinthitis  in  a  man  aged  sixty.  Gram- 
positive  cocci  were  found  in  the  fibrinous  exudate.  Microscopic 
examination  showed  fibrinous  labyrinthitis  on  the  inner  side  of  the 
round  window.  This  case  proves  that  labyrinthitis  may  be  dae  to 
diffusion  of  bacterial  products  thi'ough  the  window  membrane  in 
genuine  otitis  media,  as  well  as  in  scarlatinal  otitis.  Schwabach 
(Lucae's  Festschrift ,  p.  55),  records  a  case  of  acute  suppurative  otitis 
media,  in  which  the  tympanic  membrane  had  healed,  although 
labyrinthitis  was  present  and  the  oval  window  perforated.  Dr. 
Logan  Turner  and  the  present  writer  have  had  a  somewhat  similar 
case. 

Ruttin  {Centralhl.  /.  Ohrenheilk.,  1918,  p.  528)  records  a  case  of 
sub-acute  influenzal  otitis  (left)  with  superficial  abscess  and  sagging 
of  the  meatal  wall;  giddiness,  vomiting  and  headache  were  present 
before  admission,  but  there  was  no  fever.  The  left  ear  was  deaf 
but  the  caloric  reaction  was  present,  though  diminished.  At  the 
operation,  sequestra  were  found  and  the  whole  petrous  pyramid  was 
removed.  The  patient  died  and  microscopic  examination  of  the 
labyrinth  showed  a  fistula  in  the  external  canal  and  pan- 
labyrinthitis.  The  oval  window  was  also  broken  through.  It  thus 
appears  that  the  labyrinth  may  contain  pus  though  the  caloric 
reaction  is  present. 

VII.  F requeue ij  and  Mortality  of  Lahyrinthitis. 

Labyrinthitis,  in  the  course  of  acute  and  chronic  middle  ear 
suppuration  is  probably  much  more  common  than  is  supposed. 
Reliable  statistics  as  to  the  frequency  of  past  and  present  laby- 
rinthitis can  only  be  obtained  when  all  cases  which  are  suffering 
from  (or  have  suffered  from)  suppurative  otitis  media,  are  sub- 
mitted to  a  thorough  functional  examination  of  the  cochlear  and 
vestibular  apparatus.  Friedrich's  statistics  ("  Die  Eiteruug  des 
Ohrlabyrinths."  Wiesbaden,  1905,  p.  13)  show  that  one  case  in 
every  hundred  of  suppurative  otitis  media  has  a  labyrinth  suppura- 
tion. It  would  be  vei-y  interesting  if  some  worker  in  possession  of 
a  large  clinical  material  would  thoroughly  examine  several  hundred 
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consecutive  cases  of  chronic  suppurative  otitis  media.  If  this  were 
done  it  would  probably  be  found  that  more  than  one  in  every 
hundred  showed  complete  loss  of  hearing  in  one  e.ir  (noise 
apparatus  in  the  sound  ear),  with  or  without  loss  of  the  vestibular 
reaction.  It  might  also  be  found  that  the  cochlear  apparatus  was 
more  often  affected  than  the  vestibular  apparatus. 

Even  if  a  little  hearing  remained,  it  would  be  impossible  to  be 
quite  certain  that  there  had  not  been  a  localised  labyrinthitis 
limited  to  the  lower  part  of  the  basal  coil  of  the  cochlea  at 
one  time.  Such  cases  have  been  recorded  on  microscopic 
examination. 

The  writer  has  shown  microscopic  specimens  of  a  case  in  which 
the  cochlea  was  completely  oblitei'ated  by  formation  of  new  bone. 
The  vestibule,  however,  only  showed  slight  formation  of  new 
connective  tissue  and  a  little  new  bone,  while  the  canals  were 
almost  normal. 

Whitehead  {Journal  of  Laryngology,  etc.,  1904)  had  27  cases  of 
labyrinthitis  in  691  cases  of  suppurative  otitis  media  (four  per 
cent.).  Sixteen  cases  were  cured.  In  only  one  case  (a  child  of 
three  months)  did  the  labyrinthitis  follow  acute  suppurative  otitis 
media. 

Scheibe  {Centralhl.f.  Ohrenheilli.,  1906,  p.  493)  records  10  cases 
of  labyrinthitis  in  private  practice  in  sixteen  years.  Five  of  these 
were  due  to  acute  middle  ear  suppuration  (1  scarlatina,  1  diphtheria, 
and  3  diabetes).  Five  of  the  cases  were  due  to  chronic  suppuration 
and  six  to  tuberculosis.     Only  one  of  the  patients  died. 

Nurenberg  {Archiv.f.  Ohrenheilk.,  Bd.  Ixxvi,  p.  139)  records  26 
cases  of  labyrinthitis.  Only  two  were  due  to  acute  or  subacute 
otitis  media.  In  one  of  these  cases  mastoiditis  and  facial  paralysis 
were  present,  along  with  giddiness,  tinnitus  and  loss  of  balancing. 
No  operation  was  performed,  and  the  patient  recovered  with  only 
partial  loss  of  the  cochlear  function  and  a  normal  caloric  reaction 
on  the  affected  side. 

Ruttin  {Monatschr.  f.  Ohrenheilk.,  year  44,  Heft.  4)  records  a 
hundred  cases  of  labyrinth  suppuration.  In  65  the  labyrinth 
operation  was  performed,  and  in  the  rest  only  the  radical  mastoid 
operation.  The  mortality  of  the  labyrinth  operation  was  only 
1*5  per  cent.  The  labyrinth  operation  was  ?ioi  performed  in  any 
case  in  which  one  or  more  of  the  labyrinth  functions  were  retained. 
If,  however,  after  the  radical  mastoid  operation  it  was  found  that 
there  was  complete  loss  of  labyrinth  function,  Neumann's  operation 
was  performed. 
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VIII.  Routes  of  Infection  from  the  Labyrinth  to  the  Meninges. 

Uchermann  {Zeitschr.  f.  Ohrenheilk.,  Bd.  Ixiv,  p.  49)  gives  the 
following  list :  (1)  Aqueduct  of  the  cochlea.  (2)  Perineural  sheath 
of  cochlear  and  vestibular  nerves.  (3)  Fistula  of  posterior  or 
superior  canal  bursting  inwards  to  the  meninges.  (4)  Peri-vascular 
lymph  spaces  around  the  internal  auditory  artery  and  its  branches. 
(5)  Aqueduct  of  vestibule  and  saccus  endolymphaticus ;  the  latter 
is  connected  with  the  sabdural  lymph  space  by  fine  channels.  (6) 
Venous  infection  along  the  veins  accompanying  the  aqueducts  of 
the  cochlea  and  vestibule.  (7)  By  way  of  the  fossa  subarcuata. 
Nos.  1  and  2  are  by  far  the  most  common  routes  of  infection. 
Purulent  meningitis  is  the  commonest  intra-cranial  complication  in 
cases  of  labyrinth  suppuration. 

Meyer  {Centralhl.  f.  Ohrenheilk.,  1910,  p.  320)  states  that 
Weber-Liel,  Key  and  Retzius  have  injected  the  aqueduct  of  the 
cochlea  and  the  scala  tympani  with  Berlin  blue  by  injecting  the 
subarachnoid  space.  Meyer  records  the  case  of  a  child,  aged  six 
months,  which  died  of  purulent  meningitis  following  purulent 
rhinitis.  Microscopic  examination  of  the  ear  showed  no  patho- 
logical change  in  the  windows  or  labyrinth  capsule;  haemorrhages 
and  curdled  lymph  were  present  in  the  vestibule  and  canals  and 
fibrinous  exudate  with  cocci  in  the  aqueduct  of  the  cochlea  and 
adjacent  part  of  the  scala  tympani.  Although  there  was  fibrinous 
exudate,  pus  and  cocci  in  the  internal  meatus,  no  cocci  were  to  be 
seen  in  the  perineural  or  perivascular  spaces  of  the  modiolus.  In 
this  case  the  labyrinth  had  evidently  become  infected  from  the 
subarachnoid  space  along  the  aqueduct  of  the  cochlea. 

Blau  [Centralhl.  f.  Ohrenheilk.,  1912,  p.  391)  has  experimented 
on  cats.  He  injected  a  pure  culture  of  the  streptococcus  of 
erysipelas  or  Streptococcus  mucosus  through  the  membrane  of  the 
round  window.  The  cocci  were  recovered  from  the  lumbar  fluid — 
in  some  cases  in  three  hours.  Microscopic  examination  showed 
changes  sometimes  confined  to  the  scala  tympani  of  the  basal  coil 
and  cochlear  aqueduct.  Occasionally  the  whole  cochlea  and  even 
the  vestibule  were  affected.  Two  cats  died  of  meningitis,  and  in 
these  there  were  inflammatory  changes  in  the  cochlea  of  the  non- 
operated  side. 
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THE    RHINOGENIC    AND    OTOGENIC    LESIONS    OF    THE 

THIRD,   FOURTH,   FIFTH  AND   SIXTH   CRANIAL 

NERYES.' 

By  Ladislaus  Onodi   (Budapest). 

Translated  by  Dan  McKenzie. 

In  an  article  in  the  Arch.  f.  Laryngologie  I  gave  a  description 
based  upon  my  anatomical  studies  of  the  relations  of  the  sphenoidal 
sinus  to  the  nerve-trunks  of  the  third,  fourth,  fifth^  and  sixth  cranial 
nerves. 

The  results  of  these  researches,  as  they  are  of  considerable 
importance,  in  that  they  are  the  anatomical  basis  of  the  aetiology  of 
the  rhinogenic  lesions  of  the  ocular  uerves,  I  here  repeat. 

(1)  The  thin  translucent  bony  wall  of  the  sphenoidal  sinus  was 
in  direct  contact  with  the  trunk  of  the  oculo-motor  nerve  for  a 
distance  of  12  mm.  (2)  The  same  wall  was  in  direct  contact  for  a 
short  distance  with  the  trunk  of  the  trochlear  nerve.  (3)  The 
same  wall  was  in  direct  contact  with  the  trunk  of  the  first  division 
of  the  trigeminal  for  a  distance  of  7, 10  (twice),  1 1, 12  and  22  mm. ; 
with  the  trunk  of  the  second  division  of  the  trigeminal  for  a  distance 
of  6,  10  (twice),  13,  17,  and  20  mm.  In  one  case  2  cm.  of  this 
nerve  could  be  seen  projecting  into  the  sinus.  (4)  The  same  wall 
was  in  direct  contact  with  the  trunk  of  the  sixth  nerve  for  a 
distance  of  7,  10,  11,  12,  13  and  20  mm.  (5)  In  one  case  the  wall 
of  the  sinus  of  the  right  side  was  in  direct  contact  with  the  trunks 
of  the  oculo-motor,  the  trochlear,  the  first  division  of  the  fifth  and 
the  sixth  of  the  opposite,  the  left  side.  (0)  In  the  remaining  cases 
the  sphenoidal  sinus  did  not  enter  into  relationship  at  all  with  the 
trunks  of  these  four  nerves.  (7)  The  thin  bony  wall  of  the 
sphenoidal  sinus  was  in  direct  contact  with  the  clivus  (dorsum 
sellse)  for  10  (twice)  and  14  mm.  in  length,  and  8,  10,  17  and 
18  mm.  in  breadth.  Otherwise  the  sphenoidal  sinus  was  separated 
from  the  clivus  (dorsum  sellas)  by  bone  6,  12  (twice),  16  (three 
times)  mm.  in  thickness.  In  our  article  we  noted  that  in  the 
text-books  only  isolated  accounts  are  given  and  only  the  general 
remark  is  made  that  the  nerve-trunks  which  enter  the  orbit  by  the 
orbital  fissure  together  with  the  second  division  of  the  trigeminal 
passing  through  the  foramen  rotundum  may  be  sympathetically 

^  Paper  read  and  preparations  shown  at  the  Annual  Meeting  of  the  Belgian 
Society  of  Otology,  Ehinology  and  Laryngology.     Brussels,  July,  1913. 
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affected  in  sinus  disease  when  the  posterior  ethmoidal  cells  have 
an  abnormal  transverse  extension.  In  our  article  we  also  touched 
upon  the  well-known  relationship  of  the  ocular  nerves  to  the 
cavernous  sinus  and  internal  carotid. 

There  still  remains  to  be  mentioned  the  relationships  which 
subsist  between  the  petrous  bone  and  the  nerves  to  the  eye. 

A  direct  relationship  between  the  nerves  of  the  eye  and  the 
temporal  or  rather  the  petrous  bone  containing  the  organ  of  hearing 
exists  only  with  regard  to  the  Gasserian  ganglion  of  the  trigeminus 
seeing  that  a  part  of  Meckel's  cave^  in  which  the  Gasserian 
ganglion  lies — the  trigeminal  impression,  is  formed  by  the  superior 
and  anterior  surface  of  the  petrous  bone  in  the  vicinity  of  the  apex 
of  that  bone.  The  Gasserian  ganglion  and  the  three  divisions  of 
the  fifth  nerve  are  confined  by  two  folds  of  split  dura  mater — the 
deep  fold  forming  at  the  same  time  the  periosteum  of  the  trigeminal 
impression  on  the  petrous  bone.  The  dura  mater  forming  the 
periosteum  of  the  petrous  bone  in  the  middle  and  posterior  cranial 
fossse  is  closely  connected  both  with  the  tentorium  cerebelli  and 
with  the  dura  of  the  cavernous  sinus  and  the  dorsum  sellse,  thus 
the  extension  of  pathological  processes  by  continuity  is  possible 
from  the  petrous  bone  to  the  nerve-trunks  entering  the  cavernous 
sinus.  The  oculo-motor  penetrates  the  dura  lateral  to  the  posterior 
cHnoid  process  ;  the  fourth  cranial  nerve  passes  into  the  dura  at 
the  anterior  end  of  the  line  of  attachment  of  the  tentorium,  behind 
the  oculo-motor ;  the  trigeminal  nerve  enters  by  a  fissure  in  the 
dura  at  the  apex  of  the  petrous  bone  into  the  cave  of  Meckel ;  the 
abducens  pierces  the  dura  at  the  posterior  wall  of  the  cavernous 
sinus  medial  to  the  trigeminus,  and  postero-laterally  to  the  dorsum 
sella3.  As  is  well  known,  there  is  an  intimate  relationship  between 
the  cavernous  sinus  and  the  oculo-motor,  the  trochlear,  the 
abducens,  and  the  first  and  second  divisions  of  the  fifth  nerve. 
The  cavernous  sinus  is  on  both  sides  united  with  the  circular  sinus. 
Further,  there  is  a  direct  connection  with  the  orbital  veins,  with 
the  superior  and  inferior  petrosal  sinuses  at  the  petrous  bone,  and 
lastly,  with  direct  emissary  veins  from  the  mucous  lining  of  the 
sphenoidal  sinus.  In  close  relationship  with  the  petrous  bone  is 
the  internal  carotid,  which  is  enclosed  by  the  cavernous  sinus  from 
the  internal  opening  of  the  carotic  canal  at  the  apex  of  the  petrous 
bone  to  the  lateral  wall  of  the  sphenoidal  sinus. 

With  regard  to  the  etiology  of  rhinogenic  and  otogenic  lesions  of 
the  oculo-orbital  nerves,  the  first  consideration  is  the  infection  and 
the  extension  of  the  pathological  process.     The  route    of  infection 
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and  the  infective  agents,  especially  streptococci  and  staphylococci, 
are  shown  in  the  continuity  of  the  tissues  and  through  the  vessels. 
In  this  way  associated  disease  of  the  osseous  walls  and  direct 
contact-infection  of  the  intra-cranial  contents  may  develop.  In 
addition  to  the  blood-spaces  of  the  cranial  cavity  and  the  venous 
anastomoses,  a  part  is  also  played  by  the  lymphatic  vessels  in  direct 
and  indirect  infection  of  the  intra-cranial  contents.  In  the  pro- 
duction of  direct  contact-infection  of  the  intra-cranial  contents 
there  have  to  be  considered,  extension  from  the  posterior  ethmoidal 
cells  to  the  middle  cranial  fossa,  and  extension  from  the  sphenoidal 
sinus  to  the  middle  and  posterior  cranial  fossae,  together  with  the 
strength  and  thickness  of  their  bony  walls,  the  bony  dehiscences, 
and  the  communicating  veins  which  unite  the  mucous  lining  of  the 
nasal  sinuses  with  the  venous  plexuses  of  the  dura  and  meninges. 
With  the  direct  rhinogenic  lesions  of  the  oculo-orbital  nerves  the 
posterior  ethmoidal  cells  occasionally,  and  the  sphenoidal  cells 
more  frequently,  come  into  causal  relationship.  In  the  region  of 
the  orbital  fissure  and  of  the  foramen  rotundum  the  posterior 
ethmoidal  cells,  and  also  the  sphenoidal  sinus  can  come  into  close 
relationship  with  the  trunks  of  the  oculo-motor,  the  trochlear,  the 
abducens  and  the  first  and  second  divisions  of  the  trigeminus. 
The  limiting  bony  walls  of  these  sinuses  may  be  extremely  thin, 
even  to  the  point  of  translucency.  In  the  examples  observed 
by  us  and  mentioned  above,  the  trunks  of  the  oculo-orbital  nerves 
were  separated  from  the  sphenoidal  sinus  by  a  translucent  bony 
wall  as  thin  as  paper.  In  contrast  with  these  morphological 
conditions  which  favour  the  extension  of  disease-processes  from 
the  sinuses,  stand  those  which  hinder  extension  to  the  oculo- 
orbital  nerve  trunks,  namely,  first  of  all,  the  bony  walls  of  the 
sinuses  when  they  are  strong  and  thick,  and  secondly,  the  sinuses 
themselves  when  they  are  so  small  as  not  to  impinge  upon  the 
region  of  the  nerves. 

Bony  dehiscences  of  the  sphenoidal  sinuses  must  be  regarded 
as  highly  favourable  factors  in  the  production  of  lesions  of  the 
oculo-orbital  nerves.  Congenital  dehiscences  of  this  kind  have 
been  reported  by  Znckerkandl,  Spec  and  A.  Onodi.  Zuckei'- 
kandl  (2)  saw  in  the  latei'al  wall  of  the  sphenoidal  sinus  small 
holes  or  dehiscences  which  connected  the  sphenoidal  sinus  with  the 
middle  cranial  fossa.  Spee  (3)  found  a  defect  in  the  carotid  groove 
in  the  latei'al  wall  of  the  same  sinus,  and  A.  Onodi  (4)  observed 
foramina  for  vessels,  often  bilaterally  symmetrical,  under  the 
lateral  root  of  the  lesser  wing  of  the  sphenoid — besides  furrows 
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for  vessels  passing  into  these  foramina  and  often  with  smaller  or 
larger  defects.  In  diseases  of  the  auditory  organ  in  the  temporal 
bone,  the  dura  mater  in  the  middle  and  posterior  cranial  fossae  and 
the  blood  spaces  come  into  consideration  in  the  extension  of  the 
disease-processes,  since  the  oculo-orbital  nerves  stand  in  relation- 
ship only  with  the  apex  of  the  petrous  pyramid,  while  the  Gasserian 
ganglion  in  the  trigeminal  impression  is  in  direct  contact  Avith  the 
anterior  surface  of  that  bone. 

Direct  and  indirect  infection  may  affect  the  oculo-orbital  nerve- 
trunks  jnst  as  it  may  induce  inflammation  of  the  meninges,  of  the 
venous  sinuses  and  of  the  brain-tissue.  We  vvill  describe  the 
rhinogenic  and  the  otogenic  lesions  of  the  oculo-orbital  nerves 
separately,  now  that  we  have  concluded  these  general  remarks 
upon  the  etiology. 

The  number  of  cases  of  rhinog-enic  and  otogreuic  lesions  of  the 
ocul(j-orbital  nerves  which  have  been  published  is  somewhat  small. 
Krebs  (5)  observed  a  secondary  paralysis  of  the  trochlear  nerve  in 
empyema  of  the  antrum,  and  Thomson  (6),  a  cas-e  of  total  oculo- 
motor paralysis  in  empyema  of  the  ethmoidal  cells.  In  disease  of 
the  posterior  sinuses  Birch-Hirschfeld  (7)  and  Gronbeck  (8)  sasv 
an  affection  of  the  oculo-orbital  nerves  which  traverse  the  superior 
orbital  fissure  (p.  4).  Rouge  (16)  observed  in  empyema  of 
the  sphenoidal  sinus  external  strabiMnus  and  Thiroloix  and 
Dupasquier  (16),  diplopia.  In  sphenoidal  sinus  suppuration 
Schroder  (9),  Hoffmann  (10),  Lapersonne  (11),  Halasz  (12),  and 
Schmiegelow  (13),  observed  complete  oculo-motor  paralysis,  and 
Baumgarten  (14),  oculo-motor  paresis.  Sargnon  (16),  observed  in 
empyema  of  the  ethmoidal  cells  and  of  the  sphenoidal  sinus  total 
paralysis  of  the  oculo-motor  and  in  frontal  sinus  empyema  and 
paresis  of  the  oculo-motor.  Ziem  (17)  observed  paralysis  of  the 
oculo-motor  in  suppuration  of  the  frontal  sinus,  ethmoidal  cells 
and  sphenoidal  sinus.  Malcolm  Farquharson  (16)  observed 
paresis  of  the  oculo-motor  in  suppuration  of  the  ethmoidal  cells 
and  sphenoidal  sinus,  and  A.  Knapp  the  same  paresis  in  suppura- 
tion of  the  ethmoidal  cells.  Jn  empyema  of  the  sphenoidal 
sinus  Panas  (15),  Mahu  (16),  Kichter  (17),  Griinwald  (18),  and 
Finlag  (19),  observed  paralysis  of  the  abducens,  and  Fisch 
(16)  paresis  of  the  abducens.  In  sphenoidal  sinus  suppuration 
Panas  (21),  observed  anaesthesia  of  the  second  division  of 
the  trigeminus.  Rouge  (22)  infra-orbital  neuralgia,  Schafer  (23), 
Moreau  (24),  Hajek  (25),  and  Schroder  (26),  supra-orbital 
neuralgia.     Trantas    (27)   observed   complete   ophthalmoplegia   in 
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ethtnoidal  and  spheuoidal  suppuration,  which  had  begun  in 
the  maxillary  antrum.  In  iri-itation  of  the  trigeminus  we  may 
perceive  hyperasmia  of  the  nasal  mucous  membrane,  a  smarter 
conjunctival  reaction,  ciliary  neui-algia,  and  affection  of  the 
secretory  nerves  of  the  eye.  Difficulty  and  sluggishness  of  accom- 
modation, and  ophthalmoplegia  interna  have  been  referred  also 
to  a  lesion  of  the  oculo-motor — of  those  fibres,  namely,  which  pass 
through  the  ciliary  ganglion  to  the  sphincter  pupill^  and  to  the 
tensor  chorioideas.  That  in  the  cases  mentioned  a  causal  connexion 
exists  between  the  lesions  of  the  nerves  to  the  eye  and  the  disease 
in  the  accessory  sinuses  is  proved  both  clinically  and  pathologicall3\ 


^i. 


t.u. 


Fig.  1. — Natural  size.  The  thin  translucent  bony  wall  of  the  si^henoidal 
sinus  has  been  removed,  s.  s.  Sphenoidal  sinus,  g.  Gasserian  ganglion. 
t.  III.  Third  division  of  the  trigeminus,  t.  u.  Second  division  of  the  tri- 
geminus, t.  I.  First  division  of  the  trigeminus,  a.  Abducens.  tr.  Tro- 
chlearis.     o.  Oculo-motor  nerve. 


In  purulent  inflammation  and  ulceration  of  the  mucous  membrane 
of  the  accessory  sinuses  and  in  thrombosis  of  the  veins  of  the 
mucous  membrane  of  the  accessory  sinuses,  the  inflammatory  pro- 
cess, when  the  bony  walls  are  extremely  thin,  is  apt  to  extend 
through  the  bone  to  the  dura  mater  and  to  the  trunks  of  the 
nerves  to  the  eye  in  direct  contact  with  the  bone  and  with  the 
dura,  as  well  as  to  the  vascular  sinuses  of  the  cranium.  In  this 
way  hyperaemia  and  inflammation  of  the  nerve-trunks  can  develop; 
collections  of  serum  or  pus  and  thrombo-phlebitis  of  the  venous 
sinuses  may  exercise  direct  pressure  upon  the  nerve-trunks,  and 
lastly,  destruction  of  the  oculo-orbital  nerves.  lu  our  investi- 
gations   we    have    in    several    cases    found    the    trunks    of    the 
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oculo-orbital  nerves  in  direct  contact  Avith  a  thin  translucent 
osseous  wall  of  the  sphenoidal  sinus;  to  wit,  the  oculo-motor  for  a 
distance  of  12  mm. :  the  first  division  of  the  trigeminus  for  from 
7  to  20  mm. ;  the  second  division  of  the  trigeminus  for  from  6  to 
20  mm.;  the  abducens  for  from  7  to  20  mm.  From  the  work  of 
ours  which  has  already  been  mentioned  (28),  we  borrow  some 
illustrations  of  preparations  which  show  the  intimate  relationship 
of  the  oculo-orbital  nerves  to  the  sphenoidal  sinus.  In  Fig.  1,  the 
30  mm.  long,  26  mm.  high,  and  2-5  mm.  broad  sphenoidal  sinus 
{s.s.)  is  in  direct  contact  with  the  second  branch  of  the  trigeminus 
{f.  ii)  for  a  distance  of  15  mm.,  and  with   the  border  of  the  first 


1. 1.  —^ 


t.  III. 


t.  II. 

Fig.  2. — Natiu-al  size.  The  thin  translucent  wall  of  the  sphenoidal  sinus 
has  been  removed,  g.  Gasserian  ganglion,  t.  in.  Third  division  of  the 
trigeminus,  t.  ii.  Second  division  of  the  trigeminus.  1. 1.  First  division 
of  the  trigeminous.  a.  Abducens.  tr.  Trochlearis.  o.  Oculo-motor  nerve, 
s.  s.  Sphenoidal  sinus. 

branch  of  the  trigeminus  {t.  i).  The  sphenoidal  sinus  extends 
under  the  foramen  opticum  and  laterally  to  the  superior  orbital 
fissure  and  is  directly  in  contact  in  this  way  with  the  trunk  of  the 
oculo-motor  for  a  distance  of  12  mm. 

In  Fig.  2  the  22  mm.  broad  and  26  mm.  high  sphenoidal  sinus 
is  in  contact  for  a  distance  of  17  mm.  with  the  second  division  of 
the  trigeminus  [t.  n),  and  for  a  length  of  20  mm.  the  first  division 
of  the  trigeminus  (^.  i)  and  the  abducens  [a.). 

Fig.  3  shows  the  30  mm.  high  and  37  mm.  long  sphenoidal 
sinus  [s.s.)  in  a  length  of  2  cm.  the  prominent  bony  wall  in  contact 
with  the  trunk  of  the  second  division  of  the  trigeminal  (^.  ii). 
After  removing  the  thin  bony  wall  the  course  of  the  trunk  of  the 
second  division  of  the  ti'io-eminal  can  be  seen. 
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The  findings  of  our  researches  and  these  pictures  give  the  anato- 
mical explanation  of  the  development  of  rhinogenic  lesions  of  the 
oculo-orbital  nerves.  They  explain  the  paralyses  and  pareses  of 
the  oculo-motor,  the  paralyses  and  pareses  of  the  abducens,  the 
anajsthesia  of  the  fifth  nerve,  and  the  infra-orbital  and  supra- 
orbital neuralgia  which  have  been  observed  in  accessory  sinus 
disease. 

A  preparation,  which  we  copy  from  our  work  already  mentioned 
(see  Fig.  4),  shows  a  great  asymmetry  of  the  sphenoidal  sinus.  The 
light  sphenoidal  sinus  is  30  mm.  broad  and  28  mm.  long,  while  the 
left  sphenoidal  sinus  appears  as  a  small  cavity,  10  mm.  in  height 

h. 


cep. 


Fi<3.  3. — Natiiral  size.  Sagittal  section.  The  sphenoidal  sinus  is  opened 
and  the  prominent,  thin  bony  wall  of  the  sphenoidal  sinus  in  the  course  of 
the  second  division  of  the  trigeminus  has  been  removed,  s.  s.  Sphenoidal 
sinus,  t.  II.  Second  division  of  the  trigeminus,  c.  Clivus.  h.  Hypo- 
physis,    cep.  Posterior  ethmoidal  cells. 


and  12  mm.  in  breadth,  in  the  neighbourhood  of  the  left  optic 
nerve.  The  right  sphenoidal  sinus  {s.s.  d.)  extends  to  the  left  side 
and  comes  into  contact  with  the  trunks  of  the  left  abducens  (a.s.) 
the  left  trochlearis  {t.r.  s,),  the  left  oculo-motor  (0.  s.)  and  the  first 
division  of  the  left  trigeminal  {t.  i),  together  with,  for  a  small 
distance,  the  first  division  of  the  right  trigeminal  and  the  right 
abducens. 

This  fact,  observed  by  us,  gives  the  anatomical  explanation  of 
the  production  of  a  contra-lateral  lesion  of  the  oculo-orbital  nerves 
in  disease  of  a  sphenoidal  sinus  of  the  opposite  side.     Our  know- 
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ledge  o£  the  rhinogenic,  contra-lateral  lesioa.s  of  tlie  nerves  of  the 
eye  has  thus  been  enlarged  by  a  new  tetiological  factor. 


n.  0.  d. 


s.s.d.  0.  s.  t.  r.  s.       a.  s. 


t.i. 


s.  s.  d. 


t.u. 


t.UI. 


Fig.  4. — Natural  size.  The  thiu  transparent  bony  wall  of  the  right  sphen- 
oidal sinus  has  been  removed,  g.  Gasserian  ganglion.  t.  iii.  Third 
division  of  the  trigeminal,  t.  ii.  Second  division  of  the  trigeminal.  1. 1. 
First  division  of  the  trigeminal,  n.o.s.  Left  optic  nerve,  n.o.d.  Eight 
optic  nerve.  o.s.  Left  oculo-motor.  t.r.s.  Left  trochlearis.  a.s.  Left 
abducens.     s.  s.  d.  Eight  sphenoidal  sinus. 


Fig.  5  shows  the  relationship  of  the  left  sphenoidal  sinus  to  the 
trunk  of  the  abducens.     The  sphenoidal  sinus  is  in  contact  with 


',■  jraci 


Fig.  5. 


-Natural  size.    Eelation  of  the  sphenoidal  siniis  to  the  abducens  and 
the  clivus. 


the  region  of  the  clivus  for  a  length  of  17  mm.  and  a  breadth  of 
14  riim.  Further  it  enters  into  direct  relationship  with  the  trunk 
of  the  abducens  from  the  point  where  it  enters  the  dura. 

{To  be  continued) . 
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Mr.  Richard  Lake,  President,  in  the  Chair. 


Abscess  of  Lateral  Cerebellar  Lobe  ;  Recovery  after  Repeated 
Operations. — C.  E.  West. — Female,  aged  five.  Old  history  of  chrouic 
discharge  on  both  sides,  with  cessation  for  some  time,  and  recent  renewal 
of  discharge  on  right  side.  Ill  for  a  week,  with  headache,  vomiting,  and 
increasing  drowsiness.  On  admission,  July  5,  1912,  patient  was  semi- 
conscious, with  a  coated  tongue.  There  was  discharge  in  the  right  ear. 
No  squint,  no  neck-stiffness,  reflexes  normal,  no  Kernig  or  Babinski  sign. 
Pulse  irregular,  68  ;  temperature,  97°-98°  F. ;  respirations,  20  per  minute. 
Slight  lateral  nystagmus  on  deviation  of  the  eyes  to  the  right.  Operation 
(immediate)  :  Radical  mastoid,  cholesteatoma ;  exposure  of  dura  mater 
of  posterior  fossa,  extradural  suppuration.  Sinus  found  leading  through 
dura  on  inner  side  of  lateral  sinus  to  interior  of  cerebellum.  Two  drachms 
of  foul  pus  evacuated.  Tube  drainage.  Pus  from  abscess  yielded  pure 
streptococci.  Lumbar  puncture:  Fluid  sterile,  650  cells  per  cubic 
millimetre,  93  per  cent,  lymphocytes.  Patient  did  well  till  July  13,  when 
pulse  fell  to  62.  Second  operation  :  Exploration  under  anaesthetic — 
evacuation  of  about  a  drachm  of  pus.  Improvement  followed ;  then 
re-accumulation.  Third  operation  (July  25)  :  Removal  of  bone  on  outer 
side  of  sinus,  and  drainage  of  fresh  collection  in  cerebellum  ;  tube  carried 
right  through  deep  to  sinus.  Next  day  much  worse,  intense  headache, 
pulse  60,  respirations  slow  and  irregular,  less  than  10  per  minute.  Fourth 
operation  (July  26)  :  Wide  removal  of  tabular  part  of  occipital  bone  and 
underlying  dura  mater.  The  exposed  cerebellum  was  then  boldly  scooped 
out  until  the  region  of  the  abscess  was  widely  exposed.  The  i*emoved 
tissue  was  largely  necrotic,  and  contained  scattered  small  collections  of 
pus.  About  half  the  lateral  lobe  of  the  cerebellum  was  removed  in  this 
way.  Intravenous  infusion  at  the  end  of  the  operation.  Subsequent 
improvement,  but  a  considerable  hernia  cerebelli  developed.  Thei'e  was 
great  wasting  and  weakness  of  the  right  limbs.  At  first  there  was  a  total 
loss  of  co-ordination  in  the  right  limbs,  but  this  was  gradually  recovered. 
Fifth  operation  (September  18)  :  Large  flap  of  scalp  and  periosteum  was 
slung  downwards  to  cover  the  hernia,  and  the  bared  bone  was  grafted. 
There  was  intense  shock.  Recovery  after  pituitrin  and  intravenous 
saline.  Slow  healing  of  exposed  bone  after  separation  of  several  thin 
sequestra.  For  the  past  twelve  months  her  health  has  been  satisfactory. 
The  hernia  has  slowly  diminished  in  size  and  become  firmer. 

Mr.  West  wished  the  opinions  of  members  as  to  the  best  way  of 
draining  brain  abscess,  particularly  cerebellar  abscess,  because  he  failed 
to  secure  good  drainage  in  many  cases.  The  cerebro-spinal  lymphocytosis 
was  interesting ;  93  per  cent,  of  lymphocytes  in  the  cerebro-spinal  fluid 
in  the  brain  abscess  was  unusual.  In  such  cases  the  great  proportion  of 
cells  were  polymorphonuclear  leucocytes.  In  this  case  lumbar  puncture 
was  made   at   the  operation  after  the   abscess  was  opened.      He  once 
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showed  a  case  at  the  Section  in  which  a  similar  opei'ation  had  been  done 
on  a  temporo-sphenoidal  absces's,  and  he  thought  the  procedure  of  boldly 
opening  up  not  only  the  cranium,  but  the  brain  also,  so  as  to  expose  the 
deep  infected  area  in  desperate  cases,  was  a  justifiable  and  good  course. 
Although  deprived  of  a  considerable  quantity  of  brain-tissUe  such  cases 
did  not  suffer  much  obvious  disadvantage.  The  present  child  had  now 
got  less  than  one  third  of  the  right  lateral  lobe  of  the  cerebellum,  and 
most  of  that  was  underneath  the  flap. 

Dr.  H.  J.  Davis  had  not  yet  made  up  his  mind  as  to  the  best  way  to 
drain  brain  abscess ;  the  indication  seemed  to  vary  with  each  case.  He 
was  not  decided  either  as  to  whether  always  to  remove  the  dura  mater 
over  the  abscess  after  it  had  been  opened.  If  the  dura  umter  were 
stripped  over  the  entire  area  he  thought  the  patient  was  more  likely  to 
die  from  meningitis.  He  had  a  case  now  which  he  had  been  treating  for 
the  last  ten  days,  and  he  was  certain  the  girl  would  not  have  lived  if  he 
had  denuded  the  whole  area  of  exposed  brain.  Haemorrhage  and  necrosis 
were  always  liable  to  occur,  if  this  was  done,  with  subseciuent  sloughing. 
Three  years  ago  he  had  exhibited  a  case^  of  a  child  who  had  much 
protruding  brain-substance,  and  who  used  to  put  her  hand  under  the 
bandage  into  the  wound  and  pull  out  pieces  of  brain-tissue  and  put  them 
into  her  mouth.  She  now  was  going  about  with  a  pulsating  cranial 
tumour,  and  was  aged  fifteen,  rather  bad  tempered  but  otherwise  well. 
He  was  sure  the  proper  material  for  drainage  was  gauze,  or  tubes 
covered  with  gauze,  in  which  case  it  was  the  gauze  which  was  ef&cacious. 
Tubes  became  blocked  with  debris  and  were  no  longer  tubes. 

Mr.  MuECKE  said  that  at  the  London  Hospital  in  every  case  in  which 
they  had  left  the  drains  inside  the  lateral  sinus  it  had  not  been  satisfactory. 
The  bone  was  taken  away  from  behind  the  sinus  and  the  abscess  tactled 
from  behind  with  a  very  free  wide  opening.  The  tube  had  been  found 
to  be  a  great  trouble.  One  of  the  most  satisfactory  things  adopted  lately, 
at  the  suggestion  of  Mr.  Tod,  was  the  use  of  an  ordinary  silver  tracheotomy 
tube  tied  firmly  in,  the  inner  tube  being  removed  for  cleaning.  The 
result  had  been. excellent. 

Mr.  Westmacott  said  that  in  children  with  cerebellar  abscess  the  best 
results  were  obtained  by  putting  in  a  double  rubber  tube,  one  inside  the 
other,  or  two  tubes  side  by  side,  and  leaving  them  in  until  the  discharge 
ceased,  without  disturbing  them  at  all.  The  inner  tul-e  could  be  removed 
or  cleared  out  -n-ith  a  probe  without  disturbing  the  outer  one.  Sometimes 
when  a  single  tube  Avas  taken  out  to  clean  it  and  then  replaced  the  patient 
soon  afterwards  developed  a  temperature  and  died.  It  was  difficult  to  get 
a  tube  back  into  the  abscess  properly,  and  fresh  brain-tissue  may  be 
damaged  in  the  attempt  and  encephalitis  result. 

Mr.  Sydney  Scott  said  one  was  struck  by  the  frequency  with  which 
the  lateral  sinus  was  thrombosed,  not  necessarily  with  an  infective  throm- 
bosis, but  certainly  by  a  plastic  one.  He  asked  whether  this  lateral  sinus 
was  thrombosed.  He  was  coming  to  the  conclusion  that  in  a  case  of 
cerebellar  abscess  which  was  not  doing  well,  it  was  right  to  open  the 
cerebellar  fossa,  behind  as  well  as  mesial  to  the  lateral  sinus,  and  one 
could  often  cut  right  across  the  sinus  without  difiiculty  when  the  vessel 
was  thrombosed.  The  cases  to  which  Mr.  Scott  referred  were  not  associated 
with  the  clinical  signs  usually  met  with  in  infective  thrombosis. 

Mr.  West  replied  that  the  sinus  was  not  thrombosed,  but  idtimately  it 
was  included  in  the  area  of  the  dura  mater  removed.     He  was  interested 
in  the  suggestion  to  use  a  tracheotomy  tube  or  a  straight  tube  with  a  jacket. 
'  "Discussion  on  Cerebral  Abscess,"  Proceedings,  Otol.  Sectioc 
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He  Avas  not  bringing  this  case  forward  to  illustrate  a  routine  method  of 
treating  cerebellar  abscess.  But  in  this  case  he  had  done  everything  he 
knew  ;  he  had  opened  it  in  front,  and  behind,  and  across  the  sinus,  and 
the  patient  was  at  death's  door  because  of  the  burrowing  suppuration  in 
the  cerebellum.  Under  such  circumstances  only  he  thought  it  was  wise 
to  do  what  he  had  ;  he  would  not  in  the  ordinai'v  way  disturb  the  adhesion 
of  the  dura  mater  to  the  brain.  In  such  desperate  cases  it  was  only  when 
one  exposed  deejjly  the  infected  area  that  one  had  a  chance. 

Herpes  Zoster  of  the  Auricle  and  Mastoid  Region. — H.  J.  Davis. — 

A  woman,  aged  twenty-six,  was  sent  to  him  as  a  case  of  acute  mastoid 
disease.  There  was  some  cedema  and  tenderness  behind  the  left  ear, 
accompanied  by  a  paj^ular  and  vesicular  eruption  on  the  back  of  the 
auricle,  mastoid  process  and  left  cheek.  This  eruption  had  been  [ireceded 
by  great  pain,  which  ceased,  as  is  usually  the  case,  on  the  appearance  of 
the  erujjtion.  Dr.  Pernet,  to  whom  he  referred  the  case,  had  agreed  with 
the  diagnosis.     Herpes  zoster  of  the  auricle  is  an  extremely  rare  condition. 

Dr.  Urban  Pritchard  did  not  think  it  was  always  easy  to  diagnose 
a  case  of  herpes  zoster.  A  patient,  whom  he  had  spoken  of  before,  was 
brought  to  him  with  all  the  signs,  ajiparently,  of  acute  mastoid  disease, 
with  complete  facial  paralysis,  but  hearing  normal.  On  examining  the 
membrane  it  was  found  to  be  bi;lging.  There  was  no  temperature. 
There  was  excessive  pain,  but  no  spots  of  herpes  were  visible  at  all.  As 
the  patient  was  hearing  perfectly  he  said  he  would  not  open  it,  and  he 
asked  that  he  might  see  the  patient  again  in  a  few  days.  The  diagnosis 
was  then  easy,  because  in  the  concha  there  were  three  spots.  He  gave  a 
good  prognosis,  and  in  four  months  the  patient  had  quite  recovered  from 
the  facial  paralysis. 

Mr.  Whale  pointed  out  that  if  there  was  herpes  of  the  interunl  meatus 
the  geniculate  ganglion  might  be  at  fault,  because  the  impulse  would  go 
along  the  smaller  superficial  nerve  and  the  auriculo-temporal.  In  Dr. 
Davis's  case  there  was  no  herpes  of  the  meatus  or  in  front  of  the  ear. 
There  was  herpes  behind  the  ear,  and  that  area  was  supplied  by  Jacobson's 
nerve ;  the  connection  between  Jacobson's  nerve  and  thie  facial  occurred 
at  the  horizontal  part  of  the  facial,  aud  therefore  the  seat  of  irritation 
must  be  behind  the  anterior  genu  and  in  front  of  the  geniculate  ganglion. 

Mr.  Sydney  Scott  remembered  a  case  of  herpes  of  the  auricle  asso- 
ciated with  complete  right  side  facial  paralysis,  deafness,  and  loss  of 
function  of  the  right  vestibular  nerve.  The  tympanic  membranes, 
external  meatus  and  Eustachian  tubes  were  normal.  He  could  not  give 
a  good  prognosis  in  his  case. 

Mr.  G.  J.  Jenkins  understood  this  was  not  a  case  of  geniculate  herpes, 
but  probably  of  herpes  of  the  auricle.  The  posterior  division  of  the 
great  auricular  supplied  the  external  and  the  cranial  aspect  of  the  pinna. 
He  asked  if  there  was  referred  pain  along  the  great  occipital,  which  came 
from  the  same  region  in  the  spinal  cord. 

Dr.  H.  J.  Davis  replied  that  he  thought  it  was  a  branch  of  the  cervical 
plexus  which  was  at  fault.  One  could  now  see  vesicles  on  the  neck. 
They  were  not  on  the  neck  when  he  first  saw  the  case,  but  they  appeared 
there  on  the  second  day.  The  woman  had  had  intense  pain  for  a  week, 
and  it  looked  like  a  mastoid  case ;  there  was  also  considerable  cedema 
over  the  mastoid  process  and  over  the  posterior  part  of  the  concba.  He 
saw  nothing  inside  the  ear.  He  thought  it  was  herpes  of  the  great 
auricular  nerve.  He  did  not  regard  it  as  a  geniculate  case;  if  it  were  so 
there  would  have  been  facial  paralysis  as  well. 
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Congenital  Imperforate  Meatus. — H.  J.  Davis. — A  boy,  a^^ed 
fifteen,  with  an  imperforate  riglit  meatus.  Tlie  riglit  ear  was  smaller 
than  the  left,  and  the  meatus  terminated  blindly  in  a  small  dimple.  He 
thought  that  the  membrane  must  be  pi-esent,  and  it  was  a  question  as  to 
"whether  it  would  not  be  advisable  to  operate  in  this  case.  Hearing  tests  : 
Watch  on  contact  and  Weber  right.  The  hearing  in  the  left  ear  was 
normal. 

Dr.  Kelson  had  had  cases  and  looked  up  the  literature  of  the  siibject, 
which  was  discouraging  ;  Mr.  Tod  collected  a  number  of  records,  and 
there  was,  he  thought,  only  one  in  which  there  was  improvement.  It  was 
wiser  not  to  operate,  as  the  usual  landmarks  were  absent,  and  the  articu- 
lation of  the  jaw  and  other  important  structures  were  liable  to  be 
damaged. 

Microscopical  Section  through  a  Right  Temporal  Bone  from  a 
Case  of  Lateral  Sinus  Thrombosis,  to  show  Infection  spreading 
through  a  Small  Vessel  in  the  Bone. — W.  M.  Mollison.— This  vessel 
could  be  seen  passing  from  the  floor  (r)  of  the  antrum  to  the  lateral 
sinus.  The  patient  was  a  child,  aged  about  nine,  who  had  an  acute 
mastoiditis,  for  which  a  surgeon  performed  Wilde's  incision  ;  at  the  time 
of  the  operation  the  patient  had  a  high  temperature,  and  five  days  later 
died  with  typical  symptoms  of  generalised  infection.  Post-mortem, 
extensive  thrombosis  was  present,  and  secondary  infection  of  the  lungs, 
in  which  abscesses  were  found. 

Mr.  Jenkins  asked  whether  Mr.  Mollison  considered  the  thrombosis 
in  the  vein  to  be  primary  or  secondary. 

Mr.  West  said  the  case  supported  his  view  that  lateral  sinus  throm- 
bosis was  almost  always  in  the  first  place  an  intra-osseous  thrombosis,  and 
that  infection  rarely  passed  directly  through  the  substance  of  the  sinus 
wall.  Sinus  thrombosis  with  peri-sinus  abscess  was  frequent,  but  in 
his  expei'ience  always  relatively  late,  and  the  sinus  wall  had  been  necrotic 
in  every  case  he  had  seen.  He  believed  these  abscesses  were  secondary 
to  the  thrombosis  and  necrosis  of  the  wall. 

Mr.  Mollison  replied  that  it  was  not  clear  whether  the  section  helped 
to  prove  Mr.  West's  point,  but  he  had  seen  cases  where  he  was  convinced 
at  operation  that  the  infection  had  spread  by  means  of  a  small  vein 
through  the  bone,  and  not  by  direct  extension.  Beyond  the  region  of 
obvious  disease  in  some  cases  there  was  perhaps  ^  or  ^  in.  of  healthv 
bone,  and  then  one  came  across  pus  next  to  the  sinus  wall.  He  could 
not  say  whether  the  clotting  was  primary  or  secondary.  Two  pathologists 
who  saw  the  section  thought  the  thrombosis  had  been  there  longer  than 
the  history  of  the  case  as  related. 

Left-sided  Cerebello-pontine  Lesion,  probably  Tumour. — W.  M. 
Mollison. — Male,  aged  sixteen,  attended  hospital  in  May,  1913,  on  account 
of  a  left-sided  facial  paralysis.  There  was  a  suspicion  that  the  paralysis 
was  due  to  suppuration  in  the  middle  ear ;  the  mastoid  antrum  was 
explored  but  found  healthy.  The  patient  was  ti-eated  in  the  electrical 
department,  as  the  case  was  taken  to  be  one  of  Bell's  palsy.  In  December 
last  the  patient  was  admitted  for  further  investigation,  and  the  conclusion 
was  come  to  that  there  were  evidences  of  a  tumour  of  the  left  cerebello- 
pontine angle.  There  was  paralysis  of  the  seventh  and  eighth  nerves  on 
the  left  side,  together  with  signs  of  pressure  on  the  pyramidal  fibres  going 
to  the  right  leg.  A  slight  degree  of  nystagmus  was  also  present.  Vision 
defective,  especially  in  the  left  eye.     The  gradual  onset  and  the  physical 
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signs  pointed  to  a  tumour  in  the  cerebello-i^outine  angle  of  the  left  side. 
Ejes  :  Vision  in  the  right  |,  in  the  left,  ^t  ;  the  left  pupil  reacted  very 
feebly  to  light  and  there  was  papilloedema  on  both  sides,  more  marked 
on  the  left ;  there  was  slight  weakness  of  the  left  external  rectus.  The 
left  globe  was  slightly  dropped,  due  probably  to  involvement  of  the 
corpora  quadrigemina.  Examination  of  the  ears:  both  membranes 
normal.  With  the  "noise-apparatus"  there  was  total  deafness  in  the 
left  ear ;  the  right  was  normal.  Nystagmus  present ;  the  patient  had 
no  vertigo,  nor  had  he  ever  had  any.  He  had  some  headache  about  a 
year  ago  but  had  none  now.  Gait  ataxic  and  he  could  not  stand  on  one 
foot  with  closed  eyes,  though  he  did  not  exhibit  Romberg's  sign  ;  dysdiado- 
kokinesis  was  present  in  slight  degree.  The  nystagmus  is  horizontal 
and  of  a  slow,  coarse  character  when  the  patient  looks  to  the  left,  about 
80  per  minute  and  very  irregular,  and  quick  and  fine  when  the  eyes  are 
directed  to  the  right,  about  180  per  minute.  There  was  a  spontaneous 
pointing  error  to  the  right  with  the  left  arm.  Functional  examination 
of  the  labyrinths  :  Caloric  test. — After  prolonged  syringing  of  the  right 
ear  with  ice-cooled  water  no  a.lteration  was  produced  in  the  spontaneovis 
nystagmus,  and  there  was  no  error  in  the  pointing  reaction.  The  same 
result  was  obtained  after  syringing  the  left  ear.  The  only  effect  of 
syringing  the  right  (the  sound  side)  was  that  the  patient  had  a  tendency 
to  fall  to  the  right.  Rotation.— The  right  labyrinth  reacts,  the  left  does 
not.  This  fact  was  elicited,  not  by  observing  nystagmus,  as  this  is 
impossible,  but  by  noting  that  the  patient  had  a  distinct  tendency  to  fall 
(to  the  right  '?)  after  turning  in  a  counter-clockwise  direction,  and  by 
noting  the  resulting  errors  in  the  pointing  tests.  After  ten  counter-clock- 
wise turns  (to  the  left)  there  was  with  the  right  arm  a  pointing  error  to  the 
left,  while  the  spontaneous  error  with  the  left  arm  tended  to  disappear. 
After  ten  clockwise  turns  there  was  no  appreciable  pointing  error  with 
the  right  arm  and  no  change  in  the  spontaneous  error  with  the  left ;  but 
after  twenty  turns  there  was  a  slight  error  to  the  right  with  the  right  arm, 
and  distinct  increase  in  the  spontaneous  error  with  the  left.  The  results 
of  these  tests  are  compatible  with  a  left-sided  cerebellar  lesion. 

Mr.  Sydney  Scott  asked  Mr.  Mollison  Avhether  the  tongue  was 
affected  for  taste.  With  regard  to  the  functional  examination  of  the 
labyrinth  Mr.  Mollison  said,  "  after  prolonged  syringing  of  the  right  ear 
with  ice-cooled  water,  no  alteration  was  produced  iu  the  spontaneous 
nystagmus,  and  there  was  no  error  in  the  pointing  reaction."  He  pre- 
sumed the  head  was  in  the  erect  posture  in  that  test.  But  of  course  it 
depended  on  the  kind  of  pointing  test ;  he  would  not  expect  an  error  in 
pointing  when  the  caloric  test  was  carried  out  with  ice-cooled  water  with 
the  head  erect,  unless  one  altered  the  position  of  the  head  and  tested  both 
hands.  He  asked  what  Mr.  Mollison  found  if  he  turned  the  patient's 
head  with  chin  towards  the  left,  and  the  patient  was  directed  to  point  at 
right  angles  to  the  side  of  the  head.  He  could  then  emphasise  the  im- 
portance of  ascertaining  whether  the  right  labyrinth  functionated  or  not, 
not  by  the  nystagmus,  but  by  these  forced  movements  of  the  head,  trunk, 
and  limbs,  which  were  more  easily  observed,  also  by  the  effect  on  gait 
and  on  standing  in  the  erect  posture  during  the  act  of  stimulation. 

Mr.  O'Malley  asked  Mr.  Mollison  what  was  the  condition  of  the 
corneal  reflex ;  was  there  a  hypo-aesthetic  condition  of  the  face,  suggest- 
ing involvement  of  the  fifth  ? 

Mr.  Mollison  replied  that  there  was  loss  of  taste  in  front  of  the 
tongue  on  that  side,  but  no  wasting  and  no  suggestion  of  involvement  of 
that  nerve.      The  fifth  nerve,  apparently,  was  not  affected  at  all.     He 


June,  1914.]  Rhinology,  and  Otology.  317 

gathered  that  the  slight  difference  iu  seusatioa  in  the  face  was  due  to 
iavolvemeiit  of  the  facial  only.  The  case  emphasised  the  importance  of 
testing  the  liearing  in  all  cases  of  facial  parah^sis. 

I 

Serial  Microscopic  Sections  of  the  Labyrinth  and  Middle  Ear, 
showing  Ankylosis  of  the  Stapes;  Otosclerosis. — G.  J.  Jenkins. — 
The  patient  was  a  female,  aged  sixty-seven.  Tiie  mental  condition  of  the 
patient  was  not  good,  and  so  a  complete  satisfactory  examination  of  the 
auditory  apparatus  was  not  possible.  She  had  been  deaf  many  years. 
There  was  no  history  of  earache  or  discharge ;  tinnitus,  "  waves  of  the 
sea."  Vertigo  doubtful.  The  tym|)anic  membrane  did  not  show  any 
sign  of  there  having  been  any  middle-ear  inflammation  at  any  time. 
Tuning-fork  tests  doubtful.  Weber  test :  sound  referred  to  right  ear. 
Kinne  test :  bone-conduction  greater  that  air-conduction.  Bone-con- 
duction (Edelmann's  special  fork)  seemed  much  diminished  in  both  ears. 
She  could  hear  shouting,  a  raised  conversational  voice  in  right  ear ; 
nothing  in  the  left.  Both  temporal  bones  were  removed  about  eight 
hours  after  death  and  placed  in  a  4  per  cent,  solution  of  formalin  in 
normal  saline.  In  preparing  the  specimen  the  exhibitor  adopted  the 
method  of  decalcifying  which  Dr.  Grray  advised,  ;'.  e.  with  formalin  and 
nitric  acid.  He  did  not  think  he  had  found  the  temporal  bones  cut  so 
easily  when  decalcified  with  other  reagents  as  with  this.  Also  histologi- 
cally this  method  gives  the  best  results.  The  serial  sections  were  of  the 
right  temporal  bone,  and  have  been  cut  transversely  to  the  large  axis  of 
the  petrous  bone.  The  bone  was  cut  in  celloidin  12'o  mm.  in  thickness, 
every  third  section  being  mounted.  The  sections  were  stained  variously  by 
Mallory  stain,  hsematoxylin  and  Van  Grieson,  iron-hsematoxyliu.  A  series 
of  sections  of  the  labyrinth  and  middle  ear  had  been  shown  under  the 
microscope,  and  he  demonstrated  the  region  of  the  stapes  by  the  epidia- 
scope. The  ankylosis  of  the  stapes  to  the  margin  of  the  foramen,  the 
thickening  of  the  base  of  the  stapes  and  of  the  mai-gin  of  the  foramen  by 
disease  were  demonstrated.^ 

Dr.  Urban  Pritchard  asked  whether  Mr.  Jenkins  had  tried  the  plan 
of  keeping  the  piece  of  bone  constantly  agitated  in  a  lai-ge  quantity  of  that 
solution. 

The  President  (Mr.  Eichard  Lake)  asked  why  it  should  be  oto- 
sclerosis ;  he  would  have  liked  to  know  what  the  Wassermaun  reaction 
was.  He  had  tried  testing  old  pjeople  in  infirmaries,  and  had  to  give  it 
up  as  hopeless. 

Mr.  Sydney  Scott  asked  whether  Mr.  Jenkins  was  ever  troubled  by 
gas-bubljles  "r 

Mr.  Jenkins  replied  that  one  made  the  diagnosis  in  this  case  largely 
on  the  microscopic  evidence.  Clinically  he  could  not  rely  much  on  tests. 
There  was  no  history  of  ptiracusis.  The  other  joints  of  the  middle  ear 
were  normal,  and,  as  far  as  he  could  see,  there  was  nothing  else  abnormal 
to  be  seen  in  the  temporal  bone.  He  did  not  carry  out  agitation  of  the 
fluid  in  the  way  mentioned  by  Dr.  Pritchard.  If  the  specimen  was  very 
important  it  was  wise  to  keep  it  in  the  middle  of  the  fluid  and  carry  out 
agitation  by  means  of  a  special  apparatus.  In  decalcifying  by  this 
method  one  did  not  get  air-bubbles  in  the  labyrinth — at  any  rate  as  a 
serious  feature.  Air-bubble  formation  was  not  so  obvious  on  the  external 
surface  of  the  temporal  bone  if  the  two  elements  of  the  fluid  were  left 
together  for  twenty-four  hours  before  putting  the  specimen  in. 

^  We  hope  to  publish  at  an  early  date  an  article  by  Mr.  Jenkins  dealing  wdtli 
the  histological  pathology  of  otosclerosis. 
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Re-education  Treatment:  Improvement  in  Hearing  in  a  Con- 
genitally  Deaf  Boy. — Richard  Lake. — The  patient  was  born  in  June, 
1905.  He  had  his  adenoids  removed  in  September,  1907.  The  boy  was 
a  deaf-mute  without  avaihxble  hearing.  From  1909  to  1913  he  was 
regularly  instructed  in  lip-reading  with  very  good  results.  I  examined 
him  March  10,  1913,  and  found  one  island  of  hearing  in  the  left  ear  for 
the  whistle  (only) — viz.  A^.  He  then  began  mechanical  (re-educational) 
treatment,  which  has  been  employed  with  intervals  of  rest  ever  since. 
By  the  middle  of  April  he  heai'd  a  barrel-organ  if  quite  close,  as  "a 
noise,"  and  liked  gramophones.  By  June,  1913,  he  heard  vowel  sounds 
shouted  into  the  left  ear ;  by  August  he  could  repeat  nearly  forty  short 
sentences  shouted  into  his  left  ear.  Now  he  could  recognise  pitch  in 
both  ears,  and  he  hears  birds  if  close  by.  The  teaching  is,  of  course, 
equally  of  importance  with  the  mechanical  stimulation. 

Deformities  of  External  Ears.— J.  H.  Connolly. — Boy,  aged  eight. 
The  right  auditory  meatus  appears  never  to  have  been  patent.  The  left 
meatus  is  represented  by  a  narrow  canal — not  in  the  normal  position — 
at  the  deepest  part  of  which  granulations  can  be  seen.  Discharge  began 
to  come  from  it  about  six  months  ago  and  has  continiied  since.  The 
child  hears  the  voice  in  both  ears  ;  rather  better  on  the  left  side  than  on 
the  right.  Electrical  tests  show  that  both  labyrinth  reactions  are  present. 
He  asked  if  an  attempt  should  be  made  to  construct  a  meatus  on  the 
right  side.  The  discharge  and  granulations  in  the  left  canal  indicate 
operation  for  their  relief,  and  at  the  same  time  the  making,  if  possible, 
of  a  widely  patent  meatus  on  that  side. 

The  Pkesident  suggested  that  X  rays  might  be  used  to  see  the 
situation  of  the  meatus.  He  had  not  found  such  operations  as  that  now 
suggested  successful. 

Dr.  Urban  Pritchard  said  that  he  had  not  come  across  a  single 
successfvil  case  of  the  kind. 

Uncapping  the  External  Semicircular  Canal  for  Meniere's 
Symptoms ;  Complete  Relief  for  Three  Months.— W.  H.  Kelson.— 

Male,  aged  forty-three.  Attacks  began  about  three  years  ago  Avith 
giddiness,  buzzing  noises  and  deafness  in  the  right  ear ;  after  a  time 
coldness  and  vomiting  would  come  on.  Duration  of  attack  usually  one 
to  two  hours.  When  giddy  he  felt  himself  falling  backwards  or  forwards, 
or  objects  seemed  to  circle  round  him.  He  was  never  unconscious.  Attacks 
became  moi-e  frequent  and  work  impossible.  No  giddiness  between 
attacks.  Sent  to  hospital  on  September  24.  Examination  showed,  watch 
— right,  3^; ;  left,  f  g ;  C  tuning-fork  on  vertex  referred  to  right  ear ;  —  Rinne 
right,  -f  Rinne  left.  Water  at  22°  C,  right  side  nystagmus  to  left  after 
sixty-nine  seconds  ;  water  at  22°  C,  left  side  nystagmus  to  the  right  after 
thirty  seconds.  No  Rombergism.  Wassermann  test  negative.  Operation 
(October  2,  1913).  Outer  wall  of  external  semicircular  canal  (right) 
removed  ;  escape  of  perilymph.  For  three  months  giddiness  and  tinnitus 
entirely  disappeared,  since  when  some  very  slight  attacks. 

The  President  said  it  was  rai'e,  in  opening  virgin  labyrinths  in  which 
there  was  no  suppuration,  to  find  intra-labyrinthine  fluid  visible ;  he  had 
only  twice  seen  fluid  in  such  labyrinths. 

Mr.  Sydney  Scott  thought  that  if  he  had  a  case  like  this  he  would  feel 
disposed  to  open  the  middle  ear  at  the  first  operation  and  observe  whether 
it  had  any  effect  on  the  vertigo  before  he  opened  the  semicircular  canal, 
using  the  latter  only  as  a  last  resort.      One  met  with  cases  of  Meniere's 
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symptom-complex,  with  obstructive  deafness,  and  it  was  a  question 
whether  the  disease  had  not  originated  in  the  middle  ear,  producing  a 
secondary  influence  on  the  internal  ear.  He  would  like  to  know  the  results 
of  opening  the  antrum  only.  i 

Dr.  H.  J.  Davis  said  that  if  one  was  able  to  relieve  the  vertigo  by  so 
simple  a  remedy  as  opening  a  semicircular  canal,  the  complete  vestibulo- 
tomy would  not  be  found  necessary.  The  question  was  whether  thei*e 
would  be  a  tendency  for  vertigo  to  return  in  Dr.  Kelson's  case. 

Mr.  Jenkins  said  the  operation  was  similar  to  the  one  he  advocated 
some  time  ago  for  certain  labyrinthine  vertigo  cases.  Hi.s  own  cases  were 
definitely  labyrinthine  conditions,  and  there  was  no  doubt  as  to  there  being 
no  middle-ear  condition.  He  asked  whether  in  this  case  there  was  any 
real  indication  of  labyrinth  deafness.  Still,  there  had  been  improvement 
in  the  vertigo  after  this  operation  in  this  case ;  the  patient  was  quite 
certain  about  it. 

Mr.  MuECKE  had  seen  a  similar  case  in  a  boy,  aged  thii'teen,  following 
ordinary  middle-ear  suppuration.  There  was  a  constant  vertigo, 
especially  severe  in  winter.  The  boy  was,  in  consequence,  taken  away 
from  school.  He  had  daily  inflation  for  a  fortnight,  and  the  boy  recovered 
and  had  not  had  another  attack  since,  though  that  was  three  years  ago. 

Dr.  Kelson  replied  that  there  was  a  little  watery  fluid.  The  fact 
that  there  was  no  improvement  on  inflation  with  the  catheter  showed 
that  opening  the  antrum  alone  would  not  be  likely  to  suffice  ;  and  even  if 
it  were  so,  it  would  have  to  be  kej)t  open  permanently — a  troublesome 
matter. 


PROCEEDINGS    OF    THE    SCOTTISH    OTOLOGICAL 
AND     LARYNGOLOGICAL    SOCIETY. 


Meeting  at  the  Royal  Infirmary,  Edinburgh,  yovemher  22,  1913. 


Mr.  J.  D.  LiTHGOW  in  the  Chair. 


Reported  hy  Dr.  W.  S.   Syme. 


{Co)itiuited  Jrom  j)-  215.1 

Peculiar  Hyperplasia  of  the  Mucous  Membrane  of  the  Uvula 
Soft  Palate,  Pharynx  and  Larynx.^— A.  Logan  Turner. 

Dr.  Walker  Downie  asked  if,  in  the  early  stage,  there  had  been  any 
acute  local  inflammation.  He  had  had  a  somewhat  similar  case  in  which 
the  hyperplasia  was  preceded  by  a  subacute  inflammatory  process  asso- 
ciated with  the  formation  of  a  fibrinous  exudation,  which  persisted  for 
many  months.  It  was  followed  by  marked  contraction  of  the  fauces, 
pharynx,  and  gullet. 

Dr.  Brown  Kelly  said  this  case  further  confirmed  the  existence  of 
a  condition  which  he  had  described  a  good  many  years  ago.  Since  then 
Sir  Felix  Semon  and  Dr.  Logan  Turner  had  published  similar  cases,  so 
that  the  affection  s^eemed  to  be  a  distinct  one.  His  case  differed  some- 
what from  those  shown  by  Dr.  Logan  Turner.     The  striking  feature  in  it 

'  See  JouRN.  OF  Lartngol.,  Ehinol.,  and  Otol.,  February,  1914,  p.  57  et 
seq. 
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WHS  the  size  of  the  uvula,  which  was  Ih  in.  long,  1  in.  broad,  and  very 
thick.  After  a  portion  had  been  removed  the  posterior  wall  of  the 
pharynx  presented  in  the  middle  a  narrow  track  of  normal  tissue,  and  on 
each  side  a  thick  band  which  extended  from  the  naso-pharyux  to  the 
entrance  of  the  Oi^sophagus.  These  bauds,  together  with  some  thickening 
of  the  soft  palate,  reduced  the  naso-pharynx  so  that  one  could  hardly 
introduce  the  forefinger,  although  the  patient  was  a  man  of  6  ft.  2  in. 
The  bands  overhung  the  larynx  in  such  a  way  as  to  hide  the  arytsenoids. 
J)v.  McBride  and  Dr.  Logan  Turner  examined  the  patient  and  agreed 
that  they  had  seen  nothing  like  it  previously. 

Dr.  Adam,  in  1905,  before  the  Glasgow  Medico-Chirurgical  Society, 
reported  a  case  of  chronic  oedema  of  the  face  lasting  for  two  years  in  a 
patient  aged  twenty-two.  The  condition  began  with  crusts  in  the 
anterior  nares.  The  oedema  involved  the  left  half  of  the  face,  soft 
palate,  uvula  and  inferior  turbinals.  After  uvulotomy  and  turbinotomy, 
with  the  administration  of  thyroid  ghind  substance  the  condition  cleared 
up.  Leucocytic  infiltration  of  the  parts  removed  was  reported.  He  had 
seen  the  patient  a  few  days  ago,  and  there  was  jiractically  no  trace  of  the 
thickening  of  the  mucous  membrane.  That  case  clearly  showed  that  it 
was  of  infective  origin.  In  Dr.  Turner's  case  the  patient  said  she  had 
symptoms  of  crusting  about  the  phaiynx  some  eighteen  months  before 
she  consulted  him  ;  so  that  there,  too,  there  was  a  i^ossibility  of  infection. 
One  of  Sir  Felix  Semou's  cases  also  cleared  up. 

Dr.  Logan  Turner  replied  that  the  question  of  myxoedema  arose ; 
there  was  something  about  the  patient's  appearance  which  suggested  it. 
She  was  put  on  thyroid  for  three  months  but  no  change  resulted.  Dr. 
Adam  referred  to  septic  infection.  In  his  (Dr.  Turner's)  first  case,  seen 
some  ten  years  ago,  the  symptoms  came  on  after  an  acute  infection,  so 
much  so  that  the  patient  required  tracheotomy.  He  had  seen  that  patient 
a  few  days  ago  and  he  still  had  some  of  the  appearances  which  he  had 
several  years  ago,  although  his  uvula  and  soft  palate  had  returned  to 
their  normal.  He  was  on  vaccine  for  some  eighteen  montlis,  and  he 
attributed  the  clearing  up  of  the  soft  palate  to  the  vaccine,  but  it  had 
bad  no  eifect  on  the  laryngeal  condition. 

Multiple  Telangiectases  of  the  Skin  of  the  Face  and  the 
Mucous  Membrane  of  the  Nose  and  Mouth. — A.  Logan  Turner. — 

Male,  aged  59,  a  labourer,  admitted  on  account  of  severe  recurring 
epistaxis ;  attacks  of  nasal  haemorrhage  during  the  last  twenty  years, 
becoming  worse  ;  the  epistaxis  is  not  so  troublesome  in  the  summer.  No 
history  of  nose-bleeding  in  the  family.  No  hsemophilic  diathesis.  No 
bleeding  from  mouth,  bladder,  or  rectum.  The  telangiectases  upon  the 
face  first  appeared  about  forty  years  ago.  They  are  not  confined  to  the 
face,  a  few  scattered  points  being  seen  over  the  scapulae  and  on  the  skin 
of  abdomen.  At  the  anterior  end  of  the  nasal  septum  on  each  side  there 
was  visible  clotting  of  blood  and  a  slight  superficial  ulceration ;  the 
mucous  membrane  of  the  lips,  inside  of  cheeks,  tongue,  and  palate  shows 
here  and  there  minute  vascular  points  and  a  little  dilatation  of  capillaries. 
None  of  the  points  are  raised  above  the  surface.  There  are  none  visible 
in  the  larynx.     The  conjunctivae  are  similarly  affected. 

Dr.  Brown  Kelly  asked  if  Dr.  Turner  was  doing  anything  for  the 
patient.  Personally  he  had  had  two  cases  which  he  reported  in  1906, 
one  of  them  died  of  persistent  haemorrhage,  and  the  other  was  in  a  state 
of  chronic  invalidism,  and  coiild  not  do  anything  on  account  of  the 
bleedinar  from  the  telangiectases  on  the  finarers.     He  had  tried  calcium 
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salts,  aud  the  patient  always  thought  they  were  somewhat  improved 
thereby.  For  the  telangiectases  of  the  nose  he  did  not  think  it  was  good 
to  cauterise,  but  for  specially  lai-ge  ones  electrolysis  with  the  needle  as 
the  positive  pole  was  worth  trying.  i 

Dr.  Turner,  in  reply,  said  he  had  not  thought  of  any  treatment 
l^eyond  the  control  of  the  epistaxis  for  which  the  patient  was  admitted. 
There  was  no  heredity ;  this  point  was  very  carefully  inquired  into  because 
in  some  of  these  cases  there  was  a  hereditary  history. 

Two  Cases  of  Sarcoma  of  the  Tonsil  (shown  at  the  meeting 
in  Novemlier,  1912).' — A.  Logan  Turner. — In  each  case  the  tumour 
was  removed  by  enucleation  twelve  months  ago,  and  there  is  no  evidence 
of  recurrence. 

Malignant  Disease  of  the  Upper  End  of  the  (Esophagus  (re- 
moved by  oesophagectomy  in  November,  1910)."- — A,  Logan  Turner. — 
Mrs.  B ,  now  aged  forty,  continues  to  enjoy  good  health. 

Dr.  Turner  said  he  had  another  case  which  bad  been  operated  on, 
where  the  upper  end  of  the  oesophagus  was  affected.  They  had  had  at 
least  four  of  these  cases  operated  on  ;  they  were  at  present  treating  an 
inoperable  case  in  hospital  with  radium.  A  phai-yugostomy  was  per- 
formed. The  improvement  was  marked.  The  whole  of  the  pharyngeal 
part  had  ulcerated  away ;  the  oesophageal  portion  w^as  still  under  treat- 
ment. With  regard  to  the  case  shown  it  was  three  years  since  Mr. 
Wallace  removed  a  complete  circle  of  the  oesophagus  li  inches  in  diameter. 
The  patient  was  in  excellent  health,  and  she  was  swallowing  by  the 
natural  route. 

Symptoms  similar  to  those  observed  with  Paralysis  of  the  Soft 
Palate  following  Removal  of  Tonsils   and   Adenoids. — A.   Logan 

Turner. — -E.  L ,  aged  six,  had  her  adenoids  and  tonsils  (enucleation) 

removed  two  and  a  half  years  ago.  Since  that  time  liquids  have  occasion- 
ally returned  through  the  nose,  and  in  her  speech  there  is  evidence  of 
insufficiency  of  the  palate  (rhinolalia  aperta).  He  mother  asserts  this 
dates  from  the  operation,  and  that  there  was  no  evidence  of  these 
symptoms  pi-ior  to  that  time.  Has  the  operation  interfered  with  the 
proper  elevation  of  the  soft  palate  'r  On  digital  examination  of  tbe  naso- 
pharynx the  soft  palate  feels  tense  across  the  finger.  Probably  con- 
genital sulimucous  cleft  palate  may  be  excluded.  The  case  had  been  seen 
recently  aud  was  recovering. 

Dr.  Stme  had  a  case  of  a  child  about  a  year  ago  who  was  brought 
back  three  months  after  operation  with  a  history  of  fluids  coming  back 
through  the  nose,  nasal  speech  and  so  on.  He  had  advised  that  she 
would  get  all  right.  He  looked  upon  it  as  a  septic  neuritis,  just  as  one 
gets  a  neuritis  after  diphtheria.  He  had  not  seen  the  child  again,  and 
concluded  she  had  recovered. 

Otitic  Meningitis ;  Translabyrinthine  Drainage ;  Urotropin 
Injections   into   Spinal  Canal ;    Recovery.— A.    Logan    Turner. — 

Grirl,  aged  seven,  chronic  middle-ear  suppuration  (left)  for  five  years. 
Polypus  projecting  from  meatus  ;  frequent  pain,  but  no  internal  ear 
symptoms  or  signs.  No  vestibular  tests  carried  out.  Radical  operation 
on  October  20,  1913.     Polypus   attached   in   region  of   the   windows  ; 

'  JouRN.  OF  Lartngol.,  Ehixol.,  AND  Otol.,  vol.  xxviii,  p.  161. 
*  Ibid.,  vol.  xxvii,  p.  157. 
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stapes  not  seen.  No  cholesteatoma.  October  21  (noon)  :  Tempera- 
ture, 100'6T. ;  pulse  120;  frontal  headache;  nystagmus  to  both 
sides ;  marked  to  sound  side.  6  p.m. :  Temperature,  101  ° ;  slight 
neck  rigidity ;  double  Kernig ;  reflexes  normal ;  leucocytosis,  7500. 
8  p.m. :  G-eneral  anaesthesia ;  wound  opened ;  cold  caloric  test  for  2| 
minutes  ;  a  few  c[uick  nystagmic  movements  induced  to  diseased  side. 
Probe  passed  without  opposition  through  oval  window.  Lumbar 
inmchire. — Slight  cloudiness  of  cerebrospinal  fluid;  faintly  acid  reaction; 
broad  baud  of  albumen  ;  incomplete  Fehling  reduction.  (Later,  poly- 
morphonuclear cells ;  Gram  +  diplococci ;  no  growth  on  culture.) 
Double  vestibulotomy,  removal  of  promontory,  and  internal  auditory 
meatus  opened  ;  free  flow  of  cerebrospinal  fluid;  no  drain  inserted.  No 
pus  seen  in  labyrinth.  The  partial  obliteration  of  external  canal  and 
lower  cochlear  whoi*l  observed  indicated  old  healed  labyrinthitis.  After- 
history. — Child  very  ill  at  times  ;  temperature  and  pulse  varied  (clmrts 
exhibited).  Cerebrospinal  fluid  would  drain  freely  for  two  or  three  days, 
then  stop  and  again  flow.  During  cessation  child  always  worse. 
Lumbar  puncture  and  urotropin  injections  on  October  28,  27  and  31, 
and  November  1  and  6.  Cerebrospinal  fluid  remained  under  pressure, 
turbid,  and  with  excess  of  polymorphs,  withotit  growth  of  organisms 
during  this  period.  Temperature  rising  as  high  as  103°,  with  })ulse,  140. 
Temperature  normal  since  November  7,  and  patient  bright,  eating  and 
sleeping  well. 

Dr.  TuKNER  replied  that  it  was  unfortunate  that  the  case  was  post- 
operative meningitis,  and  also  that  the  labyrinth  had  not  been  investigated 
prior  to  operation.  He  was  sure,  however,  that  the  child's  life  was  saved 
by  the  prompt  measures  taken  ;  the  meninges  were  drained  within  thirty 
hours  of  the  operation.  The  way  in  which  the  patient  became  worse 
when  the  fluid  ceased  to  flow  through  the  labyrinth  and  again  improved 
with  the  restarting  of  the  flow  was  very  instructive.  The  organisms  from 
the  cerebro-spiual  fluid  did  not  grow  on  culture.  It  was  not  a  very 
malignant  type  of  meningitis.  With  regard  to  the  urotropine,  only  10 
grains  were  given  in  the  case  of  a  child,  but  30  and  40  grains  have  been 
injected  in  these  meningeal  cases,  and  it  was  stated  by  Flexner  and  others 
that  there  Avas  no  use  giving  it  vmless  by  injection. 

Calculus  of  the  Tonsil.— J.  Walker  Downie.— (a)  Man,  aged  forty- 
five  ;  no  history  of  gout  or  I'heumatism.  He  had  had  frequent  attacks  of 
peritonsillar  suppuration,  and  when  seen  he  had  an  ulcerated  area  over 
the  right  supra-tonsillar  area  which  was  caused  by  the  pressure  outwards 
of  a  calculus.  This  was  extracted  at  this  place.  The  surface  of  the 
calculus  is  comparatively  smooth  and  hard,  and  resembles  a  well-formed 
phosphatic  urinary  calculus.     Calculus  shown. 

(6)  Man,  aged  fifty-seven,  had  had  many  severe  and  prolonged  attacks 
of  gout.  History  of  frequent  sore  throat,  chiefly  on  left  side,  but  no  history 
of  suppuration.  He  was  referred  to  exhibitor  on  account  of  a  somewhat 
painful  swelling  of  the  left  side  of  the  soft  palate  immediately  above  the 
tonsil,  hard  to  the  touch.  It  was  feared  it  might  be  malignant.  Under 
local  angesthesia  an  incision  over  the  swelling  exposed  a  large  hard  calculus. 
This  was  removed  by  means  of  a  steel  spoon  extractor.     Calculus  shown. 

Among  other  exhibits  Dr.  W.  G.  Porter  showed  a  Series  of 
Skiagrams  illustrating  the  Anatomy  of  the  Mastoid  Region. 

Dr.  Turner  remai-ked  that  there  was  one  point  which  he  thought 
would  be  settled,  namely,  that  the  mastoid  cells  did  not  pass  beyond  the 
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sutures.  They  had  examined  more  than  500  skulls  in  the  last  month  or 
two  and  had  never  yet  found  a  case,  even  where  the  mastoid  cells  were 
widely  distributed.  Statements  in  text-books  were  made  to  ,that  effect, 
but  they  had  never  seen  it. 

Dr.  Syme  remarked  that  what  Dr.  Porter  gave  with  one  hand  he  took 
away  with  the  other.  If  there  were  many  cases  of  asymmetry,  the  value 
was  taken  away. 

Dr.  Porter  replied  that  that  was  one  of  the  points  under  investigation. 

Dr.  J.  D.  Lithgow :  Convenient  Form  of  Steel  Wire  Saw  for  the 

rapid  and  safe  removal  of  the  "  bridge  "'  in  the  radical  mastoid  operation. 
Patient  and  specimen  shown  in  illustration  of  the  use  of  the  instrument. 

Dr.  Eraser  said  he  did  not  feel  inclined  to  tiy  steel  wire.  He  thought 
otologists  had  very  wisely  given  up  Stacke's  protector  and  should  not 
take  to  passing  wire  thi-ough  the  meatus.  He  thought  the  most  impor- 
tant part  of  the  radical  operation  was  the  inte5:rity  of  the  oval  window 
and  stapes  ;  there  was  distinct  risk  of  injury  to  the  stapes. 

Dr.  Lithgow  said  it  would  be  used  where  the  tympanic  membrane 
was  largely  wanting.  As  the  wire  was  held  2  or  3  in.  from  the  end,  the 
bending  of  the  wire  to  the  slightest  obstruction  would  indicate  whether 
one  wei'e  using  undue  pressure  or  not.  By  its  use  about  ten  minutes 
might  be  saved.     The  method  was  employed  by  von  Stein. 

Dr.  Stme  did  not  think  it  should  go  forth  that  otologists  had  given 
up  Stacke"s  protector.  Those  who  had  never  used  it  could  not  give  it  up. 
Personally  he  always  used  it  and  knew  others  who  did  so  too.  The  same 
thing  was  said  in  one  of  the  medical  papers  and  brought  forth  a  letter  in 
the  Lancet  or  British  Medical  Journal.  He  had  never  seen  any  damage 
caused  by  the  introduction  of  Stacke's  protector.  He  introduced  it  from 
the  antral  side. 

Dr.  Turner  said  that  they  had  not  used  Stacke's  protector  in 
Edinburgh  for  some  years. 


INTERNATIONAL    CONGRESS    OF     MEDICINE. 


London,  August,  1913. 


Section  XV. — Laryngology. 


Sir   StClair  Thomson,  President,  in  the  Chair. 


Ahstract  Report  by  Dan  McKenzie. 

(For    President's    Introductory    Remarks,    see    Journ.    of    Laryngol., 
Rhinol.,  and  Otol.,  vol.  xxviii,  p.  565.) 

Discussion  on  the  Recent  Progress  of  Endoscopic  Methods  as 
Applied  to  the  Larynx,  Trachea,  Bronchi,  GEsophagus  and 
Stomach. 


Report  by  Prof.  GtUSTav  Killian   (Berlin). 
The   Direct  Method  in  the   Years   1911   and  1912. 

Aftef  a  few  introductory  remai'ks.  Prof.  Killian  went  on  to  speak  of : 

Direct  Laryngoscopy. — The  difficulties  of  anaesthesia  in  little  children 

were  avoided  by  Jackson,  who  used  no  general  anaesthesia  at  all  in  early 
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life.  Several  instruments  had  been  devised  by  which  simultaneously 
an  anaesthetic  could  be  given  and  the  examination  made. 

Position. — The  speaker  preferred,  in  children,  the  lateral  position, 
which  materially  facilitates  the  introduction  of  the  spatula.  The  sufgeou 
stands  in  front  of  and  not  behind  the  patient.  One  may  begin  with  the 
head  straight  or  inclined  somewhat  backwards. 

Congenital  stridor  in  children  has  been  investigated  by  the  direct 
method,  but  more  investigation  is  required.  The  epiglottis  has  been 
seen  to  be  aspirated  into  the  larynx  and  tlae  same  has  been  observed  of 
the  arytaenoid  region.  The  speaker  suggested  that  the  stridor  might  be 
primarilv  a  neurosis  related  to  irritative  glottic  spasm.  In  laryngismus 
stridulus  the  vocal  cords  are  aij^jroximated  during  inspiration. 

Singers'  nodes  have  been  successfully  treated  by  the  direct  method. 
But  the  greaiest  U:^e  of  direct  laryngoscopy  has  been  seen  in  the  treatment 
of  larvngeal  pupilloma  in  children.  Two  distiuct  varieties  are  described : 
one  circumscribed  and  easy  to  treat,  and  the  other  diffuse,  recurrent,  and 
often  incurable. 

Briinings  has  been  trying  the  effect  of  the  X  rays  in  laryngeal 
tuberculosis,  but  the  practical  difficulties  were  great  and  the  results 
inconsiderable. 

In  those  cases  in  which  the  prolonged  wearing  of  a  tracheotomy  tube 
is  necessary  direct  laryngoscopy  has  proved  of  service  in  disclosing  the 
cause  of  the  obstruction  and  in  leading  to  rational  treatment.  Adhesions 
following  intubation  have  been  divided,  granulations  removed,  and 
stenoses  dilated  by  rubber  tubes,  etc. 

The  mistaken  diagnosis  of  diphtheria  for  a  foreign  body  and  vice 
versa  may  be  cleared  up  by  direct  examination,  and  finally  foreign  bodies 
are  easily  removed  from  the  larynx  by  the  direct  method. 

Susjjension  Jarijngoscopii  is  of  special  value  in  the  treatment  of 
laryngeal  papilloma  in  little  children,  and  it  is  of  great  service  in  the 
treatment  of  laryngeal  tuberculosis.  In  carrying  out  the  examination 
the  base  of  the  tongue  should  first  of  all  be  raised,  and  then  with  a  special 
elevator  the  epiglottis  is  raised  up  and  the  interior  of  the  larynx  reached. 
Counter-pressure  on  the  cricoid  brings  the  anterior  commissure  into 
view. 

JJjjper  and  Lower  Tracheoscopy. — A  congenital  diverticulum  of  the 
trachea  has  been  described,  and  stenosis  from  fracture.  Bleeding  from 
dilated  veins  on  the  postei-ior  wall  of  the  trachea  has  been  successfully 
combatted  with  chromic  acid. 

Membranous  bands  following  diphtheria  and  scarlet  fever  have  been 
found  causing  tracheal  obstruction,  .and  attention  has  been  drawn  to  the 
advisability  of  direct  examination  of  the  trachea  when  tracheotomy  fails 
to  relieve  respiratory  obstruction. 

Our  knowledge  of  syphilis  of  the  trachea  has  been  extended,  tracheal 
gummata  and  ulceiations  having  been  observed,  the  latter  sometimes 
being  very  extensive,  with  perforation,  in  some  instances,  of  the  oesophagus 
and  aorta.     These  ulcerations  often  lead  to  stenoses. 

Scleroma  affecting  the  trachea  has  been  seen  as  far  as  the  carina  with 
consequent  narrowing  of  the  lumen  of  the  bronchi. 

Of  neoplasms,  papilloma  and  enchondroma  have  been  observed,  and 
enlarged  glands  outside  the  windpipe  have  been  found  causing  troubles 
such  as  compression  and  ulceration  into  the  tube,  and  from  4Jie  same 
cause  the  trachea  may  be  displaced.  Cancer  of  the  trachea,  bothYrimary 
and  secondary,  has  been  noticed. 

Of  foreign  bodies,  some  sixtv-five  cases  have  been  recorded ;  in  most 
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of  them  extraction  was  siiccessfullv  accomplished.  Among  them  was  a 
case  in  which  a  piece  of  the  pharyngeal  tonsil  had  found  its  way  into  the 
trachea  during  general  anaesthesia. 

Upper  and  Loiver  Bronchoscopy. — For  the  examination  of  li};tle  children 
the  avoidance  of  subglottic  oedema  necessitates  the  use  of  narrow,  fine- 
walled  tubes  without  any  inner  tube.  Introduction  is  cautiously  effected 
through  the  subglottic  space  with  the  aid  of  a  hollow  mandrin.  A  small 
accessory  tube  is  sometimes  supplied  for  the  administration  of  the  anses- 
thetic.  As  in  direct  laryngoscopy  the  passage  of  the  bronchoscope  under 
general  narcosis  is  most  easily  carried  out  when  the  patient  is  lying  on 
his  left  side.  The  bronchoscope  may  also  be  passed  through  the  laryngeal 
spatula. 

Bronchial  bleeding,  from  wounding  by  a  foreign  body,  has  been 
observed  and  successfully  treated  with  adrenalin.  Chronic  bronchitis  has 
been  combatted  by  the  direct  application  of  sprays,  etc.,  and  syphilitic 
lesions  similar  to  those  already  described  as  occurring  in  the  trachea  have 
been  found.  Dilatation  of  bronchial  stenosis  has  been  undertaken  with 
benefit. 

Fibroma  and  carcinoma  of  the  bronchi,  the  latter  in  a  girl,  aged 
twenty-thi'ee,  have  been  reported. 

Like  the  trachea,  the  bronchi  ax-e  occasionally  compressed  by  authra- 
cotic  mediastinal  glands,  and  cases  have  been  described  in  which  calcifica- 
tion of  these  glands  has  led  to  the  expulsion  of  "  lung-stones,"  and  in  one 
case  anthracotic  glands  suiTOuuding  the  trachea  and  bronchi  were 
successfully  removed  by  mediastinotomy. 

Tuberculous  mediastinal  glands  behave  in  a  similar  fashion,  and 
occasionally  when  they  break  down  rupture  into  a  bronchus. 

A  remarkable  communication  (Ivahler)  on  auricular  compression  of 
the  left  bronchus  has  been  described.  Dilatation  of  the  left  auricle 
pushes  the  left  bronchus  further  laterally  and  may  even  cause  it  to  bend 
sharply,  since  the  bronchus  lies  on  the  left  auricle  as  on  a  cushion. 

Foreign  Bodies  in  the  Bronchi. — Too  many  patients  are  still  allowed 
to  die  from  the  effects  of  foreign  bodies  in  the  bronchi ;  both  acute  and 
chronic  pulmonary  disorders  may  occur  and  a  foreign  body  never  be 
suspectecl.  X-ray  examination  is  often  negative  even  Avhen  the  foreign 
body  is  metallic. 

Of  those  cases  in  which  extraction  has  been  attempted  the  great 
majority  recover.  Most  cases  occur  in  children,  the  youngest  on  record 
being  thi-ee  months  old.  Most  come  for  treatment  early,  but  sometimes 
months  and  even  years  are  allowed  to  lapse  before  removal  is  attempted. 

Of  all  foreign  bodies  beans  and  similar  seeds,  etc.,  are  the  most 
dangerous.  Out  of  twelve  such  cases  five  died.  In  the  case  of  beans 
tracheotomy  should  always  be  performed  before  the  examination  is 
attempted,  and  loiver  bronchoscopy  resorted  to  unless  the  case  is  brought 
for  treatment  within  a  couple  of  hours  after  the  aspiration. 

The  mortality  of  foreign  bodies  in  the  bronchi  removed  by  upper 
bronchoscopy  is  now  between  8  per  cent,  and  9  per  cent.  In  the  "  laryn- 
goscopic  period  "  the  mortality  was  30  per  cent.,  and  before  that  52  per 
cent. 

Of  dangerous  secjuelae,  subglottic  oedema,  pneumonia  and  lung  abscess 
were  mentioned,  together  with  one  case  of  pneumothorax  after  a  difficult 
extraction.     It  recovered. 

Lower  Bronchoscopy  for  Foreiyn  Bodies. — Tracheotomy  has  proved  a 
necessity  in  cases  in  which  the  foreign  body  was  too  large  to  be  removed 
through  the  glottis. 
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The  mortality  is  11  per  cent. — double  that  of  upper  bronchoscopy, 
because  of  the  more  difficult  cases  being  tackled  by  this  method.  The 
mortality  of  both  methods  taken  together  is  10  per  cent. 

Asthma. — Of  recent  years  the  treatment  of  asthma  by  the  spraying  of 
cocaine  and  adrenalin  into  the  bronchi  has  taken  a  great  swing  upwards. 
Ephi'aim  uses  a  curved  tube  so  as  to  avoid  the  frequent  introduction  of 
the  (straight)  tube.  It  cau  be  introduced  into  the  right  or  left  bronchus 
by  altering  the  position  of  the  body.  Ten  to  15  drops  of  a  1-I<j00  sol. 
adrenalin  (adults)  are  sprayed  into  the  bronchi.  From  his  own  experi- 
ence the  speaker  could  warmly  recommend  the  treatment.  Permanent 
results  had  been  obtained  in  a  considerable  percentage  of  cases. 

Pulmonary  disease,  even  when  acute,  does  not  contra-indicate  broncho- 
scopy, as  the  experiences  in  the  removal  of  foreign  bodies  have  shown. 

Neoplasms  of  the  lung  are  commoner  than  is  supposed  ;  most  of  them 
originate  in  bronchi.  Carcinoma,  endothelioma  and  an  amyloid  tumour 
in  the  neighbourhood  of  the  bifurcation  have  been  described. 

(Esophagoscopy . — Deaths:  The  mortality  of  the  simple  examination 
seems  to  be  about  1  per  cent. 

Instruments  :  Allusion  was  made  among  others  to  the  use  of  instru- 
ments for  dilating  the  gullet  for  the  lemoval  of  large  foreign  bodies. 

Disease  of  the  cesophagns :  Much  still  remains  to  be  done  as  many 
conditions  known  to  pathologists  have  not  yet  been  examined  with  the 
oesophagoscope.  For  example,  oesophageal  haemorrhage  is  not  invariably 
due  to  disturbances  in  the  portal  circulation.  Simple  erosion  may  induce 
severe  bleeding. 

G-angreuous  ulceration  has  been  found  in  scarlet  fever,  and  it  is 
suggested  that  this  may  be  followed  by  stenosis. 

Abscesses  of  the  gullet  have  been  found  and  opened  from  within. 

Little  is  known  about  syphilis  of  the  oesophagus.  It  may  set  up 
changes  which  are  mistaken  for  cancer.  Gummata  and  fistula  formation 
into  the  trachea  have  been  recorded. 

Of  tumours,  simple  polypus  and  myxoma  have  been  found.  But 
cancer  is  of  course  the  most  common  neoplasm.  Of  Gruisez's  cases  three 
fourths  were  malignant.  Ulcerating,  proliferating  and  infiltrating  forms 
have  been  described  as  the  types  of  the  disease.  Proof-excision  of 
carcinoma  of  the  cardia  was  followed  in  one  case  by  fatal  peritonitis. 
The  use  of  radium  and  uiesothorium  has  been  followed  by  considerable 
benefit,  and  highly  situated  carcinoma  has  been  successfully  i-emoved  by 
opei'ation. 

Simple  stenosis  of  the  oesophagus  is  often  difficult  to  account  for,  but 
some  cases  are  perhaps  legacies  left  by  scarlet  fever  and  diphtheria  in 
childhood  or  it  may  be  due  to  smallpox  or  syphilis. 

Congenital  atresia  of  the  oesophagus  has  often  been  described,  but  it 
has  not  often  been  examined  with  the  oesophagoscope.  Lubliner,  however, 
has  done  so  in  a  child  two  days  old.  Stenosis  may  follow  oesopbagoscopy, 
especially  when  cauterising  agents  penetrate  deep  into  the  tissues. 

Regarding  the  treatment  of  oesophageal  stenosis  the  speaker  warned 
against  internal  oesophagotomy,  which  has  led  to  death  on  several 
occasions.  The  best  results  seem  to  have  been  achieved  with  the  aid  of 
a  swallowed  string  after  gastrotomy,  olives  and  bougies  being  passed  up 
and  down  under  its  guidance. 

Mention  was  also  made  of  the  spasmodic  contraction  of  the  upper 
and  lower  ends  of  the  oesophagus,  and  of  comjiression  stenosis  by  goitre, 
mediastinal  tumours,  etc.  As  a  rule,  narrowing  of  the  lumen,  whether 
temporary  or  permanent,  is  associated  with  dilatation  of  the  segment  of 
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the  oesophagus  above  the  stricture ;  this  applies  to  spasmodic  as  well  as 
to  organic  stricture,  and  stricture  at  the  cardia  mav  lead  to  enormous 
distension  above  it.  In  this  condition  treatment  by  dilators  leads  to 
cure. 

Several  cases  of  traction  divertictilum  have  been  examined!  Eemoval 
was  attempted  by  operation  in  one  case,  with  death  from  mediastinitis. 

Foreign  Bodies  in  the  (Esophagus. — The  speaker  emphasized  anew  the 
danger  of  blind  attempts  at  removal,  and  expressed  the  opinion  that 
manipulation  through  the  oesophagoscope  was  not  everybody's  business. 

A  large  number  of  cases  have  been  recorded,  in  patients  whose  ages 
vary  from  four  days  to  ninety-two  yeai  s,  in  most  of  which  extraction  was 
successful.  The  oesophagus  does  not  tolerate  foreign  bodies  as  the  air- 
passages  do,  for  this  reason  few  long-standing  cases  are  on  record. 
Ulceration  and  mediastinitis  develop,  and  fistula  may  open  into  the 
trachea  or  the  aorta  may  be  punctured.  Eough  or  blind  efforts  at 
removal  may  also  inflict  serious  injury.  But  those  cases  are  quite  rare. 
If  extraction  is  impossible  cesophagotoniy  may  be  necessary. 

When  the  oesophagus  is  narrowed,  stenosis  may  lead  to  retention  of  a 
foreign  body  which  would  otherwise  be  small  enough  to  j^ass. 

Gastroscopy.  —  The  number  of  cases  examined  in  this  way  is  still 
limited.  Chevalier  Jackson's,  Eisner's  and  Hill's  instruments  were 
described  in  detail.  It  is  unfortunate  that  those  who  take  special 
interest  in  gastric  diseases  do  not  adopt  gastroscopy.  It  is  questionable 
whether  the  future  will  show  much  change  in  this  I'espect. 

{To  be  continued.) 


CLINICAL    CONGRESS    OF    SURGEONS. 


London,  1914. 


This  International  Congress  of  Surgeons  will  be  held  in  London, 
beginning  July  27,  1914. 

The  headquarters  of  the  Congress  will  be  at  the  Hotel  Cecil,  with 
headquarters  for  the  division  of  surgical  specialities  at  the  Savoy. 

Arrangements  have  been  made  to  furnish  visitors  with  ample  oppor- 
tunities of  becoming  acquainted  with  the  work  of  the  different  London 
hospitals,  general  and  special. 

There  will  also  be  sessions  on  each  evening  of  the  week,  excepting 
Saturday,  at  which  distinguished  British,  American  and  Continental 
surgeons  will  present  j^apers  dealing  with  subjects  of  present-day  surgical 
interest.  The  Presidential  Meeting  occurs  on  Monday  evening  at  the 
Cecil,  at  which  time  the  newly-elected  President,  Dr.  John  B.  Mui-phy, 
will  deliver  the  annual  address. 

The  session  in  the  ball-room  of  the  Savoy  on  the  Tuesday  evening 
will  be  devoted  to  the  surgery  of  the  nose  and  throat,  as  follows  : 

Prof.  E.  Schmiegelow,  Copenhagen,  Denmark,  "  The  Eesult  of  Opera- 
tions (Laryngo-fissure)  for  Cancer  of  the  Larynx."  Discussion  by  Sir 
StClair  Thomson,  London. 

Dr.  J.  M.  West,  Berlin,  Germany,  "  The  Intra-nasal  Surgery  of  the 
Lachrymal  Apparatus,  after  an  Experience  with  over  225  Operations." 
Discussion  by  Dr.  D.  E,.  Paterson,  of  Cardiff. 
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On  the  Wednesday  evening,  in  the  same  room,  the  papers  will  deal 
with  otological  subjects,  as  follows  : 

Dr.  A.  Logan  Turner.  Edinburgh,  "  The  Application  of  Skiagraphy  to 
the  Mastoid  Region  and  its  Use  in  the  Detection  of  Disease."  Discussion 
by  Mr.  Sidney  Scott,  London. 

Mr.  Hugh  E.  Jones,  Liverpool,  "  Some  Considerations  which  Deter- 
mine the  Extent  of  an  0|ieration  in  Septic  Invasion  of  the  Lateral  Sinus." 
Discussion  by  Mr.  Hunter  Tod,  London. 

The  London  Committee  of  Arrangements  is  composed  of  one  repre- 
sentative from  each  of  the  hospitals  which  are  co-0])erating,  Sir  Tiiekmaii 
J.  Godlee,  Bt.,  honorary  Chairman,  Mr.  H.  S.  Pendlebury  and  Mr. 
Herbert  Paterson,  honorary  secretaries.  The  Secretary-General  of  the 
Congress  is  Dr.  Franklin  Martin,  1,  Wimpole  Street,  W. 


^bfitrartfi. 


PHARYNX. 

Mayer,  E.  (New  York). — Primary  Carcinoma  of  the  Epiglottis,  with 
Report  of  a  Case  operated  on  by  means  of  Suspension  Laryngo- 
scopy.     "  Arch,  fiir  Laryngol.,"  vol.  xxvii,  Part  III. 

After  referring  to  the  literature  of  this  somewhat  rare  condition,  the 
writer  descrilies  a  case  in  which  he  met  with  a  very  early  cylindrical- 
celled  cancer  of  the  laryngeal  surface  of  the  epiglottis.  That  the  disease 
was  of  recent  origin  was  certain  because  the  writer  had  examined  the 
patient's  throat  three  weeks  previously,  and  had  found  it  normal.  In 
suspension  laryngoscopy  under  general  anaesthesia  the  epiglottis  was 
seized  with  catch-forceps  and  amputated  with  a  knife.  There  was 
little  bleeding  at  the  time,  but  a  quantity  of  blood  was  expectorated 
twenty-six  hours  later,  tlie  haemorrhage,  however,  ceasing  on  the  appli- 
cation of  cold.  The  patient  remained  Avell  at  the  time  of  writing  (eight 
months  after  the  operation).  It  is  claimed  that  this  was  the  first  opera- 
tion of  the  kind  performed  by  means  of  suspension  lai'vngoscopy. 

Thomas  Guthrie. 

Jolly,  R.  H.  H. — A  Case  of  Osteomyelitis  of  the  Sphenoid  Bone  following 
Removal  of  Adenoids.     "Lancet,"  June  21,  1913,  p.  1734. 

A  boy,  aged  fifteen.  Adenoids  and  tonsils  removed  seventeen  days 
previously.  Considerable  haemorrhage  four  days  later,  with  slighter  loss 
each  succeeding  day.  Severe  headache  one  week,  swelling  of  eyelids  one 
day.  Temperature  102^-105°  F.  Pulse  140,  respirations  56.  A  rigor 
occurred  shortly  after  admission,  followed  by  coma  and  death  in  four 
days.  There  was  purulent  meningitis,  pus  in  the  sella  turcica  and  at  the 
back  of  both  orbits.  The  entire  body  of  the  sphenoid  was  In'oken  down 
and  caseous,  with  small  foci  of  pus,  a  definite  connection  being  traceable 
to  the  posterior  naso-pharynx.  Cavernous  sinuses  contained  purulent 
thrombi.  Tonsillar  fossae  fairly  normal,  but  the  upper  part  of  the 
posterior  naso-pharynx  was  full  of  foul,  purulent  slough. 

Macleod  Yearsley. 
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Wilson,  W. — Some  Causes  of  Disappointment  following  Removal  of 
Tonsils  and  Adenoids.  -"Laucet,"  1913,  vol.  ii,  p.  IGI'2. 
A  valuable  paper,  and  one  that  should  be  read  by  all  general  practi- 
tioners who  do  adenoid  operations.  Wilson  refers  to  the  extensions 
of  the  adenoid  mass  into  Roseum idler's  fossae,  and  their  effect  upon 
the  action  of  the  levator  and  tensor  palati  and  the  salpingo-pharyn- 
geus.  He  also  points  out  the  necessity  for  removal  of  enlarged  posterior 
ends  of  inferior  turbinals  and  the  importance  of  careful  after-treatment 
by  (I)  breathing  exercises,  (2)  Politzerisation,  and  (3)  orthodontal 
treatment  when  necessary.  Macleod  Yearsley. 

Warner,  Francis. — Development  of  the  Pharynx  by  Muscular  Exercises 
after  Operation  for  Adenoids,  with  Special  Reference  to  Feeble- 
minded Children.     "  Lancet,"  1913,  vol.  ii,  p.  1758. 
The  exercises  advised  are  of  the  pterygoid  muscles,  for  the  pui'pose  of 
developing  the  bony  boundaries  of  the  pharynx.      These  are  combined 
with  special  breathing  exercises,  and  require  the  combined  co-operation 
of  the  doctor,  the  teacher,  and  the  drill-instructor.     The  paper  requires  to 
be  read  in  extenso.  Macleod  Yearsley. 


NOSE. 

Levinstein,  Oswald  (Berlin). — Intra-nasal  Opening  of  the  Maxillary 
Antrum.     "Zeitschr.  f.  Laryngol.,"  Bd.  vi.  Heft  3. 

The  author  admits  that  it  is  impossible  to  curette  out  diseased  mucous 
membrane  through  an  intra-nasal  opening,  and  further,  that  it  is  impos- 
sible to  see  what  one  is  doing  in  many  cases,  so  that  the  operation  must 
be  performed  by  "  feel "  alone.  It  is  useless  to  bother  about  making  a 
flap  from  the  nasal  raucous  membrane  if  one  only  performs  the  intra- 
nasal operation  on  the  antrum,  because  a  flap  is  only  of  use  when  the 
mucosa  of  the  antrum  has  been  removed. 

Levinstein  defines  the  objects  of  intra-nasal  opening  as  (1 )  drainage, 
(2)  easy  access  to  the  antrum  for  lavage  through  the  antrum.  According 
to  the  statistics  of  Claoue,  Berens  and  Myles,  about  80  per  cent,  of  cases 
of  antral  suppuration  are  cured  by  intra-nasal  opening. 

Various  methods  have  been  suggested  for  intra-nasal  operation  on 
the  antrum :  (a)  Gerber  and  Kubo  i*ecommend  an  opening  in  the  middle 
meatus,  but  this  route  renders  subsequent  lavage  by  the  patient  very 
difficult,  (b)  The  usual  method  is  to  remove  the  anterior  end  of  the 
inferior  turbinal,  and  then  to  bore  through  the  inner  wall  of  the  antrum 
and  enlarge  the  opening  with  bone-cutting  forceps.  Levinstein  says  that 
after  this  operation  scabs  and  crusts  form  on  the  operated  side  on  account 
of  the  tendency  to  dryness  of  the  nose.  Further,  the  patients  often  suffer 
from  neuralgic  pains  for  many  months. 

Hirsch  and  Ruttin  have  modified  this  method  in  so  far  that  they 
recommend  only  a  temporary  resection  of  the  inferior  turbinal.  This 
makes  the  operation  very  difficult,  especially  in  narrow  noses.  (c) 
Levinstein  himself  proposes  a  submucous  instead  of  a  transmucous 
operation,  and  holds  that  resection  of  the  inferior  turbinal  is  not  neces- 
sary. 

Dahmer,  Roe,  Sturmann  and  Skillern  have  already  described  a  sub- 
mucous intra-nasal  operation  on  the  antrum.     Of  these  writers  the  first 
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two  remove  tl)e  anterior  end  of  the  inferior  turbinal,  while  the  two  latter 
attack  the  antnini  from  the  outer  bony  margin  of  the  pyriform  aperture. 
The  stages  of  Levinstein's  operation  are  as  follows  :  (1)  The  nasal 
mucous  membrane  is  painted  with  20  per  cent,  cocaine  with  a  little 
adrenalin.  (2)  Two  c.cm.  of  1  per  cent,  novocaine  with  15  drops  of 
adrenalin  are  injected  into  the  mucosa  of  the  outer  Avail  of  the  inferior 
meatus  and  floor  of  the  nose.  (3)  The  mucous  membrane  of  the  outer 
wall  is  incised  with  Freer's  knife  parallel  to  the  anterior  end  of  the  inferior 
turbinal ;  the  cut  extends  down  to  the  floor  of  the  nose.  (4)  The  muco- 
periosteum  is  raised  with  Freer's  elevator  from  the  outer  wall  of  the 
inferior  meatus.  (5)  The  detached  muco-periosteum  is  cut  with  scissors 
as  near  as  possible  to  the  attachment  of  the  inferior  turbinal  and  the  flap 
turned  back  out  of  the  way  against  the  septum.  (6)  The  inner  wall  of 
the  antrum  below  the  level  of  the  inferior  turliinal  is  now  removed  with 
chisel,  trephine  or  forceps.  The  anterior  part  of  the  inner  wall  of  the 
antrum  must  be  completely  removed  along  with  any  projecting  ledge  of 
bone  between  the  nasal  and  antral  floors  (this  part  of  the  operation  is 
best  performed  with  a  bent  gouge).  (7)  The  mucous  membrane  flap  is 
removed  over  an  area  which  coi'responds  to  the  hole  made  in  the  inner 
wall  of  the  antrum.     After-treatment  is  on  the  usual  lines. 

J.  S.  Fraser. 

Luc,  H. — Route  of  Access  to  the  Ethmoidal  Labyrinth  by  Harris 
Mosher's  Method.  "  Annales  des  Mai.  de  I'Oreille,  du  Larynx,  du 
Nez,  et  du  Pharynx,"  vol.  xxix,  No.  6. 
The  axithor  remarks  that,  on  examining  the  outer  wall  of  the  nasal 
fossa  in  a  sagittal  section,  a  rounded  eminence  presents  itself  immediately 
in  front  of  the  anterior  extremities  of  the  superior  and  middle  turbinated 
bodies,  which  corresponds  to  the  innermost  peri-infundibular  cell,  or  the 
cell  of  the  agger  nasi.  This  is  the  situation  where  Mosher  enters  the 
ethmoidal  labyrinth.  A  curette  applied  at  this  point  with  pressure 
directed  outwards  will  enter  a  cavity  bounded  externally  by  the  lachrymal 
bone,  anteriorly  by  the  nasal  process  of  the  maxilla,  posteriorly  by  the 
bulla  ethmoidalis.  and  superiorly  by  the  fi'ontal  sinus,  which  usually 
opens  at  its  anterior  and  external  part.  Mosher's  technique  is  as 
follows :  Complete  anaesthesia  and  ischsemia  are  effected  by  cocaine  and 
adrenalin  applied  locally.  The  head  is  then  held  in  a  position  of  hyper- 
extension,  in  order  to  bring  the  point  of  attack  well  into  view.  The 
curette  is  now  applied  over  the  agger  eminence  with  pressure  directed 
towards  the  lachrymal  bone.  Should  the  osseous  wall  yield,  one  will  be  in 
the  right  direction ;  if  not,  the  curette  must  be  applied  a  little  higher  and 
more  posteriorly.  As  soon  as  the  bone  gives  way,  the  instrument  enters 
a  space  in  which  it  is  freely  mobile.  The  breach  is  now  extended  by 
turning  the  cutting  edge  of  the  curette  backwards  and  working  from 
above  downwards  and  from  without  inwards  ;  thus  the  bulla  ethmoidalis  is 
opened  and  the  middle  turbinated  body  partially  detached.  The  curette 
is  afterwards  directed  against  the  posterior  border  of  the  nasal  process. 
An  appropriately  curved  probe  can  now  be  passed  through  the  antero- 
external  portion  of  the  roof  of  the  cavity  into  the  frontal  sinus,  and  by 
substituting  a  small  curette  with  conveniently  curved  shank,  the  fronto- 
nasal communication  can  be  enlarged  at  will.  In  proceeding  with  the 
posterior  ethmoidal  cells  and  sphenoidal  sinus,  Mosher  recommends  that 
the  head  be  held  vertically.  The  curette  is  applied  along  the  attachment 
of  the  middle  turbinal,  which  serves  as  an  important  guide  in  opening  the 
posterior  cells.    The  author  emphasises  the  danger  of  entering  the  cranial 
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cavity  when  the  operator  approaches  the  ueighbourhood  of  the  superior 
aud  outer  extremity  of  the  hiuflermost  ethmoidal  cell,  here  the  party-wall 
is  exceedingly  thin,  offering  little  resistance,  and  still  less, in  cases  of 
prolonged  suppuration.  For  this  reason  both  Moslier  and  Luc  insist  on 
the  patient's  head  being  maintained  in  the  vertical  position  dui'ing  this 
stage  of  the  operation.  A  capacious  posterior  ethmoidal  cell  has  been 
mistaken  for  the  sphenoidal  sinus  ;  this  can  be  avoided  by  carefully 
differentiating  the  internal  portion  of  the  anterior  surface  of  the  sphenoid 
from  the  outer  portion  in  relation  with  the  ethmoidal  labyrinth.  The 
line  of  demarcation  of  these  areas  is  clearly  defined  by  the  posterior  end 
of  insertion  of  the  superior  turbinated  body.  Mosher  therefore  advises, 
after  complete  resection  of  the  middle  turbinated  body,  detachment  of  the 
superior  close  up  to  the  sphenoiilal  wall,  and  to  l^reak  down  the  latter 
inwards  from  the  insertion  in  (juestion,  taking  as  a  supplementary  land- 
mark the  superior  border  of  the  choaua.  H.  Clayton  Fox. 


LARYNX    AND    TRACHEA. 

MacMahon,  Cortlandt. — Functional  Aphonia  :  A  Method  of  Curative  and 
Preventive  Treatment.     "  Lancet,"  March  1,  1918,  p.  682. 

The  method  detailed  is  not  intended  to  take  precedence  of  intra-laryn- 
geal  faradism  in  hysterical  and  neurotic  subjects,  but  is  advocated  for 
stubborn  cases  which  do  not  yield  to  ordinary  treatment.  In  dealing 
with  cases  of  aphonia  the  first  thing  to  be  acquired  is  the  ascent  of  a 
definite  and  adequate  air  column,  which  can  be  passed  at  will  through 
the  larynx,  and  the  author  insists  upon  the  careful  teaching  of  marked 
inferior  lateral  costal  expansion  during  inspiration,  followed  by  strong 
and  deliberate  contraction  of  the  abdominal  muscles. 

In  overcoming  and  preventing  functional  aphonia  the  great  essentials 
to  be  sought  are  resonance  and  freedom  from  all  constriction.  These 
can  be  acc[uired  by  the  possession  of  a  definite  air  column,  free  lip  move- 
ment, a  low  pitch  of  voice,  and  a  knowledge  of  the  resonator  positions. 

Macleod  Yearsley. 

Mygind,  S.  H.  (Copenhagen). — Acute  Rheumatic  Arthritis  of  the  Crico- 
arytaenoid  Joint  and  Conditions  resembling  it  from  the  Clinical 
Standpoint.     "  Archiv.  fiir  LaryngoL,"  vol.  xxviii.  Part  I. 
The  literature  contains  very  few  recorded  cases  of  rheumatic  fever 
complicated  by  an  affection^of  the  crico-arytsenoid  joint.     About  twenty- 
five  have  been  reported,  but  of  these  only  seventeen  are  l^eyond  question ; 
the  author  adds  one  to  their  number.     For  the  establishment  of  such  a 
diagnosis  he  considers  it  necessary  that  there  should  in  the  first  place  be 
extra-laryngeal  symptoms  of  an  acute  rheumatic  infection,  such  as  fever 
and  affection  of  other  joints,   and  in  the  second  j)lace  there  must  be 
evidence  of  a  primary  serous  synovitis  of  the  crico-arytsenoid  joint — that  is 
to  say,  limitation  of  movement  and  swelling  in  the  neighbourhood  of  the 
joint.    It  is  conceivable,  however,  that  in  rare  instances  the  crico-arytaenoid 
may  be  the  only  joint  affected. 

In  the  case  which  the  writer  records  a  woman  suffered  from  a  mild 
attack  of  rheumatic  fever  with  multiple  joint  affection,  during  the  sub- 
sidence of  which  the  presence  of  a  laryngeal  complication  made  itself 
known  by  the  onset  of  hoarseness,  dysphagia,  and  dyspnoea.     Examination 


332  The  Journal  of  Laryngology,  [June,  1914. 

showed  great  oedema  of  both  arytaenoids,  marked  limitation  of  adduction 
and  abduction,  especially  the  latter,  tenderness  on  pressure  over  the  joints, 
and  swelling  of  the  cervical  lymph-glands.  The  symptoms  subsided 
under  treatment  with  sodium  salicylate,  and  there  remained  six  weeks 
later  only  slight  swelling  of  the  arytsenoid  region  and  a  little  impaired 
mobility  of  the  cords,  particularly  on  abduction. 

The  condition  has  been  met  with  chiefly  in  women  between  the  ages 
of  eighteen  and  forty-five  years.  Hoarseness  and  dysphagia  are  always 
present ;  dyspnoea  is  recorded  in  about  one  half  of  the  cases,  but  tracheo- 
tomy has  never  been  required. 

Similar  conditions  are  occasionally  met  with  in  association  with  gout, 
gonorrhoea,  chronic  rheumatism,  and  certain  of  the  infectious  fevers. 

Thomas  Guthrie. 


CESOPHAGUS. 


Johnston,  Eichard  H. — The  Removal  of  Foreign  Bodies  from  the  Upper 
End  of  the  (Esophagus.  "  Laryngoscope,"  July,  1913. 
This  paper  advocates  the  use  of  short  and  wide  instruments  with  the 
head  in  the  "  straight  "  position.  It  is  laid  down  that  while  it  is  possible, 
with  the  head  in  the  extended  position,  to  examine  the  oesophagus,  the 
examination  is  made  more  difficult,  both  by  the  necessity  of  having  a 
trained  assistant  to  support  the  head  and  by  the  muscular  tension 
induced.  The  examination  can,  however,  be  easily  performed  by  simply 
allowing  the  head  to  lie  straight  on  the  table.  The  author  has  used  this 
position  with  success  on  children  up  to  eight  years  of  age  without  an 
ansesthetic,  and  has  found  that  with  a  Jackson's  child's  speculum,  intro- 
duced to  the  cricoid  level,  a  view  of  the  oesophagus  down  to  the  level  of 
the  clavicle  is  easily  obtained.  He  advocates  local  anaesthesia  with  the 
sitting  position  and  slight  extension  of  the  head  for  the  examination  in 
adults.  A.  J.  Wright. 


EAR. 

Heschl,    Friedrich. — The    Relation    of   Air-   and  Bone-Conduction  in 
Obstructive  Deafness.     "Monatss.  f.  Ohrenh.,"  Year  47,  No.  9. 

The  lengthening  of  bone-conduction  in  lesions  of  this  class  is,  says 
the  author,  one  of  the  oldest  established  facts  in  the  investigation  of 
deafness,  and  one  for  which  many  suggestions  have  been  offered  in 
explanation.  Of  these,  although  he  is  inclined  to  consider  the  theory  of 
Mach  in  part  acceptable,  yet  more  reseai'ch  is  wanted  in  this  direction. 
(Mach's  theory  suggests  that  the  same  obstruction  which  hinders  the 
passage  of  the  sound-waves  viil  the  middle  ear  also  prevents  the  dissipa- 
tion of  sound  by  bone-conduction,  so  that  the  effect  of  the  latter  on  the 
perceptive  apparatus  is  augmented.) 

With  this  end  in  view  the  following  examinations  and  tests  were 
carried  out :  The  fundus  was  first  inspected,  and  then  the  range  for  con- 
versation and  whisper  ascertained.  The  difference  in  point  of  time 
between  the  appreciation  of  the  tuning-fork  by  the  examiner  and 
patient  was  next  noted  as  "Air-conduction-difference."  The  "  Bone- 
conduction-difference "  was  similarly  noted,  viz.  Schwabach's  test. 
(Bai'iiny's  modification^  of   this   was  not  apparently  adopted,  nor  was 

^  Journal  of  Laktngol.,  Khinol.,  and  Otol.,  p.  611,  1909. 
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notice  taken  of  Gelle's  test.)  ,  The  results  to  Einue's  and  Weber's 
tests  were  also  noted.  The  difference  between  the  bone-conduction  of 
the  patient  and  the  air-conduction  of  a  normal  ear  in  akldition,  as 
suggested  by  Frey,  was  ascertained,  as  well  as  the  difference  of  their 
air-conduction.  With  these  and  other  data  an  exhaustive  investigation 
was  carried  out  on  three  cases  of  acute  naiddle  otitis,  nine  cases  of 
acute  tubo-tympanic  catarrh,  one  case  of  a  traumatic  lesion  of  the  inner 
ear,  two  cases  of  impacted  cerumen,  and,  lastly,  three  normal  hearing 
people,  in  whom  an  artificial  obstruction  had  been  produced  by  a  plug  of 
wool  soaked  in  oil,  the  general  idea  being  to  obtain  a  record  as  regards 
these  functional  tests  both  before  and  after  the  varying  obstruction  was 
removed. 

These  results  are  represented  in  a  series  of  tables,  an  example  of 
accuracy,  energy  and  method,  and  the  article  concludes  Avith  a  summary 
as  follows  : 

(1)  In  deafness  due  to  obstructive  agencies  the  bone-conduction  will 
always  be  found  lengthened. 

(2)  After  removal  of  the  obstruction  in  these  cases  the  hearing  always 
improves,  but  the  lengthening  of  the  bone- conduction  does  not  decrease 
in  all  cases. 

(3)  The  effect  on  the  bone-conduction  varies  as  to  whether  the 
obstruction  is  in  the  outer  ear  passage  or  middle  ear.  If  the  obstruc- 
tion be  in  the  outer  ear  passage  its  removal  produces  an  improvement 
in  hearing  and  a  corresponding  decrease  in  the  lengthening  of  the  bone- 
conduction.  If,  however,  the  obstruction  be  in  the  middle  ear  its  dis- 
appearance may  indeed  mean  a  marked  improvement  in  hearing,  but  the 
lengthening  of  the  bone-conduction  may  be  only  slightly  affected.  After 
the  affection  has  subsided  the  air-conduction  may  become  almost  entirely 
as  good  as  formerly,  but  the  lengthening  of  the  bone-conduction  may 
remain. 

(4)  Inflation  produces  its  greatest  result  at  the  first  sitting ;  the 
improvement  at  subsequent  inflations  is  more  gradual. 

(5)  The  power  of  perception  by  normal  people  varies  :  a  fact  that 
must  be  noted  in  distinguishing  pathological  and  physiological  conditions. 

(6)  There  is  sometimes  a  marked  disagreement  between  the  improve- 
ment of  the  range  of  hearing  for  speech  and  the  increase  in  the  air- 
conduction. 

From  these  conclusions,  therefore,  Heschl  does  not  consider  that 
Macli's  theory  satisfactory  for  all  instances  of  obstructive  deafness,  since, 
according  to  this,  removal  of  the  obstruction  should  be  followed  by 
restoration  to  a  normal  bone-conduction,  which  latter,  as  he  claims  to 
have  shown,  only  occurs  in  cases  where  the  obstruction  was  located  in  the 
outer  ear  passage.  Middle-ear  affections,  he  contends,  must  be  associated 
with  other  changes  which  commence  in  the  course  of  the  affection — as 
is  demonstrated  by  certain  cases  in  which  the  lengthening  of  the  bone- 
conduction  increases  dviring  the  subsidence  of  the  attack — and  lead  to 
conditions  that  accentuate  the  force  of  the  sound  by  cranial  conduction. 

Alex.  B.  Tweedie. 

Jaehne,  A. — The  Clinical  Aspect  of  Herpes  Zoster  Oticus.  "  Arch.  f. 
Ohrenheilk.,"  Bd.  93,  Heft.  3  and  4. 

A  case  of  herpes  zoster  oticus  is  reported  and  the  literature  analysed. 

The  patient  was  a  male,  aged  twenty.  In  the  course  of  a  general 
infection  characterised  by  fever,  depression  and  jaundice,  a  hez'petic  rash 
broke  out  on  the  concavity  of  the  right  auricle  and  inside  the  external 
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meatus.  The  tympanic  membrane  was  reddened,  but  there  was  no  bulg- 
ing. A  few  days  later,  severe  pain  in  the  right  ear  came  on,  with  head- 
ache, vertigo,  nausea  and  deafness,  and  the  right  side  of  the  face  became 
completely  paralysed. 

After  a  few  days  the  general  symptoms  began  to  disappear.  The 
temperatui-e  fell  to  normal  and  the  jaundice  cleared  away,  while  at  the 
same  time  the  vertigo  gradvially  became  less  troublesome,  although  the 
patient  still  fell  (towards  the  right)  when  standing  up.  The  deafness, 
hoAvever,  which  was  very  severe,  persisted  and  the  facial  paralysis  showed 
no  impi'ovement.  The  caloric  reaction  Avas  absent  from  the  right  ear  and 
present  in  the  left.     Wassermaun  negative. 

Six,  even  eleven  months  after  the  onset  of  the  disease  no  alteration 
had  taken  place  in  the  face  or  in  the  hearing,  and  it  is  noted  that  the 
sense  of  taste  for  salt,  acid,  sweet  and  bitter,  was  absent  from  the  right 
side  of  the  tongue. 

In  comparing  this  case  with  the  others  which  appear  in  the  literature, 
the  author  observes  that  persistence  of  the  paralytic  phenomena  is 
unusual,  although,  in  point  of  fact,  complete  recovery  also  seems  to  be 
exceptional.  In  most  of  the  cases  some  amoimt  of  improvement  took 
place.  Dan  McKenzie. 

Cavanaugh,  John  A. — Topography  of  the  Tympanic  Cavity.     "  Annals 
of  Otology,"  xxii,  p.  01)<>. 
A  useful  paper,  illustrated  by  four  plates,  which  reijuires  to  be  read 
in  its  entirety.  Macleod  Year  shy. 


REVIEW. 

Geschichte    der    Olirenheilkiinde    {History    <>/   Otology).       By  Dr.  Adam 
PoLiTZER    (Emei'itus   Professor   of   Otology  in  the  Uuiversity  of 
Vienna,  Emeritus  Director  of  the  University-Aural  Clinic  in  the 
General  Hospital  of  Vienna,  Koyal  and  Imperial  Court  Councillor). 
In  two  volumes.     Second  volume  from  1850  to  I91I  ;  with  the 
co-operation  of  well-known  colleagues.     29    illustrations   on   29 
plates.     474  pages.     Stuttgart:  Ferdinand  Enke,  1913. 
The  first  volume  of  this  valuable  work  brought  us  from  the  times  of 
the  ancient  peoples  of  the  East  up  to  the  middle  of  the  Nineteenth 
Century.     The  second  volume,  though  limited  in  its  scope  to  little  over 
sixty  years,  occupies  as  many  pages  as  the  first,  and  if  less  stimulating  to 
the   historical   sense  is  imbued  Avith  at   least  quite  as  much  practical 
interest.     So  great  is  the  amount  of  material  for  recording  duriug  these 
active  years  that  the  author  apologises  because  in  order  not  to  overstep 
such  limits  of  space  as  render  the  Avhole  survey  difficult  he  has  had  to  con- 
fine himself  to  the  most  important  features  alone.      The  selection  of  the 
subjects  according  to  their  importance  has    been   carried  out  with  such 
judgment  and  such  complete  kuoAvledge  that  a  good  historical  account 
is  given  within  modern  compass  and  without  any  sacrifice  of  readableness. 
The  author's  high  estimation  of  Toynbee's  work  would  almost  justify 
us  in  dividing  the  history  of  Otology  into  two  eras — the  prse-Toynbeean 
and  the  Toynbeean,  and  it  is  with   the  latter  that  the  second  volume  is 
concerned. 

The  first  half  of  this  volume  is  arranged  on  the  basis  of  a  "  subject  " 
classification,  Avith  such  chapter  headings  as  "  The  Investigations  in  the 
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Anatomy  of  the  Organs  of  Hearing  since  1850, "  "The  Physiology  of  the 
Organs  Of  Hearing  since  185(7,"  "The  Pathological  Anatomy  of  the 
Organs  of  Hearing  since  Toynbee,"  etc.,  etc.,  including  "i  Progress 
in  the  Examination  of  the  Ear,"  "  The  History  of  the  Mastoid  Opera- 
tion, of  Otosclerosis,  Labyrinthine  Suppuration,  and  Deaf-Mutism."  It 
is  most  interesting  to  read  under  each  heading  the  rrsinni^s  of  the 
contributions  of  the  various  authors  in  their  chronological  sequence  and 
to  call  to  mind  our  former  readings  when  many  of  them  conveyed 
information  which  was  then  new  and  startling,  though  now  in  many 
cases  ordinary  everyday  working  Imowledge.  The  British  reader  cannot 
without  pride  observe  how  important  were  the  works  of  those  of  his 
countrvmen  who  were  pioneers  in  otology.  We  could  have  wished, 
however,  to  see  a"  reference  to  Newton  Pitt's  remarkable  Goulstonian 
Lecture,  in  which,  as  far  back  as  1890,  he  compiled  and  analysed  the 
reports  of  all  the  cases  of  death  following  suppurative  disease  in  the 
middle  ear  recorded  in  the  postmortem  register  of  Guy's  Hospital 
during  a  considerable  number  of  years.  The  relative  frequency  of 
cerebal  abscess,  pyaemia  and  meningitis  as  incidents  and  as  causes  of 
death  respectively  was  here  shown  on  a  large  scale  for  the  first  time. 

The  second  part  (pages  215-474)  is  classified  according  to  the 
countries  in  which  the  various  workers  are  born.  Thus  we  have  all 
the  countries  of  Europe  and  their  dependencies,  including  the  various 
Balkan  States,  the  TJnited  States  of  America,  the  South  American 
Eepublics,  and  Japan.  In  the  section  on  Great  Britain  the  history  is 
divided  into  two  periods — the  first  that  of  Toynbee,  Wilde  and  Hinton, 
the  second  that  of  their  followers  down  to  the  present  day,  whether 
in  the  British  Isles  or  the  various  dependencies.  The  list  of  names  is 
a  very  extensive  one,  and  many  of  our  own  appear  in  it,  credited  with 
such  contributions  as  seem  to  have  been  thought  useful.  Among  the 
names  of  those  who  have  passed  away,  that  of  Bendelock  Hewetson 
might  have  had  a  place,  in  view  of  the  wide  recognition  given  abroad 
— even  more  than  at  home — to  his  treatment  of  acute  inflammation  of 
the  middle  ear  by  means  of  carbolised  glycerine.  The  difficult  and 
delicate  task  of  preparing  this  chapter  has  been  admirably  carried  out 
by  Dr.  Middlemass  Hunt,  of  Liverpool.  The  portraits  of  Toynbee  and 
Wilde  ai'e  characteristic  and  striking. 

While  otology  was  in  England  established  on  a  foundation  of  patho- 
logical anatomy  by  Toynbee  and  made  rapid  progress  in  consec|uenee  of 
his  work,  it  was  in  Germany  retarded  by  the  influence  of  Kramer,  who 
entertained  the  most  antipathetic  views  in  regard  to  the  study  of  otology 
from  the  side  of  morbid  anatomy.  "  To  von  Troltsch  is  due  the  credit 
of  having  imparted  the  impulse  to  the  modern  scientific  development  of 
otology  in  Germany  as  the  result  of  the  inspiration  derived  from  Toynbee 
and  Wilde"  (page  244).  How  rapid  and  vigorous  this  development  was 
is  shown  most  strikingly  in  the  pages  devoted  to  the  records  of  the 
Gennan  investigators  living  and  dead.  Among  the  latter  were  von 
Troltsch,  Moos,  Steinbrilgge,  Gruber,  Schwartze,  Bezold,  and  many  others 
whose  names  are  familiar.  Among  the  former  there  stands  out  in 
unavoidable  relief  the  name  of  the  author  of  this  history,  whose  life  and 
work  are  models  for  imitation.  Few  are  those,  however,  who  come  pro- 
vided with  the  various  technical,  artistic  and  linguistic  gifts  by  which 
Prof.  Adam  Politzer  is  distinguished,  as  well  as  indefatigable  industry 
and  bodily  vigour.  Very  interesting  to  us  is  the  tribute  he  pays  to 
Toynbee,  under  whom  he  studied  in  London  in  his  earliest  days. 

The  continuation  of  the  history  of  otology  in  other  countries  affords 
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interesting  reading.  In  France  Ave  have  the  period  under  consideration 
illuminated  by  Meniere,  in  Russia  by  Wreden  (describer  of  "  obstructing 
keratosis  of  the  external  meatus  ")  and  Pmssalc,  in  Belgium  by  Del- 
stanche,  in  Italy  by  Sapolini,  in  America  by  Turnbull,  Knapp,  St.  John 
Roosa  (whose  text-book  ranked  amongst  the  very  best  of  its  time)  and 
others,  of  whom  many  are  still  living  and  active  workers. 

The  volume  is  enriched  with  plates,  which  form  quite  a  portrait- 
gallery  of  otologists  who  have  died  indeed,  but  who  live  in  the  memories 
of  all  those  practitioners  of  otology  who  have  the  grace  to  acknowledge 
their  indebtedness  to  these  foiniders  and  builders-up  of  their  art. 

The  whole  work  is  one  which  inspires  us  with  pride  in  the  steady, 
rational  development  of  otology,  and  with  gratitude  to  the  illustrious 
worker  and  exponent  who  has  placed  its  history  before  us  in  this 
instructive  and  fascinating  form.  Dnndas  Grant. 


NOTES  AND  QUERIES. 

International  Congress  for  Diseases  of  Occupation. 

Tho  third  International  Congress  for  Diseases  of  Occupation  will  meet  in 
Vienna,  from  September  21  to  September  2fi,  1914.  The  Secretary  of  the  British 
Committee  is  W.  F.  Dearden,  168,  Trafford  Eoad,  Salford,  Manchester.  There  is 
a  special  Section  on  tlie  harmful  effects  of  occupation  iipon  hearing-,  at  which 
papers  will  be  presented  by  several  prominent  Continental  and  American 
otologists.  The  Secretary-General  of  the  Congi-ess  is  Dr.  L.  Teleky,  Vienna  IX, 
Tiirkenstrasse  23. 


Erratum. 

In  the  abstract  of  R.  Leidler's  article  on  "  The  Indications  for  Labyrinthotomy," 
which  appeared  in  the  April  number  of  the  present  volume  (p.  220  and  seq.),  we 
regi-et  that,  owing  to  a  slip,  the  syini)toms  of  acute  diffuse  labyrinthitis  are  made 
to  include  "  nystagmus  of  the  third  degree  to  the  affected  side."  This,  of  course, 
should  read  "  to  the  sound  side." — D.  M. 


We  have  nuich  pleasure  in  intimating  that  Dr.  Dundas  Grant  has  completely 
recovered  from  his  recent  attack  of  appendicitis,  and  that  he  has  retvirned  to  active 
work. 
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SUSPENSION    LARYNGOSCOPY    AND    ITS    PRACTICAL    USE. 

By  Peofessoe  Gustav  Killiax, 

University  of  Berlin. 

Translated  l>y  Dr.  D.  E.  Pateesox. 

I.  Historical. 

On  April  23,  1895,  Kirstem,  of  Berlin,  saw  the  interior  of  the 
larynx  without  a  mirror  for  the  first  time.  On  that  memorable 
day  our  speciality  broke  altogether  new  ground.  Most  of  you  are 
already  familiar  with  the  way  Kirstein,  in  a  very  short  time, 
developed  direct  laryngoscopy.  Notwithstanding-  the  zeal  and 
enthusiasm  with  which  he  strove  to  make  known  and  extend  the  new 
method,  it  was  a  long  time  before  it  received  general  acceptance. 
And  curiously  enough  it  was  not  vouchsafed  to  Kirstein  himself  to 
realise  this.  His  interests  were  very  soon  diverted  to  the  domain  of 
art,  and  his  further  activity  in  the  field  of  our  speciality  was  lost  to  us. 

Personally,  Kirstein^s  communication  greatly  astonished  me,  and 
1  freely  confess  that  I  had  little  belief  in  it.  I  soon,  however,  formed 
a  more  favourable  opinion,  especially  after  reading  his  first  paper  in 
the  Berliner  Klinische  Wochenschrift,  and  seeing  his  demonstration 
before  the  South  German  Laryngological  Society  in  Heidelberg. 
From  that  time  my  entire  thought  became  bound  up  in  the  subject. 
It  occupied  me  daily,  and  I  practised  the  direct  method  in  every 
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case  where  it  appeared  indicated.  That  it  possessed  real  vaUie  was 
very  soon  obvious,  materially  enlarging  as  it  did  our  diagnostic 
and  therapeutic  knowledge,  more  especially  after  I  had  succeeded 
in  giving  it  a  form  adapted  for  general  use.  From  that  time  the 
tube  spatula  was  used  almost  exclusively.  We  penetrated  by  its  aid 
into  the  trachea,  and  ultimately  into  the  bronchi  as  far  as  the  eye 


Fig.  1. — View  Avitli  suspension  laryngoscoiDy  in  the  cadaver.  Obtained 
with  the  old  Kirstein's  spatula.  The  epiglottis  is  hidden  by  the  spatula. 
Below  the  epiglottis  the  hypopharynx  and  mouth  of  the  gullet  are  seen. 

could  see.  An  immense  field  of  scientific  and  practical  activity 
was  thus  opened  up,  to  which  an  unusually  extensive  literature 
bears  witness. 

It  seemed  hardly  possible  that  anything  more  was  wanted,  and 
I  often  asked  myself,  what  further  ?  I  had  forgotten  the  occasions 
Avhen,  during  operation,  I  felt  that  better  access  to  the  larynx  than 
through  a  narrow  tube  was  much  to  be  desired. 

This  wish  was  to  be  fulfilled.  In  order  to  obtain,  for  a  larger 
treatise,  exact  pictures  of  the  deeper  air-passages  I  got  my  artist, 
in  the  winter  1909-10,  to  work  from  the  cadaver,  as  time  is  usually 
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too  short  to  sketch  and  paint  from  examination  in  the  living.  We 
made  use  of  the  dissecting-i'oom  of  the  Freiburg  Anatomical 
Institute  for  the  purpose.  With  the  head  of  the  subject  hanging 
over  the  table  and  the  mouth  wide  open,  a  spatula  was  introduced 
over  the  tongue  and  larynx,  and  the  field  of  view  illuminated  by 
an  electric  hand-lamp.  It  was  too  fatiguing  to  hold  the  instrument 
until  the  artist  had  finished,  so  I  fastened  it  to  an  iron  stand,  which 
was  screwed  on  to  the  dissectino:-table.     An  altogether  new  situa- 


FiG.  2.— The  spatula-hook  in  its  earliest  form.     Made  of  one  piece. 
H.  Hook.     Sp.  Spatvila. 

tion,  viz.  the  head  of  the  cadaver  suspended  on  the  tongue  spatula, 
was  produced.  By  suitable  manipulation,  and  the  mouth  as  wide 
as  possible,  a  wonderfully  clear  view  of  the  whole  topography  of 
the  bucco-pharyngeal  cavity,  of  the  larynx,  and  of  the  entrance  of 
the  oesophagus  was  obtained,  and  I  would  strongly  urge  trying 
this  experiment  in  the  cadaver.  Many  points  will  be  learnt  which 
have  hitherto  escaped  notice.  The  posterior  pharyngeal  wall 
appears  in  its  whole  length  and  breadth,  from  the  uvula  to  the 
mouth  of  the  gullet.  Laterally  the  greater  cornua  of  the  hyoid 
stand  out.  The  posterior  surface  of  the  laryngeal  cavity  is 
observed  in  its  full  extent,  as  well  as  part  of  the  posterior  tracheal 
wall.      Only  the  anterior  wall  of  the  larynx  remains  concealed. 
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This  observation  impressed  me  so  much  that  it  became  an 
incentive  to  take  up  anew  the  improvement  of  direct  laryngoscopy. 
The  possibility  of  carrying  out  the  same  in  the  living  came  into  my 
mind,  for  thus  not  only  the  upper,  but  also  the  deeper  parts,  of 
the  pharynx,  and  especially  the  interior  of  the  larynx,  would 
be  accessible  to  eye  and  hand  in  a  manner  unsuspected.  The 
situation  suggested  a  comparison  with  the  work  of  the  gynsecologist, 
who  is  able,  with  the  speculum  in  position,  to  use  both  hands  in 
operating  on  deep  parts. 

The  success  of  the  examination  in  the  living  appeared  to  depend 
upon  obtaining  the  same  relaxation  of  parts  as  in  the  cadaver, 
and  this  was  only  possible  in  deep  anaesthesia.  I  determined^ 
therefore,  to  undertake  the  first  experiments  on  anaesthetised 
patients,  in  cases  where  the  severity  of  the  disease  justified  an 
anaesthetic.  This  limitation  only  increased  my  diflSculty,  for  such 
cases  were  altogether  too  few  for  the  development  of  a  new  method. 
Accordingly  the  simple  spatula  hook  which  I  liad  constructed  was 
used  only  in  three  cases — a  child  with  laryngeal  papillomata  and 
two  cases  of  tubercle  of  the  larynx.  The  spatula  and  the  handle 
for  suspension  of  the  head  were  made  out  of  one  piece  and  an 
excellent  result  was  got  with  this  instrument.  The  interior  of  the 
larynx  was  easily  accessible  and  the  operation  much  simplified. 

Guided  by  this  experience,  further  attempts  were  made  with 
cocaine  alone  on  two  patients  Avho  were  accustomed  to  the  direct 
method.  The  result  showed  that  in  neither  was  the  procedure 
painful.  They  remained  perfectly  still.  Suspension  laryngoscopy 
was  now  frequently  performed,  and  the  instruments  were  so 
altered  as  to  be  suited  for  general  use. 

This  looked  at  first  a  very  promising  start.  But  it  proved  very 
soon  that  a  long  way  had  still  to  be  trodden.  New  spatulas  and 
forms  of  hook  were  constructed,  tested  and  rejected,  and,  to  be 
candid,  I  have  not  at  the  present  time  arrived  at  the  ultimate 
goal.  Although  the  instruments  Avhich  I  commend  to  you  to-day 
have  done  excellent  service  they  are  not  yet  so  perfect  that  they 
cannot  here  and  there  be  improved  upon. 

As  material  in  respect  to  patients  was  limited  in  Freiburg  ini 
Breisgau,  it  was  fortunate  at  this  juncture  that  I  was  transferred  to 
the  larger  medical  centre  of  Berlin.  In  the  two  and  half  years  in 
which  I  have  been  there,  my  assistants  and  I  have  been  much 
occupied  with  suspension  laryngoscopy  and  we  have  succeeded  in 
improving  it.  I  would  especially  mention  the  heljj  given  by  my 
pupil  Albrecht.     Our  greatest  difficulty  arose  from  the  fact  that 
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the  spatula,  however  carefully  introduced,  tended  to  alter  its 
position  and  gradually  slip  out  of  the  mouth.  To  preV^ent  this 
and  to  obtain  an  exact  view  of  the  larynx  w'e  Avere  obliged  to 
make  the  original  instrument  more  complicated.  The  handle  had 
to  have  in  relation  to  the  spatula  an  angle  of  adjustable  size,  and 
in  addition  the  instrument,  when  well  placed,  had  to  be  properly 
fixed.  At  first  a  mouth  gag  was  employed,  but  it  proved  more 
practical  to  effect  the  opening  of  the  mouth  directly  with  the 
spatula  hook. 

An  obstacle  for  a  long  time  was  inability  to  see  the  anterior 
commissure.  This  could  only  be  overcome  by  pressing  on  the 
cricoid  externally  with  the  finger.  To  do  aw^ay  with  this,  Albrecht 
made  use  of  the  counterpressor  invented  by  my  former  assistant, 
Briinings.  This  answered  the  purpose  so  well  that  it  has  now  been 
suitably  attached.     Also  a  good  help  is  my  newest  gutter  spatula. 

Experience  showed  that  only  a  proportion  of  adults  w^ould 
tolerate  suspension  laryngoscopy  under  cocaine  alone  or  with  the 
additional  help  of  morphine.  In  children  it  was  altogether  out  of 
the  question,  an  anaesthetic  had  to  be  given. 

In  the  clinic  at  Freiburg,  there  has  long  been  a  certain  partiality 
for  scopolamine  injections.  Morphine  and  scopolamine  are  injected 
subcutaneously  before  operation  to  render  the  patient  insensitive, 
and  to  a  certain  extent  they  replace  ether  and  chloroform.  The 
good  eifect  of  scopolamine  encouraged  its  employment  in  suspension 
laryngoscopy.  If  administered  in  suitable  doses  one  can  dispense 
with  chloroform  and  ether  in  adults  (children  should  never  be 
given  scopolamine). 

These  are  the  general  principles  which  guided  the  development 
of  the  method.  How  they  have  been  applied  in  detail  will  be 
described  presently. 

Before  doing  so  I  should  like  to  mention  that  I  described 
suspension  laryngoscopy  for  the  first  time  at  the  International 
Laryngological  Congress  in  Berlin  iu  1911.  Since  then  there  has 
been  a  whole  series  of  publications.  I  have  also  demonstrated  it 
in  the  Berlin  Medical  Society,  the  Society  of  Charite  Physicians, 
the  Laryngological  Society,  the  Congress  of  the  German  Larjmgo- 
logists  at  Hanover  in  1912,  and  again  last  year  at  the  International 
Congress  here  in  London. 

In  the  meantime  the  method  had  been  taken  up  by  others  and 
favourably  reported  upon.  It  appears  to  have  been  well  received 
on  all  sides.  From  the  literature  I  have  taken  in  chronological 
order  the  names,  Albrecht,  Holscher,  Wolif,  Brieger,  Pollatschek, 
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E.  Mayer  (New  York),  from  the  years  1912-13,  Davis,  Gerber. 
Kaempfer,  Kaliler,  Kleestadt,  Freudenthal,Storatli,Lautenschlager, 
Hopmann,  Katzenstein,  Mann,  Froning,  Iglauer,  Steiner,  Howarth, 
Chiari,  A.  Seiffert  (Breslau),  Henrich,  Simoleki,  Yankauer, 
Details  are  given  in  the  bibliography.  The  papers  of  Albrecht 
and  of  Seiffert  are  especially  worth  perusal. 

II.  Instruments  foe  Suspension  Laryngoscopy. 
Tlie   Tongue  Sitatula. 
Attention  was   mainly  directed  to  the  tongue  spatula  and   to 
its  handle  with  the  hook-shaped  extremit}'.     Since   the   discovery 


Fig.  3. — The  gutter-spatula. 

of  direct  laryngoscopy,  tongue  spatulte  of  various  forms  have 
been  constructed.  Personally,  I  had  worked  with  the  tube  spatula 
although  I  had  always  made  use  of  the  simple  long  narrow 
Kirstein's  spatula  as  well.  Later  I  suggested,  instead  of  a  com- 
plete tube,  a  split  one  in  the  form  of  a  gutter  having  on  cross 
section  the  form  of  a  Roman  V.  Very  firm  pressui*e  can  be 
exerted  by  it  on  the  middle  of  the  tongue,  and  I  have  employed  it 
in  a  somewhat  modified  form  for  suspension  laryngoscopy  from  the 
commencement.  Later  it  seemed  to  me  I  might  get  better  results 
from  a  simple  narrow  spatula,  the  anterior  end  of  which  was  heart- 
shaped.  But  7nore  recently,  having  succceeded  in  materially 
improving  the  gutter  spatula,  I  have  come  back  to  it. 
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It  is  essential  to  prevent  the  tongue  bulging  too  much  to  the 
right  or  left  at  the  side  of  the  spatula  and  overlapping  t^ie  gutter. 
Movable  flanges  have^   therefore,  been   fitted  to   its    sides.     The 


Fig.  4. — The  flanged  gutter-spatula.     Both  flanges  are  adjustable. 

flanges  maj,  by  means  of  levers,  be  made  to  assume  and  retain  the 
desired  position.  Such  a  spatula  leaves  little  to  be  desired  in  the 
way  of  adaptability,  and  one  ought,  of  course,  to  have  it  of 
different  lengths. 


Fig.  5. — Double  spatula  without  epiglottis  elevator.     Anterior  end  heart- 
shaped,  behind  is  a  slot  through  -which  the  epiglottis  elevator  is  inserted. 

A  second  form  has  also  proved  of  service.  Xot  infrequently  it 
happens  that  even  a  well-fixed  epiglottis  gradually  slips  from  under 
the  spatula  and  readjustment  of  the  instrument  becomes  necessary. 
The  epiglottis  may  be  raised  easily  by  means  of  a  small  rod,  and 
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Albrecht  has  had  a  spatula  made  which  can  be  extended  whilst  in 
position.  Carrying  out  this  idea,  I  have  attached  to  the  tongue 
spatula  a  second  narrower  and  longer  one  which  is  inserted  through 
a  slot  and  can  be  fixed  by  means  of  a  screw.  This  arrangement 
enables  the  epiglottis  to  be  very  easily  raised.  The  introduction 
of  the  instrument  enables  in  the  first  instance  the  tongue  up  to  the 
epiglottis  to  be  controlled,  and,  in  the  second  place,  the  epiglottis 


Fig.  6. — Double  spatula  with  epiglottis  elevator. 

to  be  brought  out  of  the  field  of  vision.     Both  procedures  are  of 
practical  value. 

As  spatulas  of  different  lengths  are  in  use  provision  must  be 
made  to  detach  them  from  the  suspension  hook  when  necessary. 
The  shaft  of  the  tongue  spatula  is,  therefore,  constructed  to  permit 
this  adjustment. 

The  8usi:)ension  Hook. 

The  tongue  spatula  had,  as  already  mentioned,  only  a  straight 
rod  as  handle,  the  end  of  which  was  curved  in  the  form  of  a  hook. 
A  joint  was  then  introduced  in  the  course  of  the  rod,  but,  later. 
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I   thought    this  might   be    dispensed    with.       Albrecht,    however, 
showed  that  slipping  out  of  the  tongue  spatula  might  be  prevented 


^  ^tr.  7. — The  suspension-hook  by  itself.  Joint  adjustable  by  thumb- screw. 
At  the  lower  end  screw  for  fixing  epiglottis  elevator.  Behind,  two  pins 
for  attachment  of  tongue  spatula. 

by  making  the  point  of  suspension  fall  perpendicularly  over  the 
end  of  the  tongue  spatula  or  even  in  front  of  it,  so  that  it  appeared 
desirable  again  to  provide  the  suspension-hook  with  a  joint  which 
could  be  adjustable.     This  is  carried  out  by  means  of   a  thumb- 
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screw  and  a  mechanism  in  which  the  principle  of  the  worm- screw 
is  adopted.     On  turning  the  thnmlj-screw  in  the  direction  of  the 


Fig.  8. — The  mouth  gag.  Detached 
from  suspension  hook.  Lower  part 
of  the  gag  turns  on  vertical  axis 
and  fixed  by  screw. 


Fig.  9. — The  suspension-hook  with 
mouth  ffaof. 


hands  of  a  watch,  the  hook  is  inclined  towards  the  tongue  spatula 
and  a  clearer  view  of  the  larynx  is  rendered  possible. 

To  the  part  of  the  suspension-hook  below  the  joint  the  tongue 
spatula  is  attached.     It  has  also  a  particular  arrangement.     There 
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is  a  large  screw  which  comes  into  play  in  opening  the  mouth.  The 
second  screw,  on  its  anterior  aspect,  serves  to  fix  the  epiglottis- 
spatula. 


Fig.  10.— The  suspension-hook  with  month  gag  and  flanged  gxitter-spatula, 
seen  from  the  side. 

The  Mouth   Gag. 

As  the  mouth  of  the  patient  must  be  held  continuously  open  as 
wide  as  possible,  a  gag  is  absolutely  necessary.     Tbis  has  the  form 
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of  a  bow,  which  is  fitted  to  the  lower  part  of  the  spatula  hook,  and 
can  be  screwed  up  and  down.  The  bow  impinges  by  means  of  a 
small  stop  against  the  incisor  teeth,  or  in  an  edentulous  mouth 
against  the  upper  edge  of  the  alveolar  process.  Instead  of  the  stop 
an  adjustable  plate  can  be  made  use  of.  Recently  the  bow  itself 
has  been  made  adjustable  in  a  horizontal  direction  as  well,  so  that  it 
can  be  better  adapted  to  the  particular  circumstances  of  the  patient. 


Fig.  11. — The  count er-pressor.     Closed. 

The  Counter-jyressor. 

The  counter-pressor  is  intended  to  exert  pressure  on  the  cricoid 
region  of  the  larynx  and  to  push  it  towards  the  tongue  spatula. 
It  is,  therefore,  also  fixed  to  the  spatula  hook.  I  have  had  it 
made  in  the  form  of  a  circle,  and  so  arranged  the  curve  that  it 
can  be  lengthened  or  shortened.  It  can  be  likewise  raised  up. 
It  presses  upon  the  larynx  by  means  of  a  plate. 

The  Gallows. 
It  is  necessary  to  suspend  the  spatula  hook,  and  the  point  of 
suspension  must  be  in  the  position  which  the  hook  assumes  after 
the  introduction  of  the  spatula.  Special  apparatus  is,  therefore, 
necessary  to  carry  out  rapidly  and  with  ease  all  forms  of  adjust- 
ment, higher,  lower,  backwards,  forwards.     This  apparatus,  Avhich 
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I  have  called  the  gallows,  is  screwed  to  the  operating  table.     It 
consists    essentially    of    an  'upright    carrying    a    horizontal    arm. 


Fig.  12. — The  coiinter-pressor.  Extended.  Anteriorh'  the  plate  which  is 
placed  on  the  cricoid  cartilage.  At  the  other  end  the  attachment - 
mechanism  and  joint. 

The  upright  is  attached  to  the  extreme  corner  of  the  top  of  the- 
operating  table.  It  can  be  placed  higher  or  lower,  and  by  means 
of  a  crank-handle  to  move  backwards  or  forwards.  From  the 
upright  projects  a  horizontal  arm,  which  reaches  to  the  middle  of 
the  operating  table,  and  can  itself  be  fixed  higher  or  lower.     The 
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adjnstmeiit  of  the  uprig-lit  gives  the  rough,  that  of  the  horizontal 
arm  the  more  detailed,  view. 


Fig.  13. — The  siispension-hook  with  s^DatiUa  and  coiTnter-jiressor.     Counter- 
pressor  raised  up. 

The  Operating  Table. 

Most  operating  tables  are  so  constructed  that  the  gallows  can 
be  attached.     It  was  clear^  however,  that  for  suspension  laryngo- 


July,  1914.] 


Rhinology,  and  Otology. 


351 


scopy  they  might  be  materially  improved  upon.  The  requirements 
are  similar  to  those  for  the  direct  method  on  patients,  in  th'e  back 
or  side  position. 

The  first  desideratum  is  to  be  able  to  make  the  top  of  the  table 
higher  or  lower.     With  the  ordinary  table  the  operator  is  usually 


Fig.  14. — The  gallows  with  mechanism  for  attachment  to  the  operating  table. 

obliged  to  squat  upon  a  stool  or  even  to  kneel.  I  have  often  had 
to  cai'ry  out  most  difficult  manipulations  in  cramped  positions, 
which  made  it  extremely  fatiguing  and  prejudicial  to  success. 
Ordinary  operating  tables  can  be  raised  but  little.  They  do  not, 
as  a  rule,  allow  of  the  operator  sitting  upon  a  chair  or  standing, 
which  is  very  convenient  for  demonstration.  Kahler  has  had  a 
special  stool  constructed,  which  may  be  screwed  up  as  high  as  is 
necessary.  I  have  had  a  new  table  so  arranged  that  it  can  be 
raised  unusually  high.     This  is  done  by  means  of  a  crank-handle 
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manipulated  by  the  operator  himself.  The  top  of  the  table  can 
also  be  lowered  and  the  back-rest  adjusted.  For  the  head  a 
support  adjusted  by  a  handle  has  lately  been  introduced,  so  that 
the  help  of  an  assistant  to  hold  the  head  is  no  longer  necessary. 

All  operations  usually  performed  by  laryngologists  may  be  done 
on  this  table,  and  in  this  respect  it  is  not  inferior  to  others. 


Fig.  15. — Operating  table  lowered.    I  am  holding  the  crank-handle  which 
regulates  the  table  top. 

Other  Instruments. 

For  the  protection  of  the  operator  from  expectoration,  especially 
in  tuberculosis,  a  sheet  of  glass  has  been  fixed  to  the  gallows, 
so  as  to  come  between  the  surgeon  and  the  patient.  Single  and 
double  curettes  of  suitable  form  and  length  are  necessary  for 
various  operative  procedures,  and  so  also  are  galvanocautery 
points  for  deep  puncture.  For  hasmorrhage,  instruments  are  made 
by  the  firm  of  Fischer,  which  permit  the  fastening  and  removal  of 
clips  in  a  manner  similar  to  those  used  for  uniting  skin  wounds  or 
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-controlling  tonsil  bleeding.     Blnmenfeld  first  recommended  the  use 
of  such  clips  in  the  larynx.  ' 

III.  Illumixatigx. 
In  using  instruments  in  suspension  laryngoscopy,  good  illumina- 
tion is,  of  course,  required.     It  is  possible,  with  a  head-mirror  and 


Fig.  16. — Operating  table  in  raised  position,  by  turning  crank-handle. 

a  good  lamp  fixed  to  a  stand  or  held  by  an  assistant,  to  obtain 
sufficient  light.  The  Xernst  lamp,  with  the  light  concentrated  by 
a  lens,  is  quite  suitable. 

Personally  I  have  always  found  very  convenient  the  old 
Kirstein  head-lamp,  used  as  in  other  operations.  Its  drawback 
has  always  been  that  it  is  not  aseptic  in  its  construction.  For 
this  reason  I  have  lately  had  made,  b}^  the  firm  of  Wolff,  an 
aseptic    head-lamp,    with   a   number  of    innovations.     There    is    a 
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new  form  of  joint  which  greatly  facilitates  focussing.  The  electric 
lamp  has  three  crossed  metallic  filament-spirals  giving  a  very 
strong  light.  The  focussing  lens  can  be  adjusted  by  means  of  a 
screw.  There  is  also  an  iris  diaphragm  to  make  the  light  circle 
larger  or  smaller.  Its  adaptability  for  demonstration  purposes  is 
not  lost  sight  of. 


Fig.  17. — Operating  table,  head  aspect.     Table  raised,  gallows  clamped  on. 

Quite  new  is  the  employment  of  a  transformer  suspended  from 
the  roof  of  the  operating  theatre.  The  rheostat  swings  by  a  cable 
free  over  the  operating-table  so  that  the  flexible  no  longer  drags 
on  the  floor,  and,  being  covered  with  rubber  tubing,  it  can  be 
washed.  The  head-lamp  and  the  rheostat  are  balanced  by  counter- 
poise, and  one  can  work  comfortably  with  the  lamp  on  the  head 
without  the  flexible  dragging.  The  new  installation  has  proved  a 
success. 
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For  demonstration  purposes  it  is  of  advantage  to  have  illumi- 
nation by  means  of  small  electric  lamps  fastened  either  to  the 
suspension  hook  itself  or  to  its  bow  outside.  Very  effective  is  the 
method  of  having  miniature  lamps  fixed  on  the  end  of  the  tongue 
spatnla  by  a  special  apparatus.     As  may  be  gathered  there  are 


Fig.  18. — Operating  table.     To  demonstrate  the  head  support. 

many  ways  of  obtaining  good  illumination.  Each  operator  can 
proceed  according  to  his  liking  and  to  the  purpose  he  has  in 
view. 


IV.  Preparation  of  the  Patiext  for  Suspension  Laryngoscopy. 

All  patients  are  not  suitable  for  carrying  out  this  procedure. 
Those  who  place  difficulties  in  the  way  of  introduction  of  tubes 
conduct  themselves   in   a  similar   manner  in  suspension   laryngo- 


356 


The  Journal  of  Laryngology, 


[July,  1914. 


scopy.  I  refer  to  patients  who  do  not  open  the  mouth  well,  in 
whom  the  teeth  in  the  upper  jaw  are  very  prominent,  the  tongue 
very  thick  and  unyielding",    and    the    larynx    reached    only  with 


Fig.  19. — Suspension-hook  Avitli  gallows  on  the  operating  table. 

difficulty,  by  a  narrow  tube,  from  the  angle  of  the  mouth.  In 
such  circumstances  it  is  hardly  worth  while  to  attempt  the  new 
method. 

Before  the  patient  is  submitted  to  suspension  laryngoscopy  one 
ought  to  satisfy  oneself  as  to  his  behaviour  under  direct  examina- 
tion.    As  a  rule  I  introduce  beforehand,  with  the  patient  sitting 
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Fig.  20. — Glass  protector  on  gallows. 


Fig.  21.— Operating  instrtiments. 
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and  under  reflected  light,  a  long  tongue  spatula,  and  find  out  how 
much  the  base  of  the  tongue  can  be  depressed.     At  the  same  time 


Fig.  22.  — Fischer's  flip-holder. 


Fig.  23. — Wolff's  head-lamp  with  rheostat. 


this  examination  is  utilised  to  determine  the  length  of  the  spatula 
to  be  used  in  suspension  laryngoscopy.  In  order  to  do  this 
accurately  Kahler  has  had  Kirstein's  spatula  graduated  in  order 
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to  measure  the  distance  from  the  lower  incisors  to  the  base  of  the 
epiglottis.     This  is  of  great  advantage. 


Fig.  2.5. — Water-siiction  air-pump.  The 
tubing  riins  from  the  wash  basin  to  the 
ceiling-,  and  thence  to  the  operating  table. 


Fig.  24.— Transformer  with  head- 
lamp. The  transformer  is  fixed  to 
the  ceiling  of  the  operating  theatre. 
Close  by  it,  suction-tube  with  glass 
reservoir. 

In  children  this  preliminary  examination   is  unnecessary.     In 

our   experience   suspension  laryngoscopy   can  be    carried    out  on 

them  with  ease.     AVomen  also  in  g-eneral  stand  it  well. 
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The  examination  is  best  carried  out  in  the  morning  with  the 
patient  fasting.  If  the  cases  are  suitable  and  the  patients  not 
apprehensive,  endeavour  is  made  to  carry  it  out  under  cocaine 
alone.  For  this  I  recommend  especially  the  25  per  cent,  spirit 
solution.  It  is  applied  to  the  mucous  membrane  of  the  base  of  the 
tongue,  pharynx  and  larynx  after  previous  application  of  the  20 
per  cent,  aqueous  solution.  The  addition  of  adrenalin  is  always 
helpful. 


Fig.  26. — Miniature  lamp  for  attaching-  to  gag. 

Children  should  be  put  under  the  influence  of  chloroform  or 
ether.  We  begin  with  a  mask  and  then  change  to  a  bellows 
apparatus,  the  form  devised  by  Braun  being  preferred.  It  is 
absolutely  necessary  during  and  after  the  introduction  of  the 
spatula  hook  to  blow  the  anajsthetic  under  increased  pressure,  into 
the  deeper  air-passages,  otherwise  with  the  mouth  widely  open  too 
little  is  carried  into  the  lungs  and  no  regular  and  sufficiently  deep 
anaesthesia  is  obtained.  It  is  a  good  plan  to  give  half  an  hour 
beforehand  according  to  the  age  5  to  10  drops  of  a  1  per  cent, 
codeine  solution  in  order  to  lessen  cough  reflex. 

(To  be  continued.) 


THE    RHINOGENIC    AND    OTOGENIC    LESIONS    OF     THE 

THIRD,   FOURTH,   FIFTH   AND   SIXTH   CRANIAL 

NERYES.' 

By  Ladislaus  Onodi  (Budapest). 
Translated  hij  Dan  McKenzie. 


[Continued  from  p.  31 1 .) 

We  add  to  these,  more  recent  figures  which  show  in  an 
instructive  fashion  the  relationship  of  tlie  sphenoidal  sinus  and  of 
the  posterior  ethmoidal  cells  to  the  foramen  rotundum  and  to  the 
superior  orbital  fissure.  Fig.  6  shows  in  a  frontal  section  of  a  skull 
the   relationship   of    the   right   sphenoidal    sinus    to    the    foramen 

1  Paper  read  and  preparations  shown  at  the  Annual  Meeting  of  the  Belgian 
Society  of  Otology,  Ehinology  and  Laryngology.     Brussels,  July,  1913. 
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rotundum,  which  transmits  the  second  division  of  the  trigeminus^ 
and  also  its  relationship  to  the  superior  orbital  fissure  'through 
which    the   orbital    nerves  pass.     The  bony  partition  coinmon   to 


/.  0.  s. 


Fig.  6. — Natural  size.  Frontal  section.  Both  sphenoidal  sinuses  oijened. 
s.  s.  d.  Right  sphenoidal  sinus.  /.  r.  Foramen  rotundum.  /'.  o.  s.  Superior 
orbital  fissure,     s.  s.  s.  Left  sphenoidal  sinus. 

sphenoidal  sinus^  foramen  rotundum,  and  superior  orbital  fissure  is 
extraordinarily  thin  and  translucent.  The  left  sphenoidal  siuus 
has  absolutely  no  relationship  with  this  region. 


/'.  o.  s. 


/'■■ 
Fig.   7. — Natural   size.      s.  s.  d.    Right    sphenoidal   sinus.     /.  r.   Foramen 
rotundum.    /.  o.  s.  Superior  orbital  fissure.     Co.  Optic  foramen. 

Fig-.  7  illustrates  in  a  frontal  section  of  a  skull  the  relationship 
of  the  right  sphenoidal  sinus  to  the  foramen  rotundum  and  to  the 
superior  orbital  fissure.  The  oculo-orbital  nei'ves  are  in  direct 
contact  in  their  course  to  the  orbit  with  an  extremely  thin  bonv 
wall. 
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Fig.  8  illustrates  in  a  frontal  section  on  both  sides  the  close 
relationship  of  the  posterior  sphenoidal  sinus  to  the  foramen 
rotundum  and  to  the  superior  orbital  fissure,  with  which  the  thin 
osseous  wall  of  the  posterior  ethmoidal  cells  is  in  direct  contact,  and 
in  this  way  comes  into  closer  connection  with  the  nerve-truuks 
passing  to  the  orbit. 

In  a  bone  specimen  I  observed  the  close  relationship  of  the 
sphenoidal  sinus  to  the  foramen  ovale  through  which  the  third 
branch  of  the  trigeminus  passes.  Fig,  9  illustrates  in  a  bone 
specimen  the  relationship  of  the  frontal  sinus  to  the  superior  orbital 
fissure  where  the  oculo-orbital  nerves  enter  the  orbit. 


Co.      Co. 


S-  r. 


c.  e.  p 


c.  e  p. 


jTjQ  8. — Frontal  section.  Natural  size.  x.  s.  cl.  Eight  sphenoidal  siniis. 
s.  s.  s.  Left  sphenoidal  sinns.  c.  e.  p.  d.  Eight  ■  posterior  ethmoidal  cell. 
c.  e.  p.  s.  Left  posterior  ethmoidal  cell.  /.  r.  Foramen  rotimdum.  /.  o.  s. 
Superior  orbital  fissure.     Co.  Optic  foramen. 

Together  with  that  I  found  in  forty  specimens  preserved  in 
alcohol  and  formalin  a  close  relationship  (the  bony  wall  being  thin 
and  translucent)  between  the  sphenoidal  sinus  and  the  nerve-trunks 
as  follows :  between  the  sphenoidal  sinus  and  the  oculo-motor 
twice ;  between  the  sphenoidal  sinus  and  the  trochlearis,  twice  ; 
between  the  sphenoidal  sinus  and  the  first  division  of  the  trigeminus, 
ten  times  ;  between  the  sphenoidal  sinus  and  the  second  division  of 
the  trigeminus,  seven  times ;  between  the  spenoidal  sinus  and  the 
abducens,  eight  times.  The  relationship  was  homolateral  in  all 
save  one  in  which  it  was  contra-lateral.  These  refer  to  twelve 
specimens  in  which,  as  a  rule,  several  nerve-trunks  showed  homo- 
lateral and  only  once  several  nerve-trunks  showed  contra-lateral 
relations.  Among  eleven  bone  specimens  I  found  intimate  relations 
between  the  sphenoidal  sinus  and  the  superior  orbital  fissure  three 
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tiines;  between  tlie  posterior  ethmoidal  cells  and  the  supei'ior 
orbital  fissure,  twice;  between  the  sphenoidal  sinus  and  the  foramen 
rotundum,  three  times ;  between  the  posterior  ethmoidal  cells  and 
the  foramen  rotundum,  twice;  between  the  sphenoidal  sinus  and 


s.f. 


C.  C.  p. 


J.  o. 


Fig.  9.— Natural  size.  Eelationship  of  the  frontal  simis  to  the  superior 
orbital  fissure  and  to  the  optic  foramen,  s.f.  Frontal  sinus,  c.e.p. 
Posterior  ethmoidal  cell.  o.  Orbita.  /.  o.  Optic  foramen.  /.  o.  s.  Superior 
orbital  fissure. 


the  foramen  ovale,  once;  between  the  frontal  sinus'  and  the  superior 
orbital  fissure,  once ;  between  the  sphenoidal  sinus  and  the  Vidian 
canal,  once.     These  refer  to  six  specimens. 

Fig.  10  illustrates  the  relationship  of  the  sphenoidal  sinus  to  the 
Vidian  canal,  in  which  the  Vidian  nerve  runs,  standing  in  connection 
with    the  two   ganglions  of    the  trigeminus,   the    spheno-palatine 
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ganglion  and  the  otic  ganglion.  The  thin  superior  protruding  wall 
of  the  Vidian  canal  running  in  the  floor  of  the  sphenoidal  sinus  is 
removed  and  the  position  and  course  of  the  Vidian  canal  in  the 
inferior  wall  of  the  sphenoidal  sinus  is  well  shown. 

Thus  a  bony  wall  which  is  thin  to  the  point  of  translucency  and 
is  in  contact  with  the  trunks  of  the  oculo-orbital  nerves  must 
predispose  when  the  postei'ior  accessory  sinuses  are  diseased  to  the 
extension  of  the  disease-process,  to  infection  by  contact,  and  to  the 


f.o. 


c.  e  p 


/■  s.  p. 

Fig.  10.— Natural  size.  Eelationshii)  of  the  Vidian  canal  to  the  sphenoidal 
sinus,  s.  s.  Sphenoidal  sinus,  c.  V.  Vidian  canal.  c.  e.  p.  Posterior 
ethmoidal  cell.    /.  o.  Optic  foramen.    /.  s.  p.  Foramen  sphenopalatinum. 

formation  of  lesions  in  these  nerves,  while  on  the  other  hand, 
thickness  and  .^density  in  the  structure  of  the  party-walls  and  of 
the  bony  layers  of  these  sinuses  may  be  regarded  as  a  protective 
factor,  hindering  the  extension  of  the  pathological  process.  In  our 
researches  we  came  across  many  preparations  in  which  the 
sphenoidal  sinuses  showed  absolutely  no  relationship  with  the  trunks 
of  the  oculo-motor,  the  trochlearis,  the  trigeminus  and  the  abducens. 
Further  Ave  have  seen  preparations  in  which  the  sphenoidal  sinus 
was  separated  from  the  clivus  by  a  layer  of  bone  from  6  to  16  mm. 
thick.     As  a  further  explanation  of  the  rarity  of  rhinogenic  lesions 
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of  the  oculo-orbital  nerves  we  may  refer  to  the  view  of  Fucjis  who 
held  that  the  frequent  immunity  of  the  fibres  going-  to  the  intrinsic 
muscles  in  peripheral  processes  is  referable  to  the  slight  vulnera- 
bility of  these  fibres,  wherein  they  contrast  with  the  high  vulnera- 
bility of  the  papillo-macular  bundle  of  the  optic  nerve. 

In  the  production  of  lesions  of  the  oculo-orbital  nerves  we  have 
still  to  consider  tumours,  traumatism  and  fractures  of  bone.  It  is 
evident  that  tumours  either  of  the  posterior  accessory  sinuses  or 
of  the  adjoining  parts — the  region  of  the  oculo-orbital  nerves  in  the 
posterior  and  middle  cranial  fossa?,  the  body  of  the  sphenoid,  the 
cavernous  sinus  and  the  foramina  of  exit  of  these  nerves — the 
superior  orbital  fissure,  the  foramen  rotundum  and  the  foramen 
ovale — may  reach,  surround,  compress,  destroy  and  paralyse  these 
nerves.  In  like  manner,  traumata  and  gunshot  wounds  from 
without  or  from  the  nasal  cavity  may  injure  the  posterior  accessory 
sinuses  and  the  nerves  in  their  neighbourhood  and  cause  breaches 
of  continuity  in  the  nerve  trunks.  With  regard  to  fracture  in  the 
vicinity  of  the  oculo-orbital  nerves,  the  structure  of  the  cerebral 
wall  of  the  accessory  sinus  plays  a  role,  since  a  thin  wall  favours 
and  a  thick  dense  bony  wall  hinders  or  prevents  the  fracture. 

We  have  already  mentioned  direct  and  indirect  infection 
through  the  vascular  channels  wdiich  is  in  sympathy  with  the 
region  of  the  route  of  the  oculo-orbital  nei'ves  and  their  trunks. 

Lastly,  there  may  be  mentioned  the  harmful  influence  upon  the 
nerve  fibres  of  the  oculo-orbital  nerves,  which  results  from  the 
toxins  produced  in  purulent  collections  and  in  tumours. 

With  reference  to  otogenic  lesions  of  the  oculo-orbital  nerves  it 
is,  for  the  most  part,  indirect  sequelse  that  have  been  observed. 
The  indirect  otogenic  lesions  of  the  eye  nerves  may  develop  in  the 
relations  mentioned  through  the  agency  of  the  temporal  bone  and 
of  the  vascular  channels  in  consequence  of  inflammations  of  the 
membranes  of  the  brain,  and  of  the  venous  sinuses  of  the  skull. 
The  facial  in  the  Fallopian  canal  is  the  only  nerve  in  direct  relation- 
ship with  the  organ  of  hearing,  and  indeed  it  is  the  geniculate 
ganglion  which  is  connected  with  the  secretory  innervation. 
Goldzieher  (30)  demonstrated  that  in  cases  of  facial  paralysis  the 
lacrymal  secretion  may  cease.  Koster  (31)  and  others  have  shown 
that  the  disturbance  of  the  lacrymal  secretion  is  connected  with 
the  lesion  of  the  secretory  nerve  fibres  which  leave  the  trunk  of 
the  facial  by  way  of  the  geniculate  ganglion  and  pass  with  the 
great  superficial  petrosal  nerve  to  the  spheno-palatine  ganglion, 
whence  they  reach  the  lacrymal  gland  through  the  intermediary  of 
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the  second  or  first  division  of  the  fifth.  Arloing,  Laffay  and 
Romer  (32)  believe  that  the  sympathetic  also  supplies  secretory 
inhibitory  fibres  to  the  lacrymal  gland  by  way  of  the  blood-vessels^ 
The  region  of  the  geniculate  ganglion  may  be  directly  involved  by 
disease  processes  in  the  hearing  organ  and  may  lead  to  secretory 
disturbance  in  the  lacrymal  gland.  The  same  disturbances  may 
also  be  induced  by  intra-cranial  processes  affecting  the  trunk  of  the 
facial  at  its  entrance  into  the  petrous  bone,  while  lesions  of  the 
nucleus  of  the  facial  in  the  medulla  leave  undisturbed  the  lacrymal 
secretion,  which  therefore  may  be  referred  to  another  origin, 
probably  to  the  glosso-pharyngeal. 

The  extension  of  the  inflammatory  process  to  the  petrous 
pyramid  and  to  the  venous  sinuses,  together  with  the  primary 
disease  in  the  temporal  bone  when  it  extends  as  far  as  the  apex  of 
the  petrous,  may  affect  the  nerves  to  the  eye.  This  extension  of 
the  purulent  otitis  media  has  been  observed  by  Troltsch,  Ostmann, 
and  Hilgermann  (33).  The  situation  of  the  Gasserian  ganglion  in 
the  trigeminal  impression  near  the  apex  of  the  petrous,  to  which 
we  have  already  alluded,  explains  the  facility  of  lesions  of  the 
trigeminus  in  direct  or  indirect  diseases  of  the  petrous  bone.  Thus 
Scotti  observed  destruction  of  the  left  Gasserian  ganglion  through 
necrotic  disease  of  the  pyramid  after  sepai*ation  and  extension  of  a 
sequestrum  from  the  auditory  meatus.  Birclier  (35)  observed  in 
phlebitis  of  the  lateral,  inferior,  petrosal  and  cavernous  sinuses  in 
which  the  pus  had  penetrated  to  the  apex  of  the  petrous  pyramid, 
paralysis  of  the  oculo-motor  and  irritation  of  the  trigeminus  which 
disappeared  after  operative  treatment.  Hilgermann  saw  the  Gas- 
serian ganglion  affected  in  tAvo  cases  of  cavernous  sinus  (?  throm- 
bosis). Jansen  and  others  observed  lesions  of  the  oculo-motor, 
trochlearis,  trigeminus  and  abducens  in  phlebitis  and  thrombosis 
of  the  cranial  venous  sinuses.  In  the  case  of  Noltenius  (37),  with 
paralysis  of  the  abducens,  the  autopsy  showed  a  necrotic  area  in 
the  petrous  bone.  Sikkel  (38)  observed  trigeminus  neuralgia  in 
consequence  of  irritation  of  the  Gasserian  ganglion  in  otitis  media. 
Sargnon  (16)  reports  total  paralysis  of  the  oculo-motor  in  two  cases 
with  brain  symptoms  with  caries  of  the  temporal  bone  and  disease 
of  the  outer  wall  of  the  cavernous  sinus.  Lapersonne  (16)  observed 
paralysis  of  the  trochlearis  in  otitis.  In  purulent  otorrhoea, 
VVadsworth  (39),  Michel  (40)  and  others  observed  periodical 
recurrent  paralysis  of  the  oculo-motor.  In  Michel's  case  the 
periodic  oculo-motor  paral3"sis  disappeared  as  soon  as  a  large 
collection    of    pus    had    discharged.       Wadsworth    explains    this 
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clinical  appearance  as  due.  to  an  inflammatory  change  of  tJie  dura 
mater  in  the  region  of  the  oculo-motor.  Eversbusch  (41)  con- 
siders it  doubtful  whether  we  are  here  dealing  with  an  otogenic 
neuritic  change  or  with  a  toxic  inflammation.  In  addition  to  the 
extension  of  the  inflammatory  process  a  purely  toxic  effect  upon 
the  nerv^e-fibres  cannot  be  shown  at  present.  Chierici  also  saw  in 
purulent  otitis  media  a  recurrent  paralysis  of  the  abducens,  which 
promptly  disappeared  when  the  purulent  discharge  was  facilitated 
and  reappeared  twice  again. 


a.  r.  o.  2J. 

Fig.  11. — Natural  size.  s.  s.  Sphenoidal  sinus,  a.  Abducens  nerve,  t.  Tri- 
geminus, cm.  Meckel's  cave.  tr.  Trochlearis.  no.  Oculo-motor  nerve. 
c.  Internal  carotid.  Isp.  Petro- sphenoidal  ligament.  /.  o.  p.  Petro- 
occipital  fissure,     op.  Petrovis  bone. 


Dorello  (43)  and  Baldenweck  (44)  have  sought  to  refer  the 
indirect  otogenic  lesion  of  the  abducens  to  anatomical  conditions. 
Dorello  mentions  the  direct  relationship  between  the  veins  of  the 
tympanic  cavity  and  of  the  inferior  petrosal  sinus,  and  Baldenweck 
refers  to  the  congenital  dehiscences  in  the  bone  of  the  anterior  wall 
of  the  tympanic  cavity.  He  describes  the  close  relationship  of  the 
nerve-trunk  to  the  apex  of  the  pyramid,  the  abducens  being  attached 
to  it  by  a  firm  disc  of  connective  tissue,  which  is  further  strengthened 
by  the  petro- sphenoidal  ligament  and  by  processes  of  dura.  Imme- 
diately after  its  transit  across  the  edge  of  the  pyramid  the  abducens 
sinks  into  the  cavernous  sinus.  Dorello  describes  a  narrow  cleft  in 
which  the  abducens  runs  along  with  the  inferior  petrosal  sinus ; 
disease-processes  can  easily  narrow  this  cleft  and  compress  the 
nerve-trunk. 
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My  anatomical  researches  have  given  the  same  results,  and  I 
show  in  Fig.  11  the  close  relations  of  the  sixth  nerve  to  the  apex  of 
the  petrous  bone,  to  the  petro-sphenoidal  ligament  and  to  the  dura 
mater.  In  the  specimen  the  dura  mater  is  partly  separated  from 
the  clivus  and  from  the  posterior  surface  of  the  petrous  bone. 
The  occipito-petrous  fissure  with  the  inferior  petrous  sinus  coursing 
through  it,  can  be  seen,  together  with  the  entrance  of  the  tri- 
geminus into  the  cave  of  Meckel,  the  entrance  of  the  abducens 
into  the  cavernous  sinus  and  the  trunks  of  the  oculo-orbital 
nerves. 

Clinical  examinations  have  shown  oto-ocular  reflexes,  and,  in 
purulent  inflammation  of  the  middle-ear,  abducens  pai'alysis  has 
been  interpreted  as  a  reflex  nuclear  paralysis  by  way  of  the  vesti- 
bular nerve  {sic).  Verdos  (45),  for  example,  observed  disturbances 
of  hearing  and  diplopia,  which  disappeared  after  the  removal  of  a 
plug  of  cerumen  ;  Chimansky  (46)  found  abducens  paralysis  in 
diffuse  external  otitis  ;  Gelle  (47)  saw  mj^driasis  after  the  removal 
of  a  polypus  of  the  tympanic  cavity,  and  Bonnier  (48)  found,  after 
syringing  out  a  plug  of  cerumen,  disturbances  of  vision  of  some 
hours'  duration. 

In  purulent  inflammation  of  the  middle  ear,  paralyses  of  the 
abducens  have  been  repeatedly  observed,  sometimes  of  a  persistent 
character.  Thus  Krepuska,  among  others,  noticed  a  persistent 
otogenic  pai'alysis  of  the  abducens,  which  did  not  disappear  after 
the  middle-ear  suppuration  had  been  cured  by  operation.  Perkins 
(49)  has  reported  a  hundred  cases,  in  one  fourth  of  which  the 
abducens  paralysis  appeared  as  a  post-operative  phenomenon, 
and  in  half  of  the  cases  the  Gasserian  ganglion  was  involved. 
Gradenigo  (50)  considered  the  symptom-complex  of  purulent  otitis 
media  with  unilateral  fronto-parietal  headache  and  abducens  para- 
lysis as  a  characteristic  pathological  picture,  and  explained  the 
lesion  of  the  Gasserian  ganglion  and  of  the  abducens  as  an  exten- 
sion of  the  inflammatory  process  to  the  apex  of  the  petrous  bone  by 
way  of  the  circum-tubal  pneumatic  spaces  and  of  the  carotid  canal 
— that  is  to  say,  as  an  osteitis  of  the  apex  of  the  petrous  bone  and 
a  circumscribed  meningitis  corresponding  to  it. 

Alt  (51)  recognises  the  following  vai-ieties  of  otogenic  abducens 
paralysis,  based  upon  an  etiological  basis  : 

(1)  Reflex  paralysis  by  the  route  of  the  vestibular  nerve. 

(2)  Paralysis  depending  upon  infective  neuritis. 

(3)  Extension  of  the  purulent  inflammation  from  the  middle  ear 
in  the  venous  channels  of  the  carotic  canal  to  the  cavernous  sinus. 
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(4)  Deep-seated  disease,  of  the  petrous  bone  at  the  apex  with 
localised  meniiig-itis. 

(5)  Otogenic  diffuse  meningitis. 

(6)  Extra- dural  abscess. 

Most  of  the  authors  regard  circumscribed  meningitis  of  the 
apex  of  the  petrous  pyramid  as  the  most  common  cause  of  otitic 
paralysis  of  the  sixth  nerve.  Some  writers,  such  as  Tommasie  (52), 
Gerouzi  (53),  Baldenweck  (54),  Lannois  and  Perretiere  (55),  refer 
it  to  a  toxic  neuritis.  When  labyrinth  symptoms  are  present  the 
idea  of  a  reflex  paralysis  is  accepted.  Thus  Neumann  (56)  holds 
that  even  a  trifling  irritation  of  the  labyrinth  may  evoke  disturb- 
ances of  the  eye-muscles,  for  the  vestibular  apparatus  is  the  centri- 
petal limb  of  a  reflex  arc,  the  centrifug-al  limb  of  which  is  foi'ined 
by  an  eye  muscle.  Extra-dural  and  peri-sinus  abscesses  exercising 
pressure  upon  the  abducens  have  also  been  demonstrated.  In  the 
few  autopsies  disease  of  the  petrous  pyramid  has  been  shown  to 
exist. 

In  the  cases  of  otitic  abducens  paralysis  which  have  been  pub- 
lished the  paralysis  was  one-sided  and  homolateral ;  in  one  or  two 
cases,  however,  contra-lateral  paralysis  was  observed.  Mounier 
(57),  for  example,  found  bilateral  paralysis  in  a  unilateral  otitis; 
Furet  (58)  observed  a  right-sided  abducens  paralysis  in  left-sided 
otitis ;  Collinet  (59)  and  Quadri  (60)  also  saw  contra-lateral  para. 
lysis.  The  astiology  of  this  contra-lateral  abducens  paralysis  has 
not  been  explained. 

Finally,  there  remain  to  be  mentioned  otogenic  nystagmus  and 
otogenic  differences  in  the  pupils.  Gradenigo  (61),  in  lesions  of 
the  labyrinth  and  in  intra-cranial  complications,  refers  the  nystag- 
mus to  iriitatiou  of  the  semi-circular  canals  and  changes  in  the 
superior  cerebellar  peduncle,  and  he  ascribes  the  difference  in  the 
pupils  to  labyrinth  suppui-ation  and  to  latent  circumscribed  menin- 
gitis. 

The  raised  pressure  in  otogenic  meningitis  and  brain  abscess 
also  plays  a  part  in  the  aetiology.  In  a  case  reported  by  Brieger  (62) 
the  raised  pi-essure  in  an  otogenic  serous  meningitis  induced  a  para- 
lysis of  the  sixth  nerve,  which  disappeared  after  lumbar  puncture. 
In  addition  to  a  rise  in  pi-essure,  toxic  influences  may  occur  in  brain 
abscess,  and  according  to  Korner  (63)  also  in  serous  meningitis. 
Thus  in  otogenic  temporo-sphenoidal  abscess  and  in  cerebellar 
abscess  paralysis  of  the  oculo-motor  and  of  the  abducens  havebeea 
observed.  Lombard  (64)  believes  that  in  purulent  otitis  media, 
with  sio'ns  of  intra-cranial  abscess,  oculo-motor  paralysis  denotes 
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cerebral  abscess,  and  that  abducens  paralysis  denotes  cerebellar 
abscess.  Barker  and  Ropke  (65)  observed  trigeminus  neuralgia  in 
otogenic  temporo-sphenoidal  abscess  due  to  pressure  upon  the 
Gasserian  ganglion. 

It  is  well  known  that  the  nerve-trunks  may  be  injured  in  tuber- 
culous and  gummatous  processes  in  the  temporal  bone  and  in  the  base 
of  the  cranium.  Xew  growths  in  the  sphenoidal  bone,  in  the  petrous 
bone,  in  the  base  of  the  skull,  and  in  the  brain  may  lead  to  sym- 
pathetic involvement  of  the  oculo-orbital  and  other  nerves  according 
to  their  extent.  Further,  various  traumatic  influences — fractures 
of  the  base  and  gunshot  wounds — have  induced  lesions  and  breaches 
of  continuit}^  of  the  nerve-trunks.  And  lastly,  lesions  of  the  ab- 
ducens and  of  the  facial  after-forceps  delivery  have  been  observed, 
as  have  congenital  defects  of  the  nerve-trunks  of  the  oculo-motor, 
of  the  trochlear,  of  the  trigeminal,  of  the  abducens  and  of  the 
facial  nerves. 

Addendum. 
My  Avork  on  tlie  relations  of  the  sphenoidal  sinus  appeared  in  Hungarian  in 
the  Orvosi  Hetilap  on  March  24,  1912,  and  again  in  the  Arch.f.  Lari/ng.,  Band  26^ 
Heft  2,  1912.  On  the  same  subiect  a  work  by  Greenfield  Sluder,  delivered  as  a 
lecture  in  the  American  Laryngological  Association  on  May  14,  1912,  appeared 
later  in  the  Arch.f.  Laryng.,  Band  27,  Heft  3,  1913.  Fm-ther,  in  Band  28,  Heft  1, 
1913,  a  short  epitome  of  Greenfield  Sluder's  researches  on  transverse  sections 
showed  that  the  oculo-motor  trochlear,  the  three  divisions  of  the  trigemiuiis,  the 
abdvicens,  and  the  Vidian  nerve  frequently  come  into  clcfee  relationship  with  the 
sphenoidal  sinus.  In  his  second  publication  Sluder  mentions  Warren  B.  Davis's 
researches,  according  to  which  "  the  sphenoidal  sinus  already  at  an  early  age 
extends  laterally,  and  comes  into  closest  relationship  with  the  second  division  of 
the  trigeminiis,  and  that  this  relationship  runs  almost  constantly  through  the 
series.  Its  development  (Davis)  begins  at  the  anterior  lateral  part  of  the  body 
of  the  sphenoid,  and  extends  slowly  backwards.  On  the  other  hand,  it  rapidly 
extends  laterally  iintil  it  approaches  the  foramen  rotundum,  and  then  it  extends 
markedly  backwards.  At  the  sixth  j-ear  of  life  it  may  have  come  into  the  neigh- 
bourhood of  the  Vidian  canal."  Sluder  reports  the  favourable  therapeutic  effect 
upon  headache  and  trigeminal  neuralgia  of  drug  treatment  of  the  si^henoidal 
sinus.  These  interesting  therapeiitic  experiments  are  in  hai-monj'^  with  the 
anatomical  data,  and  will  doubtless  receive  further  confirmation. 
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Section  XV. — Laryngology. 


Sir   StClair  Thomson,  Presidenf,  in  the  Chair. 


Abstract  Beport  by  Dan  McKenzie. 

Discussion  on  the  Recent  Progress  of  Endoscopic  Methods  as 
Applied  to  the  Larynx,  Trachea,  Bronchi,  ffisophagus  and 
Stomach. 

{Continued  from  2^-  327.) 


The   Direct  Method  in  the   Years  1911   and  1912. 

Beport   by  Chevalier    Jackson    (Pittsburg,  U.S.A.). 

The  speaker  began  by  asking,  "Who  shall  do  endoscopy  of  the  larynx, 
tracheo-bronchial  tree,  oesophagus  and  stomach  ?  "  From  an  inquiry 
sent  out  to  380  American  laryngologists,  it  was  shown  that  only  35  of 
them  cared  to  do  bronchoscopic  or  oesophagoscopic  foreign  body  work, 
and  only  79  of  them  had  attemjited  such  work.  All  laryngologists  should 
be  able  to  examine  the  young  child's  larynx  by  the  direct  method,  but 
per-oral  endoscopy  of  the  tracheo-branchial  tree  should  be  relegated  to 
properly  trained  and  equipped  men,  at  least  one  of  whom  should  be  found 
in  every  large  city.  Lack  of  opportunity,  training  and  organisation 
resulted  in  lack  of  promptitude  and  precision  in  foreign  body  work  and 
consequently  in  a  raising  of  the  percentage  mortality.  And  the  same 
consideration  applied  to  diagnostic  and  therapeutic  work  on  the  oesophagus. 

Mortality  and  Besnlts  of  Bronchoscopy  for  Foreign  Bodies. — The 
mortality  due  to  the  method  should  be  distinguished  from  the  mortality 
due  to  lack  of  precision  and  promptitude.  Out  of  171  cases  reported  by 
other  workers  4  deaths  were  due  to  asphyxia  from  want  of  prompt  bron- 
choscopy, and  nine  (53  per  cent.)  died  from  other  causes.  Of  the  171  cases 
of  foreign  body,  156  were  removed,  140  by  per-oral  and  22  by  tracheotomic 
bronchoscopy.  Of  the  15  unsuccessful  cases,  in  12  the  foreign  body 
could  not  be  found,  and  only  3  were  failures  to  remove  it  when  found. 
In  4  of  the  former  the  foreign  body  had  escaped  into  the  deejier  minute 
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bronchi.  The  speaker's  statistics  showed  a  mortality  of  only  3  outiof  182 
cases,  all  of  which  were  per-oral  bronchoscopies.  In  5  of  these  182  cases 
the  foreign  body,  a  small  one  lying  in  a  small  bronchus  near  to  the  peri- 
pheiy  of  the  lung,  could  not  be  found. 

Mortality  and  Results  of  (Esophagoscopy  for  Foreign  Bodies. — In  193 
cases  reported  by  various  operators  there  were  12  deaths  (7'8  per  cent.) 
in  8  of  which  the  foreign  body  was  lodged  in  the  upper  third  ;  4  of  the 
patieuts  died  during  operation  with  the  foreign  body  in  situ.  In  7  of  the 
8  the  operation  had  been  undertaken  by  operators  whose  total  number  of 
cases  was  less  than  3  and  who  did  not  realise  the  danger  of  cesophageal 
trauma.  The  foreign  body  was  removed  iu  155  of  these  193  cases,  and 
of  the  88  not  removed,  26  went  down. 

In  the  large  clinics  (from  statistics  previously  published),  out  of  210 
foreign  bodies  in  the  oesophagus  all  were  removed,  but  twelve  of  these 
went  down. 

Of  the  speaker's  206  cases  of  cesophageal  foreign  body  8  only  defied 
his  efforts  and  went  down.  Four  cases  died,  one  a  woman  with  advanced 
nephritis ;  in  the  other  three  the  oesophagus  had  been  severely  lacerated 
before  he  saw  them.  Apart  from  the  traumatism  due  to  foreign  bodies 
and  their  extraction,  skilful  cesophagoscopy  is  practically  free  from 
mortality. 

Mortality  of  Gastroscopy. —0\xt  of  110  cases  done  by  eight  operators 
there  had  been  no  deaths.  The  speaker  had  examined  1!3S  stomachs  with 
only  one  death  subsequent  to  it  in  a  patient  already  moribund  when 
admitted. 

Radiography  in  Relation  to  Per-oral  Endoscopjy. — Instantaneous  radio- 
graphy shows  foreign  bodies  not  visible  with  longer  exposures  (Tilley). 

The  radiogram  should  be  taken  with  the  chest  fully  expanded  by  a 
deep  inspiration  so  as  to  lessen  the  density  of  the  thorax,  but  care  must 
be  taken  to  allow  for  the  consequent  displacement  of  ri1)s,  viscera,  and 
foreign  body.  For  small  peripheral  foreign  bodies  lateral  radiograj^hy  is 
of  great  value,  especially  in  combination  with  the  caliper-guide,  by  which 
the  end  of  the  bi'onchoscope  can  be  brought  close  to  the  foreign  body. 
The  lateral  orientation  of  the  bronchoscope  depends  upon  a  mark  on  the 
skin  determined  by  an  antero-posterior  radiograph.  In  difficult  cases  the 
author  facilitates  localisation  by  superimposing  a  transparent  film  of  the 
tracheo-bronchial  tree  over  the  negative  of  the  patient  showing  the  foreign 
body.  The  position  of  the  film  is  fixed  by  two  marks  on  the  film  indicating 
the  dome  of  the  pleura  and  the  dome  of  the  diaphragm.  In  making  these 
pattern  films,  which  ai-e  made  iu  twelve  sizes,  the  injection  preparations  of 
Briinings  are  utilised.  When  one  lung  shows  dai-k  in  the  radiogi-aph 
and  the  other  clear,  the  dark  side  usually  corresponds  to  the  foi*eign  body, 
but  exceptions  to  this  rule  have  been  recorded.  A  negative  report  from 
the  radiographer  is  not  to  be  relied  upon,  but  with  the  improvement  in 
technic^ue  errors  are  becoming  less  frequent.  Bronchoscopy  should  be 
performed  notwithstanding  negative  reports  when  the  history  leads  us  to 
suspect  a  foreign  body.  And  the  absence  of  symptoms,  likewise,  should 
not  deter  us,  as  the  passages  are  often  very  tolerant  of  the  presence  of  a 
foreign  body.  In  the  same  way,  cesophagoscopy  should  always  be  resorted 
to  in  suspected  disease  of  the  gullet. 

Instruments. — Success  depends  more  upon  the  skill  of  the  operator 
than  upon  the  particular  instrument  employed.  ISTo  oesophageal  instru- 
ment is  absolutely  safe. 

For  the  upper  end  of  the  oesophagus  the  speaker  finds  an  elongated 
laryngeal  speculum  very   useful,  as  it  is  less  likely  to  override  highly 
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situated  foieigu  bodies,  and  it  can  be  employed  to  dilate  strictures  in 
this  location.  Many  electrical  and  hydraulic  aspirators  have  been  devised 
to  remove  secretions,  but  the  speaker  prefers  an  aspirator  in  the  wall  of 
the  endoscope,  the  exhaust  being  an  aspirating  syringe.  A  positive 
pressure  apparatus  is  eii  suite  of  the  syringe,  and  can  be  employed  to 
force  out  clots,  etc.,  when  necessary.  He  does  not  use  an  aspirator  in 
bronchoscopy,  but  contents  himself  with  sponging. 

Pre])aration  of  the  Patient. — In  all  obstructive  disease  of  the  oeso- 
phagus the  patient  should  be  made  to  regurgitate  after  taking  a  copious 
draught  of  water,  so  as  to  make  sure  that  dilatations  or  diverticula  are 
emptied.  The  presence  of  food  in  the  oesophagus  incommodes  oesophago- 
scopy,  and  is  dangerous  when  a  general  anaesthetic  is  used.  If  possible 
the  patient  should  be  prepared  for  endoscopy  in  the  same  way  as  for  any 
other  operation — by  a  cathartic,  rest  in  bed,  etc. — and  the  mouth  should 
be  carefully  disinfected.     Aseptic  technique  is  essential. 

Position  of  the  Patient. — Foreign  bodies,  especially  when  situated  in 
the  larynx  and  pharynx,  should  not  be  touched  until  the  patient  is  iu  the 
Trendelenburg  position. 

For  direct  laryngoscopy  Kirstein's  position  is  best.  It  consists  in  an 
anterior  movement  of  the  cervical  spine  coupled  with  extension  at  the 
occipito-atlautoid  joint.  To  hang  the  head  over  the  end  of  the  table,  in 
the  dorsal  position,  renders  endoscopy  difficult.  In  the  dorsal  position 
laryngoscopy  is  easy  in  Johnson's  position,  i.  e.  with  the  head  flexed  and 
the  operator  on  the  left  of  the  patient.  For  bronchoscopy  in  the  prone 
position  Boyce's  device  of  moving  the  cervical  spine  forward  by  raising 
the  head  is  best,  though  it  necessitates  trained  assistance. 

Anaesthesia. — If  a  general  anaesthetic  is  used  the  cough-reflex  should 
not  be  abolished,  as  it  aids  the  expulsion  of  secretion.  In  children  under 
six  the  speaker  uses  no  anaesthetic,  either  local  or  general,  save  at  times 
to  prevent  vomiting  or  coughing,  when  a  sharp  foreign  body  threatens 
perforation.  In  adults,  also,  the  speaker  performs  oesopliagoscopy  without 
any  ansesthetic,  save,  again,  in  the  case  of  sharp  foreign  bodies.  The 
drawback  to  a  general  anaesthetic  is  the  risk  of  respiratory  arrest  when 
the  operator  begins  to  manipulate  the  foreign  body.  Local  anaesthesia, 
if  used  at  all,  is  limited  to  the  regions  above  the  cricoid.  For  direct 
laryngoscopy  an  anaesthetic  is  only  occasionally  necessary.  Local  anaes- 
thesia of  the  epiglottis  and  larynx  is  needed  in  bronchoscopy  for  diagnosis. 
Tracheotomy  at  all  ages  should  be  done  under  local,  never  under  general 
anaesthesia.  Intra-tracheal  insufflation  anaesthesia  witli  NoO  and  oxygen 
is  used  for  gastroscopy  by  Janeway. 

Technique.— The.  speaker  condemned  the  use  of  the  mandrin. 

Direct  laryngoscopy  is  the  only  method  whereby  the  larynx  of  young 
children  can  be  examined.  He  defended  direct  laryngeal  operating  at  all 
ages,  and  insisted  upon  careful  training  as  necessary  to  acquire  dexterity. 
An  assistant  should  be  at  hand  to  exercise  external  pressure  on  the 
thyroid  cartilage,  as  this  lessens  the  amount  of  pressure  to  be  exerted  by 
the  left  hand  of  the  operator  on  the  tip  of  the  endoscope.  Papilloma  of 
the  larynx  in  adults  is  curable  by  direct  removal  and  the  ai^plication  of 
alcohol,  but  the  treatment  must  be  long-continued  in  some  cases.  The 
same  is  true  of  most  cases  of  papilloma  in  children,  but  sometimes 
laryngostomy  with  X-ray  applications  to  the  open  larynx  is  necessary. 
Direct  application  of  the  galvano-cautery  in  laryngeal  tubei'culosis  is 
preferable  to  the  indirect  method,  and  the  removal  of  suspected  malignant 
tissue  is  rendered  by  the  direct  method  precise  and  reliable. 

Bronchoscopy. — Forcible    extraction  of  foreign  bodies,  such  as  open 
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safety-pins,  is  inadvisable.  In  addition  to  the  removal  of  tufaours, 
which  seem  to  be  rare  in  the  trachea,  bronchoscojoy  is  being  used  in 
the  treatment  by  local  remedies  of  asthma  and  other  diseases.  Bron- 
choscopy should  be  employed  when  (1)  the  radiograph  shows  a  foreign 
body  or  a  suspicious  shadow ;  (2)  when  there  is  a  history  of  foreign 
body;  (3)  where  there  are  signs  of  tracheal  or  bronchial  stenosis;  (4)  if 
there  are  physical  signs  of  phthisis,  and  esj^ecially  of  pleural  effusion, 
without  tubercle  bacilli  in  the  sputum,  especially  when  the  signs  are 
located  at  the  base  of  the  lung,  even  when  there  is  no  history  of  foreign 
body;  (5)  in  all  cases  of  bronchiectasis  ;  (6)  when  there  is  dyspnoea  not 
due  to  obvious  cardiac  or  pulmonary  disease ;  (7)  when  dyspnoea  is  not 
relieved  by  tracheotomy ;  (8)  in  cases  of  haemoptysis  not  definitely  tuber- 
culous ;  if  severe,  endoscopic  packing  may  be  tried  (Killian)  (in 
haemoptysis  the  speaker  had  found  the  cause  to  be  aneurysm  three  times, 
cancer  twice,  and  syphilis  twice)  ;  (9)  in  recurrent  paralysis  of  unknown 
origin  ;  (10)  in  thoracic  disease  of  doubtful  character.  In  all  cases  of 
doubt  bronchoscopy  should  be  done. 

Suhijlottic  oedema  is  due  to  the  use  of  unduly  large  tubes  or  to  faulty 
manipulation.  By  attention  to  these  points  the  speaker  had  been  able 
to  abolish  subglottic  oedema  in  infants  after  bronchoscopy.  Dyspnoea 
occasionally  sets  in,  but  it  is  due  to  accumulation  of  bronchial  secretion, 
and  if  that  is  removed  by  re-inserting  the  bronchoscope  the  dyspnoea  dis- 
appears. For  this  reason  he  advises  that  post-bronchoscopic  dyspnoea 
in  infants  should  not  be  ascribed  to  subglottic  oedema  until  the  tube  has 
been  passed  again  and  the  secretions  removed.  The  tubes  he  uses 
in  infancy  are  from  4  to  5  mm.  internal  diameter  for  children  under 
six  years,  the  4  mm.  tube  being  for  infants  under  one  year.  He  has 
successfully  removed  a  foreign  body  from  an  infant  aged  2^  months. 
Faiilty  direction  of  the  tube  will  injure  the  subglottic  region,  and  for 
this  reason  he  condemned  the  Eose  position  and  the  use  of  heavy-handled 
instruments. 

Per-oral  or  Tracheotomic  Bronchoscojjy :  Which? — As  a  tube  of 
4  mm.  diameter  is  sufficient  for  the  manipulation  of  foreign  bodies  in 
infants,  the  speaker  finds  tracheotomy  unnecessary.  But  if  an  operator's 
skill  is  insufficient,  and  a  large  tube  has  to  be  used,  tracheotomic 
bronchosco])y  is  preferable.  Bronchoscopy  of  the  uj)per  lobe  is  [lossible 
if  the  tube  is  carried  to  the  opposite  side  of  the  mouth,  the  child's  head 
being  carried  by  an  assistant  to  the  side  opposite  to  the  lobe  to  be 
explored.  If  dyspnoea  renders  the  patient's  condition  dangerous,  tracheo- 
tomy may  be  necessary,  but  the  speaker  relieves  such  dyspnoea  by  per-oral 
bronchoscopy,  and  artificial  respiration  with  the  insufflation  of  oxygen, 
etc.     In  per-oral  bronchoscopy  the  tube  is  more  easily  manipulated. 

Pleuroscojyy. — A  case  was  narrated  in  which  the  author  successfully 
removed  through  a  small  opening  in  the  chest-wall  a  primer  from  a  shot- 
gun cartridge.  The  child,  under  general  anasthesia,  was  placed  in  the 
sitting  position,  so  that  the  foreign  body  fell  to  the  diaphragm. 

(Esojihagoscopy ;  Contra-indications.  —  If  there  is  water-hunger, 
gastrostomy  should  be  performed  before  oesophagoscopy. 

(Esophagoscopy  for  Foreign  Bodies. — With  general  anaesthesia  and  full 
muscular  relaxation  any  foreign  body  that  has  gone  down  the  oesophagus 
can  be  got  out  again.  Force  must  be  avoided,  and  turning  or  morcella- 
tion  employed  if  the  foreign  body  is  impacted. 

Cardiospasm,  Phrenospasm  and  Abdominal  (Esophagisnuis. — He  ad- 
vised the  use  of  three  words  indicating  types  of  spasms,  which  may  be 
met  with  separate  or  together.     These  are  (1)  spasm  at  the  hiatus,  due 
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to    diaphragmatic   and    not   to    cesophageal    contraction,   2)hrenospasm ; 

(2)  spasm  of  the  abdominal  oesophagus — abdominal  cesojjhagismus ;  and 

(3)  the  rarest  of  all,  spasm  of  the  cardiac  orifice — cardiospasm.  These 
conditions  are  neurotic,  but  in  some  cases  the  spasm  is  secondary  to 
definite  lesions  of  the  cesophageal  or  gastric  mucosa.  Fvirther,  these 
lesions  may  lead  to  organic  stricture.  Kinking  of  the  oesophagus  from 
enlargement  of  the  left  auricle  has  been  observed.  In  spasmodic  stricture 
food  accumulates  above,  and  trickles  slowly  through  into  the  stomach, 
and  the  author  has  seen  nausea  follow  cure  of  the  spasm  from  the 
stomach  being  unaccustomed  to  the  sudden  introduction  of  food.  He 
dilates  these  strictures  with  Mosher's  divulsor.  The  most  obstinate  cases 
to  treat  are  those  where  the  spasm  dates  from  childhood. 

Cancer  of  the  CEsophagtis. — In  removing  tissue  for  the  microscope,  the 
muscular  coat  of  the  gullet  must  not  be  opened  up.  In  urgent  cases 
gastrostomy  should  precede  oesophageal  examiuatiou.  Endoscopists 
attach  importance  in  the  diagnosis  of  cancer  to  asymmetrical  respiratory 
movement  of  the  cesophageal  walls.  In  making  this  observation,  the 
patient's  head  and  body  must  be  held  straight,  otherwise  the  normal 
oesophageal  respiratory  movement  will  be  asymmetrical.  At  present 
oesophageal  cancer  is  invariably  fatal,  but  in  future  the  treatment  of  the 
precancerous  leukoplakia,  erosion,  maceration,  chronic  oeso])hagitis,  etc., 
will  reduce  the  occurrence  of  cancer,  and  when  cancer  can  be  diagnosed 
early,  resection  of  the  thoracic  oesophagus  will  be  employed. 

Gastroscopy. — The  gastroscopic  lenses  should  be  introduced  tlirough 
a  straight  tube  passed  i;nder  inspection.  The  usefulness  and  safety  of  the 
gastroscope  in  obscure  stomach  disease  are  established  facts.  Unlike 
tracheo-bronchoscopy  and  cesophagoscopy  negative  findings  are  less  to 
be  relied  on  than  positive.  The  distal  end  of  the  gastroscope  may  have 
its  range  of  mobility  increased  by  flexing  the  patient's  knees  on  the 
abdomen  so  as  to  relax  the  abdomiual  wall  (Janeway). 


Discussion. 

O.  Chiari  (Vienna)  reported  that  in  his  clinic  since  1909, 182  foreign 
bodies  had  been  removed  from  the  oesophagus  under  cesophagoscopy. 
In  all  the  foreign  body  was  successfully  removed.  There  wei'e  two  deaths 
from  niediastinitis  due  to  injuries  inflicted  by  the  foreign  body.  Three 
cases  with  niediastinitis  were  saved  by  mediastinotomy.  Three  foreign 
bodies  were  removed  from  the  trachea.  Of  twenty-three  foreign  bodies 
in  the  bronchi,  eighteen  lay  in  the  right  side  and  five  in  the  left.  Once 
extraction  was  declined.  All  the  others  were  removed  ;  in  young  children 
tracheotomy  was  performed. 

Neoplasms  in  the  Trachea  and  _BroHc/ii.  — Eight  cases.  In  the  trachea 
a  case  of  endothelioma  and  one  of  cylindroma  were  seen.  A  round-cell  sar- 
coma below  the  eighth  ring  was  removed  under  direct  tracheoscopy  with 
forceps,  curette,  and  snare  followed  by  the  galvano-cantery.  Healing 
followed.  A  sarcoma  of  the  right  bronchus  the  size  of  the  end  of  the 
thumb  was  spontaneously  coughed  up  after  bronchoscopy.  Two  cases 
of  tracheal  carcinoma  and  one  of  adeuocarcinoma  of  the  bronchus  wei'e 
treated  with  snare,  forceps,  curette  and  radium.  Tumours  compressing 
the  trachea  from  without  were  described. 

One  case  died  during  bronchoscopy,  but  the  post-mortem  showed  that 
death  was  due  to  hsemorrhagic  pancreatitis  {Pankreasapoplexie) . 

Suspension  laryngoscopy  had  been  employed  some  twenty  times,  and 
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was  favourably  spoken  of.  The  speaker  uses  a  broad  tongue  spat^ila,  so 
as  to  prevent  the  bilateral  projection  downwards  of  the  tongue. 

EicHABD  Lewisohn  (New  York)  described  his  rectangular  telescopic 
oesophagoscope,  which  can  be  passed  with  the  patient's  head  in  the 
normal  position  and  2>roceeds  in  the  longitudinal  axis  of  the  oesophagus. 

Wolff  Freudenthal  (New  York)  recommended  suspension  laryngo- 
scopy to  facilitate  the  removal  of  infiltrations  and  the  curetting  of 
ulcers  in  laryngeal  tuberculosis.  It  had  also  been  of  service  in  papilloma 
in  children  w^ithout  an  anaesthetic.  He  also  advised  its  adoption  when 
deep  pharyngeal  and  laryngeal  abscesses  were  to  be  opened. 

Ixo  KuBO  (Fukuoka,  Japan)  reported  150  cases  of  foreign  body  in 
Japan  which  had  been  treated  by  the  direct  method.  In  Japan  people 
with  foreiga  body  in  the  cesophagus  sometimes  swallowed  paper  amulets 
from  the  temples  iu  order  to  remove  the  obstruction,  as  a  result  of  which 
the  oesophageal  lumen  is  often  still  move  narrowed. 

In  removing  tooth-plates,  a  corner  of  the  plate  should  be  sought  and 
loosened  from  the  swollen  mucosa  in  order  to  obtain  a  grip. 

In  carcinoma  of  the  oesophagus  the  oesophagoscope  is  used  not  only 
for  diagnosis,  but  also  for  treatment,  such  as  the  removal  of  small 
growths,  the  application  of  radium,  or  the  introduction  of  a  permanent 
cannula  which  renders  gasti-ostomy  unnecessary. 

Four  patients  with  simple  stenosis  hal  been  treated  by  dilatation 
after  gastrostomy.  Two  recovered  and  two  are  still  under  treatment. 
He  had  successfully  opened  from  within  a  peri-oesophageal  abscess 
secondary  to  caries  of  the  dorsal  vertebrae. 

Of  foreign  bodies  in  the  air-passages  twenty-eight  cases  had  been 
reported  in  Japan. 

In  suspected  asthma  endoscopic  examination  had  occasionally  revealed 
aneurysm.  In  true  asthma  intra-bronchial  painting  with  cocaine- 
adrenalin  solution  was  easily  performed  through  the  tube. 

The  effects  of  beri-beri  on  the  larynx  (recurrent  paralysis,  oedema  of 
the  ai'ytsenoid  region,  anaesthesia  of  the  mucosa)  had  been  reported  by  the 
speaker  as  a  result  of  his  direct  examinations. 

Braden  Kyle  (Philadelphia)  advised  the  use  of  local  anaesthesia  if 
possible.  When  foreign  bodies  lay  in  the  upper  part  of  the  oesophagus 
or  air-passages,  the  Trendelenburg  position  should  be  used.  He  refeiTed 
to  his  case  alluded  to  by  Professor  Jackson,  in  which  he  had  removed 
from  a  man,  aged  seventy-two,  a  plate  of  false  teeth  which  had  been 
swallowed  eighteen  years  pi-eviously.  The  plate  was  embedded  in 
fibrous  tissue,  but  removal  was  effected  without  serious  trauma.  The 
patient  had  lived  on  fluids  for  eighteen  years  and  the  ability  to  swallow 
had  been  lost.  By  passing  a  soft  rubber  catheter  frequently  the  power 
to  swallow  had  been  educated  to  the  extent  that  the  patient  was  now  able 
to  swallow  semi-solid  food. 

Julius  London  (New  York)  exhibited  and  described  his  gastroscope 
and  its  mode  of  employment. 

J.  MouRET  (Montpellier)  described  and  demonstrated  his  method  of 
posing  the  patient  for  endoscopy.  The  patient  is  seated  stridedegs  on  an 
ordinary  chair  facing  the  back  of  it.  The  body  is  inclined  forward  from 
the  hips  at  about  an  angle  of  45°  to  the  horizon.  His  head  is  first  some- 
what sunk  in  the  neck  and  slightly  extended,  but  it  is  never  fully  ex- 
tended. The  operator  stands  facing  the  patient.  The  tube  is  passed  in 
the  usual  manner,  the  operator  crouching  or  stooping  as  it  enters  the 
mouth,  rising  gradually  to  the  erect  position  as  the  instrument  glides  over 
the  epiglottis.     When  the  incisor  teeth  are  long  and  prominent,  or  when 
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tlie  patient  does  not  open  his  mouth  wide  enough,  the  patient  is  made  to 
incHne  the  trunk  still  more  forward,  the  operator  placing  one  hand  on 
the  top  of  his  head  to  prevent  him  straightening  the  trunk.  In  this  way 
the  tube  can  be  passed  without  any  assistance.  If  the  larynx  slips 
forward  under  the  base  of  the  tongue,  making  the  patient  bend  his  back 
into  a  stooping  attitude  will  remedy  it.  The  method  is  easier  both  for 
patient  and  operator  than  the  usual  one.  A  similar  procedure  may  be 
adoi)ted  when  the  patient  is  lying  down,  in  which  case  the  lateral  position 
with  the  body  bent  is  adopted. 

William  Hill  (London)  showed  his  patterns  of  endoscopic  tubes, 
drawing  attention  to  the  value  of  the  slotted  laryngoscope.  He  also 
showed  a  gum-elastic  tracheal  catheter  he  had  devised  for  the  adminis- 
tration of  general  anaesthetics.  It  was  provided  with  a  circular  fine 
rubber  shoulder  or  tent  which  prevented  blood  fi'om  entering  the  air- 
passages,  in  a  manner  similar  to  what  was  sought  for  with  Kuhn's 
per-oral  intubation  tube.  He  asked  how  Dr.  Chevalier  Jackson  was  able 
to  carry  out  laryngoscopy  and  bronchoscopy  in  children  without  any 
anaesthetic,  local  or  general. 

H.  Marschik  (Vienna)  had  had  good  results  with  two  methods  of 
posing  the  patient :  (1)  Half-sitting,  half-lying,  in  old,  nervous  or  stout 
patients,  and  (2)  when  excess  of  mucus  Avas  present  in  a  position  resem- 
bling that  described  by  Mouret,  the  upper  part  of  the  body  horizontal  and 
with  the  head  inclined  back.  He  narrated  a  case  in  which  tracheal  stenosis 
from  membrane,  supposed  to  be  diphtheritic,  had  been  tx-eated,  after 
tracheotomy,  by  bronchoscopy  and  the  removal  of  a  thick  membrane 
The  case  terminated  imfavourably,  however,  probably  by  the  onset  of 
pulmonary  oedema. 

H.  TiLLEY  (Loudon)  exhibited  a  large  green  pea  he  had  removed  from 
the  bronchus  of  a  man,  aged  sixty-four,  by  aspirating  it  into  the  broncho- 
scope with  a  piston  made  of  a  plug  of  moist  wool  mounted  on  a  long 
probe  and  passed  down  to  the  foreign  body.  He,  also,  expressed  himself 
strongly  in  favour  of  general  narcosis  in  children  and  nervous  patients, 
aided  by  morphia  and  atropin  hypodermically. 

Harris  P.  Mosher  (Boston)  recommended  the  open  speculum, 
particularly  since  it  had  been  made  adjustable,  and  so  suitable  for  all 
cases.  He  had  found  ballooning  of  the  oesophagus  under  strong  pressure 
of  great  service,  especially  in  diagnosing  pouches.  He  also  had  ex- 
perienced benefit  from  the  repeated  curetting,  under  general  anaesthesia, 
of  certain  cases  of  oesophageal  cancer. 

A.  Logan  Turner  (Edinburgh)  had  found  suspension  laryngoscopy 
of  great  seiwice  in  examining  the  larynx  of  young  children  and  in 
operating  on  the  larynx  at  all  ages.  It  had  proved  useful  in  the  diagnosis 
of  post-cricoid  cancer  and  in  the  removal  of  foi'eign  bodies  situated  in 
the  mouth  of  the  oesophagus.  It  was  also  of  value  in  demonstrating 
laryngeal  and  hypo-pharyngeal  lesions. 

E.  B.  Waggett  (London)  held  that  endoscopy  should  not  be  too 
strictly  retained  in  the  hands  of  a  few  surgeons.  All  lai'yngologists 
ought  to  practise  the  method. 

R.  H.  Skillern  (Philadelphia)  extolled  tracheo-bronchoscopy  in  the 
diagnosis  of  obscure  cough,  dyspnoea,  dysphagia  and  haemoptysis.  He 
also  advised  that  every  laryngological  clinic  should  use  the  method. 

Prof.  KiLLiAN,  in  reply,  said  that  while  Dr.  Mosher's  method  of 
cui'etting  oesophageal  cancer  might  often  be  of  value,  still  there  were  risks 
in  employing  it,  not  only  of  bleeding,  but  also  of  infection  and  consequent 
mediastinitis.     He  fui'ther  warned  against  pushing  on,  at  all  costs,  with 
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endoscopic  methods  in  a  case  where  serious  difficulties  cropped  up. 
Especially  Avas  this  tbe  case  with  foreign  bodies  like  beans  in  the  air- 
passages.  In  these  cases,  he  repeated,  tracheotomy  should  be  performed 
early,  and  the  examination  made  through  the  tracheal  opening. 

Dr.  Chevalier  Jackson,  in  reply,  said,  inter  alia,  that  Dr.  Kyle's 
case  proved  how  even  large  foreign  l:)odies  could  be  safely  removed  with- 
out external  operation.  He  agreed  that  all  laryngologists  should  make 
themselves  experts  in  this  particular  method,  but  those  who  had  not  done 
so  should  not  assume  the  re.sponsibility  of  attempting  it  in  cases  w^hich 
urgently  required  treatment. 

With  regard  to  the  question  of  anaesthesia,  he  thought  his  remarks 
had  been  misunderstood.  In  certain  cases  he  did  employ  general 
anaesthesia.  In  bronchoscopy  in  adults  he  sometimes  used  local,  rarely 
general  ausesthesia,  and  occasionally  none  at  all.  In  childi'en  under  six 
years  of  age  he  employed  no  anaesthesia  at  all,  and  was  convinced  that  it 
was  not  so  disagreeable  as  tonsillectomv  without  anaesthesia. 
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( Continued  from  -p.  104.) 

Atrophic  Rhinitis  with  Ozaena :  Its  etiology  and  Surgical 
Treatment. — Francis  P.  Emerson  (Boston). — The  interest  of  the 
profession  in  the  aetiology  of  ozaena  seems  from  the  literature  to  be 
centred  upon  two  methods  of  procedure:  (1)  In  an  attempt  to  isolate  a 
specific  organism  ;  (2)  in  looking  upon  the  symptom-complex  as  due  to 
pus-producing  organisms,  causing  multiple  foci.  The  difficulty  in 
isolating  a  specific  organism  arises  from  the  innumerable  bacterial  flora, 
resulting  from  decomposition  and  secondary  infection.  The  second  pro- 
cedure does  not  admit  an  essential  or  primai-y  atrophy  as  an  intermediate 
step  in  the  disease. 

Theoretically,  a  specific  pus-producing  organism  might  cause  fcetor 
and  crusting  without  a  true  ati'ophic  process.  That  tuberculosis  and 
syphilis  are  the  underlying  causes  of  ozaena,  except  in  a  small  percentage 
of  cases,  is  not  probable.  Bosworth's  theory  of  a  preceding  purulent 
rhinitis  in  infancy  without  a  sinus  infection  is  questioned.  The  post- 
morteni  reports  of  Pearce  and  Winne  show  sinus  involvement  as  early  as 
the  second  year  in  the  course  of  the  infectious  diseases.  What  seems  to 
be  an  atrophic  process  is  always  improved  by  drainage.  Eadical  surgery, 
by  establishing  better  drainage  of  sinuses,  lessens  the  tendency  to  crust- 
formation.  Is  atrophic  rhinitis,  then,  a  misnomer?  The  general 
systemic  symptoms  are  secondary.  The  writer's  cases  have  shown  the 
morbid  process  more  often  to  be  in  the  ethmoidal  and  sphenoidal  sinuses  ; 
next  often  in  the  ethmoidal,  sphenoidal  and  frontal;  and,  last,  the 
ethmoidal,  sphenoidal  and  antrum. 

There  are  two  types  of  clinical  cases — one  the  typical  cases  of  Fraenkel, 
and  the  other  the  atypical  cases,  with  fcetor  and  crusting.  The  atypical 
cases  are  less  open  to  question  in  regard  to  sinus  involvement.  The  third 
stage  of  the  disease  is  more  easy  to  cure.  The  after-treatment  is  as 
important  as  the  surgical  exenteration.     Fcetor  does  not  indicate  a  more 
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intractable  case.  The  serious  obstacle  to  cure  arises  from  an  abnormality 
in  the  development  of  the  bony  cells.  When  such  abnormal  cells  are 
present,  certain  cases  of  ozsena  are  incurable  by  any  intra-nasal  method. 
All  cases  are  easily  re-infected,  but  respond  to  local  applications  if  the 
drainage  is  good. 

The  study  of  the  cases  presented,  and  of  similar  cases,  has  led  to  the 
belief  that  ozsena  is  the  sequel  of  a  focal  infection.  Clinically  the  course 
of  events  is  as  follows  :  a  septal  deviation  is  followed  by  a  chronic 
catarrhal  ethmoiditis  which  interferes  with  drainage  to  such  an  extent 
that  a  subsequent  active  infection  results  in  a  sinusitis.  The  fcetor  and 
crusting  are  probably  due  to  the  direct  action  of  a  specific  pus-producing 
organism  on  the  tissues,  without  any  preceding  true  atrophic  process. 
The  difficulty  in  establishing  fi-ee  drainage  where  there  is  an  abnormal 
anatomical  development  of  the  bony  cells  makes  the  cure  of  certain  cases 
of  ozsena  impossible  with  any  intra-nasal  procedure. 

Dr.  Wolff  Freudentha.l  said  some  writers  still  believe  that  tuber- 
culosis is  the  cause  of  ozsena.  He  had  not  foimd  this  to  be  the  case.  He 
had  seen  hundreds  of  cases,  of  which  not  more  than  half  a  dozen  were 
associated  with  tuberculosis.  Ozsena  begins  as  rhinitis  sicca,  the  foetor 
which  characterises  the  condition  being  produced  by  something  not  yet 
determined.  Then  rhinitis  atrophicans  develops,  and  finally  ozaena. 
The  sphenoidal  sinus  is  very  frequently  involved.  Curetting  the  sinus 
and  establishing  drainage  does  not  cure  ozaena,  though  it  may  improve 
it.  Patients  should  be  kept  under  observation,  as  good  care  is  an 
essential  part  of  the  treatment.  Some  cases  of  ozaeua  are  suddenly 
cured. 

Dr.  Robert  C.  Myles  had  never  seen  a  case  of  ozaena  begin  after 
puberty  that  did  not  have  its  origin  in  a  purulent  rhinitis  which  began 
before  puberty.  The  odour  which  characterises  ozaena  disappears  npon 
opening  the  sinuses  and  removing  crusts,  as  he  has  observed  in  a  large 
number  of  cases.  One  of  the  factors  of  atrophic  rhinitis  is  arrested 
development,  and  the  important  point  is  to  check  this  disease  before 
puberty.  If  operated  upon  between  twenty-five  and  forty  excellent 
results  are  obtainable.  He  had  done  very  little  operating  in  the  early 
stages. 

Dr.  Lee  M.  Hukd  cited  a  family  of  three  children,  two  girls  and  a 
boy,  who  were  brought  to  him  about  fifteen  years  ago  for  the  i-emoval  of 
adenoids  and  tonsils.  He  had  watched  them  from  time  to  time  since 
then,  and  all  seem  to  have  true  atrophic  rhinitis.  In  ozsena  cleaning  out 
the  sinuses  will  relieve  the  rhinitis  and  the  patients  will  do  well. 
Clearing  out  the  ethmoid  and  correcting  deflections  of  the  septum  will 
also  prove  beneficial.  The  Bacillus  bulgaricus,  given  in  the  form  of  sour 
milk,  zoolak,  etc.,  forms  an  important  part  of  the  medical  treatment. 

Dr.  Dunbar  Roy  reported  having  examined  over  3000  negroes  during 
tlie  last  three  years  in  connection  with  the  medical  college,  and  he  had 
found  only  one  case  of  atrophic  rhinitis  and  but  few  sinus  troubles 
among  them.  The  sinuses  of  negroes  were  free  from  pus  formation. 
This  might  bear  some  relation  to  the  question  of  atrophic  and  ozsenous 
conditions  being  due  in  part  to  sinus  involvement.  These  patients  have 
fiat  noses  and  large  cavities,  and  also  a  gelatinous  condition  of  the 
turbinates,  but  atrophic  rhinitis  and  ozsena,  in  his  experience,  are 
practically  unknown  among  them. 

Dr.  John  R.  Winslow  asked  why,  if  atrophic  rhinitis  be  due  to  nasal 
accessory  sinus  disease,  it  begins  at  an  age  when  the  sinuses  are  least 
developed,  i.  e.  in  childhood.      If  not  due  to  this,  why  is  there  such  an 
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euorinous  diminution  in  the  number  of  these  cases  since  nasal  sinus 
surgei'v  has  been  developed  ?  These  cases  are  now  so  much  rarer  that 
the  Ozaena  Commission  had  found  it  difficult  to  find  men  with  sufficient 
experience  to  serve  on  that  commission.  He  concurred  in  tlie  belief  of 
Dr.  Freudenthal  that  there  are  at  least  two  distinct  pathologic  conditions, 
designated  under  a  common  name. 

Dr.  Emerson,  in  closing  the  discussion,  said  he  did  not  expect  to 
settle  any  of  the  controversial  questions  involved  in  the  subject  under 
discussion.  On  the  other  hand,  he  merely  wished  to  give  a  personal 
experience  covering  cases  of  the  worst  type  of  what  not  only  he  but  others 
have  called  ozsena. 

Suspension  Laryngoscopy,  with  Demonstration  of  Method. — 
Wolff  Freudenthal. — Suspension  laryngoscopy  had  been  employed  by 
the  author  for  more  than  nine  months.  The  method,  previously  described 
in  full  in  the  Medical  Record  for  February  22,  1913,  was  not  given  in 
detail  in  the  paper.  Certain  additional  points,  however,  were  emphasised. 
(1)  Grood  illumination  is  an  essential  feature  of  suspension  laryngoscopy. 
The  best  for  operative  work  is  the  Kirstein  headlight.  For  other  work 
a  small  lamp  (or  two)  attached  sideways  maybe  helpful.  (2)  A  room  that 
can  be  darkened,  absolute  darkness  being  unnecessary.  (3)  An  assistant 
experienced  with  handling  the  apparatus.  (4)  Satisfactory  means  for 
holding  down  the  epiglottis.  The  author  has  devised  an  instrument  which 
consists  of  a  silver  wire  fastened  in  the  groove  of  the  spatula  and  ending 
in  two  thickened  points.  These  can  be  pushed  forward,  and  when  they 
are  in  that  position  the  epiglottis  will  remain  in  sitn.  By  means  of  a  hook 
the  wire  can  be  brought  forward  or  backward.  Albrecht,  of  Berlin,  has 
published  a  similar  modification  of  a  tongue-holder. 

Among  the  cases  treated  by  means  of  suspension  laryngoscopy,  the 
author  detailed  cases  of  tuberculosis  of  the  larynx,  abscess  formations, 
tonsillectomies,  papillomata  of  the  larynx  in  children,  benign  neoplasms 
in  adults,  and  foreign  bodies  in  the  larynx  and  pharynx. 

Dr.  John  "W".  Murphy  had  expei'ienced  a  little  difficulty  at  first  in 
introducing  the  speculum.  He  does  not  follow  the  tongue,  but  the 
pharyngeal  wall  instead,  finding  this  the  more  satisfactory  procedure. 
In  removing  an  enormous  papilloma  he  had  found  it  much  easier  to  work 
with  the  suspension  apparatus.  The  assistant  can  make  pressure  over 
the  larynx  and  In'ing  the  anterior  commissure  into  view.  He  cited  a  case 
in  which  the  patient  was  suspended  for  twenty-five  minutes.  This  man 
had  a  very  tolerant  larynx,  and  found  tliat  when  the  instrument  was 
properly  placed  it  was  no  more  uncomfortable  than  the  ordinary  mouth- 
gag.  Tlie  head  of  the  patient  should  not  be  raised,  but  should  be  turned 
to  the  side.  The  Albrecht  instrument  would  prove  an  addition  to  this 
work.  By  following  the  pharynx  and  not  the  tongue  the  Albrecht 
instrument  comes  readily  into  place. 

Dr.  H.  HoLBEOOK  Curtis  referred  to  a  case  in  which  he  had  found  it 
impossible  to  introduce  the  Jackson  laryngoscope,  and  in  which  a  number 
of  expert  laryngologists  had  failed  to  introduce  the  straight  speculum. 
He  took  the  patient  to  Dr.  Freudenthal,  who  successfully  employed  this 
suspension  apparatus.  In  the  removal  of  papillomata  and  other  growths 
from  the  pharynx  and  larynx  this  method  seemed  a  distinct  step  in 
advance.  In  the  case  cited  the  girl  had  recurrent  papillomata.  He  had 
removed  a  firm  growth  almost  occluding  the  larynx  by  the  indirect 
method,  but  was  amazed  by  the  facility  with  which  the  operation  might 
have  been  performed  by  use  of  the  suspension  apparatus. 
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Dr.  Freudenthal  preferred  to  use  the  headlight  for  the  reason  that 
the  light  at  the  end  of  the  speculum  is  apt  to  he  obscured  by  blood.  He 
had  never  tried  the  method  on  the  cadaver,  but  had  emplo3'ed  it  imme- 
diately upon  the  living  subject.  The  head  is  lowered  gradually  and  the 
Albrecht  instrument  slipped  in  slowly.  In  cases  with  abscess-formation, 
for  example,  he  knew  of  nothing  better  than  the  method  under  dis- 
cussion. For  the  removal  of  growths  on  the  posterior  wall  this  method 
is  advantageous,  as  it  is  very  difficult  to  hold  the  instrument  in  the 
larynx  by  the  straight  method. 

The  Treatment  of  Persistent  Otorrhcea  in  Infants  and  Young 
Children  by  the  Establishment  of  Post- Auricular  Drainage. — 
Wendell  C.  Phillips  (New  York  City). — By  persistent  otorrhcea  in 
infants  and  voung  children  the  author  means  cases  in  which  an  acute 
purulent  inflammatory  process  invades  the  middle-ear  space,  and  con- 
tinues without  abatement  for  an  indeterminate  period  after  the  usual  five 
to  thirty  days,  which  ordinarily  may  be  considered  as  its  normal  course. 
This  type  of  purulent  otitis  media  should  be  differentiated  from  that 
other  rather  common  class,  which  may  be  termed  "  recurrent,"  in  which 
recovery  takes  place  from  each  attack  only  to  be  followed  by  recurrence 
at  varying  intervals,  usually  as  a  result  of  an  acute  rhinitis.  It  soon 
becomes  evident,  in  the  persistent  otorrhcea,  that  the  small  tympanic 
cavity  proper  could  not  secrete  the  amount  of  pus  Avhich  flows  from  the 
ear,  and  one  is  forced  to  the  conclusion  that  the  aditus  and  mastoid 
antrum  at  least  must  be  involved.  When  the  discharge  has  continued 
beyond  about  the  third  week  it  may  be  concluded  that  the  case  is  rapidly 
becoming  chronic  and  that  different  treatment  is  demanded.  All  the 
usual  non-surgical  measures  having  failed,  the  wisdom  of  surgical  inter- 
ference must  be  considered.  In  the  author's  opinion,  the  safest  and 
most  rational  measure  is  the  establishment  of  post-auricular  drainage, 
and  hence  through-and-through  drainage,  by  means  of  the  simple 
mastoid  operation.  The  reasons  for  this  are  as  follows :  (1)  It  quickly 
terminates  an  otherwise  persistent  otorrhcea.  (2)  It  insures  against  an 
extension  of  local  bone  necrosis.  (3)  It  pi-events  the  case  from  becoming 
a  chronic  purulent  otitis  media,  with  offensive  discharge,  loss  of  hearing, 
bone  necrosis,  and  possible  fatal  complications.  (4)  It  accomplishes 
restoration  and  retention  of  the  hearing  function. 

In  a  considerable  number  of  operations  he  had  been  surprised  at  the 
frequency  with  which  the  pus  escapes  under  pressure  through  the  opening 
made  into  the  mastoid  antrum.  Granulation-tissue  is  also  present,  and 
in  several  cases  an  exposed  sinus  or  dura  had  been  found.  These  cases 
operated  upon  have  complained  of  discharge  for  from  six  weeks  to  five 
years.  In  the  more  chronic  ones  the  simple  mastoid  operation  has  some- 
times proved  insufficient,  and  the  radical  mastoid  operation  has  become 
necessary.  In  young  children,  when  performed  any  time  between  four 
weeks  and  three  months,  the  results  have  been  most  favourable. 

Dr.  Samuel  J.  Kopetskt  emphasised  the  point  brought  out  by  Dr. 
Phillips  that  these  cases  have  passed  the  acute  stage,  and  do  not  at  the 
time  of  operation  present  the  usual  classical  signs  of  acute  mastoiditis, 
but  they  present  evidence  of  a  tendency  toward  chronicity.  If  it  is 
proved,  as  Dr.  Phillips  seems  to  report,  that  one  can  accomplish  a  cm  e  in 
these  cases  by  the  simple  mastoid  operation,  then,  under  these  circum- 
stances, this  operation  should  be  resorted  to  oftener  than  it  is  performed 
at  the  present  time,  because  it  will  save  the  hearing,  and  in  many 
instances   prevent   the    performance   of    the   radical  and   all   that  this 
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implies.  Under  Dr.  Phillip's  directioii  he  had  operated  upon  three 
such  chronic  suppurative  cases  in  adults,  who  had  been  suffering  from 
discharging  ears  for  over  a  year.  The  results  of  all  these  cases  will  Idc 
published  subsequently. 

Dr.  James  F.  McCaw  emphasised  the  significance  of  persistent  dis- 
charge, which  he  considered  as  evidence  of  involvement  of  the  antrum  at 
least.  He  did  not  believe  it  could  be  cured  without  post-aui-icular 
drainage  or  more  radical  procedure.  He  had  operated  many  times 
in  the  presence  of  thick,  persistent  discharge,  and  which  could  not  be 
cured  by  other  measures,  with  most  satisfactory  results. 

Dr.  William  B.  Chamberlin  had  made  it  a  rule,  both  in  private  and 
hospital  practice,  to  operate  upon  the  class  of  cases  under  discussion 
after  six  weeks,  even  in  the  absence  of  swelling,  mastoid  tenderness,  and 
obliteration  of  the  post-auricular  fold.  It  had  been  a  surprise  to  him  to 
find  how  often  the  pus  was  under  pressure.  In  no  case  hail  he  failed 
to  get  good  results.  The  child  comes  eventually  to  radical  mastoid 
operation,  with  considerable  loss  of  hearing,  if  this  is  not  done. 

Dr.  Henry  O.  Reik  asked  Dr.  Phillips  why  this  operation  is  dis- 
tinguished by  a  special  title — "  post-auricular  drainage  " — if,  as  appeared 
from  his  description,  it  is  a  simple  mastoidectomy.  And  if  it  differs  in  any 
way  from  the  oi'dinary  simple  mastoidectomy,  in  what  respect  does  it  differ. 
In  addition,  the  arguments  adduced  in  favour  of  this  operation  sounded 
strangely  like  those  offered  some  little  time  ago  by  Mr.  Heath,  who  was 
severely  criticised  because,  it  was  said,  his  leaning  was  toward  operating 
upon  every  case  of  suppurative  otitis  media. 

Dr.  EwiNG  W.  Day  has  an  X-ray  picture  taken,  and  if  pvis  in  the 
antrum  is  demonstrated  he  operates,  if  pus  is  not  demonstrated  he  does 
not  operate.  These  are  mostly  clinical  cases — children  whose  vitality 
is  below  par,  and  whose  resistance  is  poor,  but  it  has  been  found  that 
they  respond  very  well  to  treatment  with  vaccines.  In  private  cases  he 
has  found  that  the  vaccines  do  no  good  whatever. 

Dr.  John  F.  Gulp  cited  the  case  of  a  little  child,  sent  to  him  by  the 
family  physician,  with  a  tentative  diagnosis  of  mastoiditis.  There  was 
a  history  of  three  attacks  of  discharge  from  the  ear  within  six  months. 
Examination  revealed  none  of  the  signs  of  mastoiditis,  and  the  patient 
was  sent  home,  with  the  suggestion  that  the  physician  keep  it  under 
observation.  About  two  weeks  later  the  child  contracted  a  cold,  a 
swelling  appeared  behind  the  ear,  was  operated  upon  by  his  assistant, 
and  complete  destruction  of  the  mastoid  was  found.  The  lateral  sinus 
was  exposed.  He  regretted  that  he  had  not  heard  Dr.  Phillips'  paper 
before  he  saw  the  case  the  first  time. 

Dr.  D.  J.  GriBB  WiSHART  thought  the  point  well  taken  by  Dr.  Eeik 
that  the  title  of  the  paper  hardly  brings  out  the  meaning  which  the 
author  has  in  view.  He  illustrated  the  point  by  citing  a  case  upon  which 
he  operated  three  days  before  he  left  home.  The  patient,  a  man,  with  an 
acute  otitis  media  and  discharge  from  the  ear,  was  taken  into  the 
hospital,  kept  there  for  five  weeks,  and  then  sent  home.  At  the  end  of 
seven  weeks  thereafter,  during  which  time  the  ear  had  been  discharging, 
he  was  brought  to  the  speaker,  who  found  that  the  family  physician  had 
made  four  or  five  incisions  behind  the  ear,  down  to  the  bone,  from  all  of 
which  pus  was  oozing.  There  was  plenty  of  post-auricular  drainage,  but 
the  patient  was  very  badly  in  need  of  a  mastoid  operation.  He  had  been 
in  the  habit  of  operating  iipon  these  cases,  in  adults  and  children,  exactly 
in  line  with  the  paper,  because  he  believed  that  by  this  means  tlie 
patient's  hearing  can  be  saved. 
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Dr.  Phillips,  iu  reply,  said  he  had  had  some  X-ray  pictures  taken, 
but  they  are  of  no  assistance  beyond  the  antrum,  for  the  reason  that  in 
young  infants  there  are  no  mastoid-cells.  He  believed  success  in  these 
cases  is  due  to  the  through-and-through  drainage,  just  as  described  in 
the  paper.  He  had  distinctly  stated  that  it  was  a  simple  mastoid  opera- 
tion. The  comparison  with  Heath's  operation  was  interesting.  The 
cases  in  which  Heath  gets  favourable  results  are  those  in  which  he  does 
the  simple  mastoid  operation ;  those  in  wliich  he  gets  unfavourable 
results  ai*e  those  which  require  radical  mastoid  operation. 


^b5itr;ii-tji. 

NOSE. 

Paget,  Owen  F. — Adenoids  as  the  Parents  of  the  Incapable  Nose. 
"  Australasian  Medical  Gazette,"  Januai'v  31,  1914. 
Paget  has  found  adenoids  as  common,  if  not  more  so,  in  the  perfectly 
dry  atmosjihere  of  Western  Australia  as  in  the  damp  one  of  London. 
It  is  difficult  to  find  factors  common  in  London  and  Western  Australia. 
The  only  three  apparent  are,  bottle-feeding  of  babies  ;  the  large  use  of 
patent  foods ;  Western  Australian  mothers  believe  in  soft  food  for 
children.  Constant  sucking  of  a  rubber  nipple  Iirings  aliout  a  Bier's 
suction  effect  in  the  naso-pharynx.  The  nature  of  the  food  given  leads 
to  deficient  lime-salts  in  the  bones,  the  soft  bones  being  subject  to 
atmospheric  pressure  from  without.  A  partial  vacuum  being  created  by 
the  constant  sucking,  displacement  takes  place.  A   J.  Brady. 

Bonnier,  Pierre  (Paris). — Haemorrhoids  and  Bulbar  Tonicity.  "  Archiv. 
Internat.  de  Larvugol.,  d'Otolog.,  et  Ehinolog.,"  July-August, 
1913. 

Among  the  disorders  of  the  bulbar  regulating  centres,  which  as  a 
whole  constitute  what  one  calls  arthritism,  haemorrhoidal  crises,  be  it  by 
their  paroxysmal  character  or  by  the  facility  of  their  alternation  with 
other  manifestations  arising  from  the  neighbouring  bull^ar  centres,  clearly 
affirm  their  nuclear  origin.  The  centres  of  the  hsemorrhoidal  region  in 
the  bulb  occupy  the  inferior  part  of  the  column  of  the  digestive  centres. 
These  centres  are  in  association  through  the  fifth  cranial  nerve  with 
certain  areas  on  the  nasal  mucosa  of  the  inferior  turbinate.  The  point 
corresponding  to  the  haemon-hoidal  centres  in  the  nose  is  situated  behind 
the  genital  segment,  and  below  the  utero-vesical  segment  and  the  sciatic 
point.  This  region  of  tlie  head  of  the  inferior  turbinate  allows  us  by 
slight  cauterisation  to  favourably  influence  amenorrhoea,  dysmenorrhoea, 
leucorrho?a,  gonorrhoea,  impotence,  genital  excitation,  the  internal  secretions 
necessary  to  growth,  the  general  tonicity,  and  to  that  aggregate  of  moral 
and  physical  tonicities  to  which  we  have  popularly  given  the  physiological 
name  of  virility,  arterial  tension,  and  the  anatomical  and  physiological 
state  of  the  urinary  apparatus. 

Higher  up,  one  reaches  the  sensitive  bundle  for  the  chiasma.  Here 
one  can  cause  the  disappearance  of  sciatica  and  lumbago.  The  centres  of 
rectal  and  anal  tonicity  with  the  tenesmus,  incontinence,  prolapse,  anal 
catarrh,  dystrophy  of  "the  venous  walls,  haemorrhoids,  fissures,  perverse 
innervations  of  the  motor  and  the  sensory  centres  of  this  apparatus  are 
found  in  the  bulb  at  the  foot  of  the  centre  for  the  trigeminal  fibres,  which 
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arise  from  this  nasal  point.  The  awakening  of  these  centres  causes  the 
disappearance  of  troubles  even  of  remote  onset  arising  from  their  derange- 
ment. Bonnier  gives  notes  of  some  twenty-one  diverse  cases  of  the  afore- 
mentioned disorders,  in  which  cauterisation  of  these  nasal  areas  has 
produced  favourable  results.  /.  D.  LitJtgovj. 

Paget,  Owen. — A  Simple  Suggestion  for  the  Prevention  of  Pneumono- 
koniosis,  Pulmonary  Tuberculosis,  and  Allied  Disorders.  "Aus- 
tralasian Medical  G-azette,"  December  20,  1913. 
The  nose  is  the  filter  of  the  lungs.  Proper  filtration  stands  for  the 
abolition  of  pneumonokoniosis  and  allied  disorders.  It  should  cause 
an  enormous  diminution  in  pulmonary  tuberculosis,  pneumonia,  influenza, 
etc.  Operatives  in  mines  and  factories  will  not  suffer  from  their  occupa- 
tions. The  form  of  nasal  obstruction  here  discussed  is  not  due  to 
adenoids  or  to  any  intra-nasal  growths  or  deformities.  It  is  due  to  the 
lateral  cartilages  of  the  nose  being  pressed  by  positive  air-pressure  against 
the  septum.  The  levator  muscles  of  the  alse  have  become  atrophied  by 
disease.  As  remedies  we  have — (1)  education  of  the  nasal  muscles, 
which  can  only  be  done  with  children  in  their  school  drill.  (2)  Operation. 
On  no  account  should  any  operation  on  the  interior  of  the  nose  be  done. 
A  buried  suture  attaching  the  cartilage  to  the  nasal  bone  is  all  that  is 
required.     (3)  The  use  of  silver  nasal  props  or  supports. 

A.  J.  Brady. 

Ritchie,  Delman. — An  Unusual  Case  of  Osteoma  of  the  Superior  Maxilla 
"Laryngoscope,"  February,  1913. 

The  patient,  an  adult  male,  had  had  complete  nasal  stenosis  for 
seventeen  years.  Two  previous  operations  had  been  performed,  one 
through  the  natural  passages  and  the  other  by  an  incision  in  the  left  side 
of  the  nose,  which  had  left  a  discharging  sinus  near  the  left  inner  canthus. 
Examination  showed  the  nose  to  be  completely  filled  on  both  sides  with  a 
bony  mass,  which  also  filled  the  naso-phaiynx  and  pushed  the  left  eye 
upwards  and  outwards,  producing  diplopia.  An  exostosis  of  ivory  hard- 
ness was  removed  piecemeal  through  an  incision  down  the  left  side  of  the 
nose  with  an  extension  below  the  left  oi'bit.  The  mass  was  the  size  of  a 
fist,  had  extended  into  both  antra,  caused  practically  complete  disappear- 
ance of  the  septum  and  most  of  the  ethmoidal  cells. 

Recovery  was  uneventful,  and  three  months  later  there  was  no 
recurrence.  A.  J.  Wright. 


LARYNX    AND    TRACHEA. 

Menzel,  K.  M.  (Vienna). — On  the  Question  of  Displacement  of  the  Larynx 
and  Trachea  due  to  Changes  in  the  Thoracic  Organs.  "  Archiv. 
fiir  Laryngol.,"  vol.  xxviii.  Part  I. 

The  writer  describes  a  case  of  bronchial  carcinoma  of  the  left  lung, 
in  which,  by  a  combination  of  contraction  and  tumour-formation,  there 
resulted  an  unusual  variety  of  displacement  of  the  larynx  and  trachea. 
While  the  trachea,  especially  its  lower  end,  was  drawn  over  to  the  left 
side,  the  larynx  was  not  only  displaced  towards  the  right  side,  but  pushed 
upward  toward  the  hyoid  bone,  and  rotated  on  its  long  axis  somewhat  to 
the  left. 

Experimental  researches  carried  out  on  the  dead  body  showed  that 
moderate  displacement  of  the  lower  end  of  the  trachea  affected  the  trachea 
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alone,  the  larynx  remaining  in  its  normal  position  in  the  mid-line. 
Marked  displacement  affected  the  larynx  only  to  a  slight  degree,  and  in 
such  a  way  that  its  long  axis  assumed  a  somewhat  oblique  direction,  and 
the  plane  passing  throiagh  the  upper  margins  of  the  thyroid  cartilage 
came  to  be  inclined  at  a  greater  or  less  angle  to  the  horizontal.  It  was, 
however,  not  found  possible  to  reproduce  experimentally  a  dislocation  of 
the  larynx  across  the  mid-line  towards  the  side  opposite  to  that  to  which 
the  lower  end  of  the  trachea  was  displaced,  that  is,  the  variety  of  disloca- 
tion present  in  the  case  reported.  In  order  to  produce  such  a  displace- 
ment it  seems  to  be  necessary  that  the  trachea  be  displaced  laterally  and 
pushed  upward,  and  that  its  walls  possess  a  considerable  degree  of  rigidity, 
such  as  the  trachea  of  the  dead  body,  owing  to  loss  of  muscular  tonus 
and  collapse  of  blood-vessels,  does  not  possess.  The  jjost-^nortem  examina- 
tion in  the  writer's  case  showed  that,  OAving  to  the  considerable 
development  of  tumour  masses  in  the  upper  lobe  of  the  left  lung,  the 
trachea  had  been  pushed  upward  and  to  the  right  as  though  it  were  being 
thrust  out  of  the  thorax. 

The  author,  on  anatomical  grounds,  regards  a  dislocation  of  the  larynx 
towards  the  opposite  side  as  impossible  in  a  case  of  uncomplicated  aortic 
aneurysm,  such  as  that  reported  by  Curschmann.  He  also  questions  the 
possibility  of  a  variety  of  displacement  described  by  Curschmann  as 
occurring  in  certain  other  cases,  in  which  the  laryngo-tracheal  tube  as  a 
whole  is  said  to  be  drawn  or  pushed  to  one  side  in  such  a  way  that  its 
axis  runs  parallel  Avith  the  mid-line.  The  author  never  succeeded  in  pro- 
ducing experimentally  such  a  displacement,  and  regards  it  as  inconsistent 
with  the  mode  of  attachment  of  the  laryngo-tracheal  tube. 

Thovias  Guthrie, 


THYROID  GLAND. 


Pern,  S. — Some  Congenital  Abnormalities  of  the  Thyroid  Gland 
"Australian  Med.  Jouru.,"  June  21,  1913. 
Pern  states  that  heredity  has  an  enormous  influence  in  the  production 
of  thyro-toxic  goitre.  A  marked  diversity  of  type  occurs,  from  typical 
Grraves's  disease  to  thyroid  insufficiency.  In  a  few  generations  of  goitre 
some  of  the  children  are  born  with  degenerative  goitres,  or  even  become 
cretins.  A  deficiency  of  lime  in  the  system  is  largely  productive  of  the 
symptoms  of  thyro-toxic  goitres  of  the  type  found  in  Graves's  disease, 
the  administration  of  calc.  lact.  has  a  most  beneficial  effect.  For  the 
degenerative  type  thyroid  extract  is  the  remedy.  A.  J.  Brady. 


EAR. 

Frey,  Hugo. — A  Contribution  to  the  Anatomy  of  the  Temporal  Bone. 

"  Archiv.  f.  Ohrenheilk.,"  Bd.  Ivxiii. 
The  aiithor  confines  himself  chiefly  to  a  minute  consideration  of  the 
sutural  relations  which  exist  between  the  squamous  portion  and  the  rest 
of  the  temporal  bone,  and  endeavours  to  simplify  as  well  as  add  to  the 
existing  nomenclature  used  in  the  descriptive  anatomy  of  this  bone.  His 
investigations  are  based  on  a  study  of  the  anatomy  of  the  temporal  bone 
(1)  of  an  infant,  (2)  of  a  youth,  and  (3)  of  an  adult.  He  has  also  derived 
help  from  a  temporal  bone  in  his  possession,  the  squamous  portion  of 
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which  can  be  disarticulated  from  the  rest  of  the  boue  without  ai*tificial 
means.  The  conclusions  arrive'd  at  may  be  briefly  summarised  as  follows  : 
Extending  downwai'ds  from  the  linea  temporalis  there  is  a  more  or  less 
triangular  portion  of  the  squama  which  is  applied  to  the  facies  mastoidea 
of  the  petrous  bone  and  helps  in  the  formation  of  the  mastoid  process 
— the  appendix  mastoideus  squamae. 

The  facies  mastoidea  of  the  petrous  bone  is  continued  towards  the 
aditus  ad  antrum  as  a  triangular  field  which  forms  the  substructure  of 
the  posterior  wall  of  the  external  auditory  meatus.  It  ends  internally  in 
a  small  tuberosity — the  tuberculum  antri. 

A  more  or  less  pronounced  vessel  groove  runs  across  the  processus 
articularis — sulcus  articularis. 

The  pars  squamosa  is  united  to  the  pars  petrosa  by  a  squamous 
suture.  Its  visible  edges  may  be  called  fissurse  petrosquamosar*  and 
have  the  following  subdivisions  :  From  the  incisura  parietalis  to  the 
internal  angle  between  the  petrosum  and  squamosum  F.  petrosquamosa 
interna.  From  this  point  to  the  medial  end  of  the  F.  tympanosquamosa 
(lateral  end  of  pars  fissura  tegmen  tympani) — F.  petrosquamosa  externa 
anterior. 

The  F.  petrosquamosa  ext.  post,  (pars  meatus)  begins  where  the  tym- 
panic edge  of  the  squama  is  applied  to  the  prominentia  epitympanica 
(Spee)  and  extends  to  the  apex  of  the  appendix  mastoidea  squamse. 
The  pars  mastoidea  of  this  fissure  extends  from  the  latter  point  to  the 
incisura  parietalis.  The  latter  is  identical  with  what  is  known  as  the 
F.  mastoideosquamosa.  The  pars  tympanica  imites  with  the  pars 
fissurae  tegm.  tympani,  and  is  only  separated  from  it  latterly  to  a 
small  extent  by  the  F.  petrotympanica  (F.  Glasseri).  The  outer  part  of 
its  anterior  limb  unites  with  the  pars  squamosa,  F.  tympanosquamosa 
ant.  (otherwise  known  as  the  F.  tympanosquamosa).  The  upper  edge 
of  the  posterior  wall  of  the  pars  tympanica  forms,  by  applying  itself  to 
the  squama,  the  F.  tympanosquamosa  post,  (at  present  known  as  F. 
tympanomastoidea).  This  fissure,  however,  corresponds  in  part  with 
the  pars  meatus  of  the  F.  petrosquamosa  externa  post.,  which  should 
always  be  implied  when  the  former  is  mentioned,  the  name  F.  tympano- 
squamosa being  sufficient  without  any  addition  to  designate  the  above- 
mentioned  F.  tympanosquamosa  ant.  To  fully  appreciate  this  work  it 
would  be  necessary  to  read  the  original  article  and  consult  the  accom- 
panying figures.  /.  B.  Horgan. 

Law,  Fred.  M. — Radiography  as  an  aid  in  the  Diagnosis  of  Mastoid 
Disease.  "Annals  of  Otology,  etc.,"  xxii,  p.  635. 
In  a  short  paper  the  author  demonstrates  that  a  radiograph  of  the 
mastoid  will  show — the  size  and  extent  of  the  mastoid  cells  ;  the  presence 
of  pathological  material ;  sometimes  the  presence  of  sclerosis  ;  the  presence 
of  cholesteatoma  ;  the  approximate  size  and  position  of  the  lateral  sinus 
and  emissary  vein.  Macleod  Yearsley. 

Stewart,  Wm.  H.— Radiographic  Findings  Illustrating  the  Anatomic 

Development  of  the  Mastoid  Bone.     "Annals  of  Otology,  etc.," 

xxii,  p.  678. 

The  results  of  Stewart's  investigations  have  been  partially  successful 

in  demonstrating — (1)  that  we  frequently  have  distinct  and  well-formed 

pneumatic  cells  as  early  as  two  years.     (2)  That  there  is  a  wide  variance 

in  the  character,  location,  and  extent  of  the  mastoid  cells  under  ten  years. 

(3)  That  given  six  children  of  any  age,  say  five  years,  no  two  will  have 
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mastoids  alike.  (4)  That  the  generally  accepted  view  that  the  cells  are 
of  the  same  character  on  both  sides  is  not  true  in  all  cases — ^the  authors' 
experience  with  the  normal  will  show  that  while  the  majority  have  a 
great  similarity  on  both  sides,  in  about  15  per  cent,  there  is  considerable 
variance  in  the  character.  (5)  That  the  mastoid  cells  of  the  pneumatic 
type  may  extend  into  the  occipital  bone  back  of  the  sigmoid  portion 
of  the  lateral  sinus  ;  into  the  squamous  portion  of  the  temporal ;  and 
above  the  external  auditory  canal  to  the  root  of  the  zygoma.  (6)  That 
with  a  fairly  intelligent  child  the  radiographic  examination  will  clearly 
show  the  character  and  location  of  the  mastoid  cells  in  their  relation  to 
the  lateral  sinus,  the  external  auditory  canal  and  the  tegmen  tympani. 
The  paper  is  illustrated  by  nine  plates.  Macleod  Yearsley. 

Beck,  Oscar. — Bone-conduction  in  Syphilis.     "  Monats.  f .  Ohrenh.,"  Year 

47,  No.  8. 

This  is  a  readable  and  concise  article  on  certain  phenomena  which 
have  been  observed  and  investigated  by  the  author. 

Beck  has  noted  that  it  is  very  common  to  find  the  bone-conduction 
much  shortened  in  syphilis  during  the  "  secondary  "  period  of  the  disease. 
A  table  is  published  illustrating  this  point  by  comparative  observation  on 
both  luetic  and  non-luetic  aural  lesions  taken  without  selection,  and  he 
graphically  records  his  findings  by  the  following  diagrams. 
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Laesio  auris  int.         Laesio  auris  int.  Obstructive  Obstructive 

non  luetica.  hietica.  middle-ear  lesion,        middle-ear  lesion 

non-luetic.  under  influence  of 

syphilis. 

Two  cases  reported  are  mest  striking.  A  young  girl  came  to  the 
clinic  complaining  of  fever,  headache,  and  pain  in  the  ear  of  some  days' 
duration.  Membraua  tympani  red  and  swollen  and  postero-superior 
quadrant  bulging ;  other  details  obscured.  Weber  to  the  afEected  side, 
where  also  the  range  for  speech  was  much  reduced  :  Air-conduction  almost 
normal,  and  bone-conduction  certainly  not  lengthened.  Diagnosis  made  : 
Otitis  media  suppurativa  acuta,  most  probably  luetic.  Syphilis  was  ad- 
mitted and  Wassermann  proved  positive.  The  fact  that  with  an  acute 
middle-ear  lesion  the  bone-conduction  was  not  leagthened  was  one  of  the 
main  reasons  for  giving  this  diagnosis.  Beck  contends  that  a  shortening 
of  bone-conduction  must  have  existed  in  this  ear  before  the  onset  of  the 
middle-ear  affection,  and  that  the  lengthening  of  bone- conduction  due  to 
middle-ear  involvement  had  in  this  case  made  a  really  shortened  bone- 
conduction  appear  as  normal. 

An  engineer  was  sent  to  him  for  examination  of  the  ears  prior  to  an 
injection  of  salvarsan— a  primary  lesion  had  been  diagnosed  on  the  find- 
ing of  spirochaetes.  Wassermann,  however,  was  negative,  and  no  glandular 
or  other  signs  could  be  detected.  Since  the  bone-conduction  on  each  side 
was  much  reduced  with  otherwise  normal  ears  Beck  recrarded  the  case  as 
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oue  iu  wliicb  general  iafectiou  had  already  taken  place,  although  tliis  was 
not  the  view  of  the  dermatologist  wlio  had  sent  the  patient.  The  man 
was  treated  with  salvarsaa  and  mercury  for  half  a  year  without  any  sym- 
ptom appearing,  but  the  bone-conduction  remained  shortened,  anil  very 
soon  a  papular  eruption  appeared  on  the  lips  and  tonsils.  The  Wasser- 
mann  now  gave  a  positive  result.  Beck  has  never  found  salvarsan  au'l 
mercury  cause  an  alteration  in  this  shortened  bone-conduction. 

It  is  not  easy  to  determine  the  solution  of  this  symptom.  At  first  he 
had  supposed  it  to  be  in  relation  to  the  blood-pressure,  but  this  was 
found  inaccurate.  He  thinks,  however,  there  is  good  reason  to  suppose 
that  it  is  associated  with  an  increased  pressure  of  the  cerebro-spinal  fluid, 
and  has  noted  that,  with  the  exception  of  one  case,  the  effect  on  the 
shortening — i.  e.  restoration— of  bone-conduction  could  be  demonstrated 
some  three  hours  after  the  removal  of,  on  the  average,  si.x  cubic  centi- 
metres of  fluid.  He  suggests  that  this  rise  of  pressure  in  the  cerebro- 
spinal fluid  may  also  account  for  the  increase  iu  the  skin  and  tendon-reflexes 
which  occurs  in  connection  Avith  syphilitic  exanthemata ;  although  it  is 
further  remarkable  that  the  amount  of  the  shortening  of  bone-conduction 
wiU  at  times  vary  on  the  two  sides  in  the  same  patient,  as  the  follow- 
ing case  illustrated :  A  housemaid,  aged  twenty -five,  with  a  positive 
Wassermaun  reaction  and  a  history  of  primary  affection  three  weeks 
previously.  The  membranum  tympani  and  middle  ear  were  normal  on  each 
side,  but  the  bone-conduction,  as  estimated  by  the  electrical  tuning-fork 
devised  by  TJrbantschitsch,  was  about  twice  as  long  on  the  left  side  com- 
pared with  the  right.  The  reflexes  on  the  left  side  were  markedly 
increased.  In  this  patient,  therefore,  the  decreased  bone-conduction  on 
the  right  side — that  is,  the  side  on  which  the  intracranial  pressure  was 
greater  according  to  this  hypothesis — was  associated  with  an  exaggeration 
of  the  reflexes  on  the  contralateral  side,  a  circumstance  that  would  tend  to 
support  this  theory  of  the  causal  relation  of  raised  pressure  within  the 
skull  and  shortening  of  bone-conduction. 

The  electrical  timing-fork  alluded  to  is  an  instrument  which  has 
apparently  already  been  demonstrated  in  Vienna,  and  which  enables  the 
amount  of  bone-conduction  to  be  accurately  compared  and  recorded. 

Alex.  R.  Tweedie. 


MISCELLANEOUS. 

Harmer,  Douglas. — The  Treatment  of  Inflammatory  Conditions  in  the 
Upper  Air-Passages  by  Vaccines.  "  Proc.  Kuv.  Soc.  Med.,'" 
March,  1914,  Med.  Sect.,  p.  108. 

From  a  discussion  on  "  Vaccines  from  the  Standpoint  of  the 
Physician."  The  author  finds  that  some  people  are  very  sensitive,  and 
reactions,  both  general  and  local,  are  more  frequent  than  is  generally 
supposed.  The  introduction  of  sensitised  vaccines  enables  large  doses  to 
be  given,  which  are  necessary  in  the  more  acute  infections.  In  acute 
streptococcus  infection  doses  of  100,  500,  and  1000  million  can  be  given 
on  three  succeeding  days.  Good  results  are  got  in  cases  of  acute  strepto- 
coccus infection.  The  pneumococcal  cases  are  disappointing,  perhaps 
because  of  the  varying  strains  of  pneumococci ;  also  the  pneumococci  are 
difficult  to  sensitise. 

Colds,  pharyngitis  and  laryngitis  are  usually  due  to  combined  in- 
fection with  pneumococsus  and  catarrhalis  or  pneumococcus  and  influenza. 
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Ill  fourteen  cases  treated  with  influenza  and  pneumococcus  vaccine, 
definite  improvement  was  noted  in  eight,  and  in  fifteen  cases  treated  with 
pneumococcus  and  catarrhalis,  improvement  was  got  in  eleven. 

In  chronic  sinusitis  streptococcus  and  Friedh'inder  vaccines  gave  good 
results  ;  pneumococcus,  influenza,  staph^dococcus,  and  coliform  organisms 
were  valueless.  Two  cases  of  sinus  suppuration  treated  with  sensitised 
streptococcus  vaccine  are  mentioned.  The  first  was  cured  with  three 
injections  after  suffering  from  purulent  discharge  from  the  antro-  and 
fronto-ethmoidal  cells  for  many  years.  The  second,  suffering  from  pan- 
sinusitis, had  had  repeated  operations  on  her  septum  and  nasal  sinuses  ; 
after  two  doses  the  discharge  was  very  much  lessened. 

Friedh'inder  vaccine  was  of  no  curative  value  in  fourteen  cases  of 
atrophic  rhinitis  treated  for  varying  periods. 

The  results  of  immunising  vaccines  before  operation  to  avoid  high 
temperature,  septic  wounds,  etc.,  have  been  good. 

The  author  then  draws  attention  to  the  dangers  of  vaccines.  Some 
patients  are  very  susceptible  to  influenza  vaccines,  which  are  often  very 
depressing.  He  knows  of  no  case  which  was  made  permanently  worse  by 
inoculation.  Raymond  Vcrel. 

Jouty,  Antoine. — Hypertrophy  of  the  Thymus  Glands  in  a  Child,  two 
and  a  half  years  old ;  Thymectomy,  Suppurative  Mediastiuitis, 
Recovery.  "  Annales  des  Mai.  de  TOreille,  du  Larynx,  du  Nez,  et 
du  Pharynx,"  vol.  xxxix,  No.  7. 
January  17,  1912,  a  child  was  seen  by  the  autlior  suffering  from  noisy 
dyspnoea.  The  mother  gave  the  following  liistory :  Three  months  previously 
he  became  hoarse  and  shortly  afterwards  developed  a  croupy  cough  with 
spasms  resembling  pertussis.  During  deglutition  fluids  frequently  passed 
the  wrong  way,  but  not  so  solids.  Dyspnoea  set  in  and  had  been  almost 
continual  since.  Now  the  child  was  sometimes  awakened  in  a  state  of 
suffocation.  General  health  good.  Nothing  of  note  in  the  family  or 
personal  history.  There  was  evidence  of  a  well-developed  collateral  circu- 
lation at  the  upper  part  of  the  thorax.  Breathing  was  attended  with 
inspiratory  stridor  and  slight  parietal  recession.  No  cyanosis.  Indirect 
laryngoscopy  was  impossible.  The  direct  method  by  Killian's  tube- 
spatula  revealed  contraction  of  the  adductors  and  tensors  of  the  cords. 
As  the  condition  of  the  patient  became  threatening,  tracheotomy  was 
performed  without  further  investigation.  Breathing  became  free  directly 
the  cannula  was  introduced.  The  dyspnoea  was  therefore  ascribed  to 
glottic  spasm,  probably  the  result  of  enlarged  tracheo-bronchial  glands. 
Some  days  subsequently  dyspnoea  recurred,  but  it  was  expiratory  as  well 
as  inspiratory  ;  slight  at  first,  it  went  on  increasing  until  on  the  twelfth 
day  the  condition  of  the  patient  became  alarming.  Inferior  tracheo- 
bronchoscopy was  attempted  but  failed,  for  as  soon  as  the  tube  was  intro- 
duced a  suffocative  attack  came  on  even  after  preliminary  swabbing  with 
cocaine.  The  author  now  considered  an  enlarged  thymus  might  be 
responsible  for  the  trouble.  During  the  tracheotomy  he  remembered 
having  seen  a  piece  of  gland-like  tissue  come  into  view  during  an  expira- 
tory effort,  which  at  the  time  was  supposed  to  be  an  enlarged  lymphatic 
gland ;  this  might  have  been  the  upper  pole  of  the  thymus.  On  deeply 
palpating  the  supra-sternal  fossa  with  the  index  finger  resistance  was  felt. 
Thymectomy  was  now  performed  under  local  anaesthesia.  The  gland 
removed,  the  child  breathed  normally.  The  cervico-thoracic  wound  was 
sutured  and  the  tracheal  tube  retained  for  safety.  On  the  following 
days,  though  breathiug  freely,  the  patient  continued  to  cough  and  expel 
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large  quantities  of  mucus  through  the  cannula  and  tracheal  wound.  The 
cervico-thoracic  wound  became  infected,  necessitating  immediate  removal 
of  the  sutui'es.  At  each  expiratory  effort  pus  welled  up  from  the  retro- 
sternal space.  Suppui'ative  mediastinitis  had  been  set  up.  To  facilitate 
drainage  the  child  was  placed  in  an  inclined  position,  and  irrigations  with 
peroxide  of  hydrogen  were  carried  out  with  a  glass  tube,  six  times  daily. 
Suppuration  gradually  subsided  and  ceased  after  twelve  days.  The 
operation  wound  closed  well.  The  tracheotomy  tube  was  worn  two 
months  longer  and  then  withdrawn.  The  writer  observes  that  this  case  is 
interesting  in  that  it  clearly  demonstrates  the  mechanism  of  dyspnoea 
during  the  evolution  of  thymus  hypertrophy.  Dyspnoea  was  primarily 
due  to  glottic  spasm  induced  by  irritation  of  the  recuri*ent  nerves,  and 
later  to  tracheal  compi-ession.  In  thi.s  case  it  would  have  been  preferable 
to  have  removed  the  thymus  gland  at  once  without  a  preliminary 
tracheotomy.     Mediastinal  infection  would  thus  have  been  avoided. 

n.  Clayton  Fov. 

Wachter,  H,  (Erlangen). — A  Case  of  Multiple  Plasmacytoma  of  the 
Upper  Air-passages.     "  Archiv.  fiir  Laryngol.,"  vol.  xxviii.  Part  1. 

The  patient,  a  woman,  aged  forty-eight,  had  suffered  at  intervals  during  a 
period  of  ten  years  from  hoarseness  and  nasal  obstruction  due  to  a  number 
of  separate  tumour-masses  situated  at  various  points  in  the  iipper  air- 
passages.  The  growths  were  found  in  both  nasal  cavities,  on  the  posterior 
surface  of  the  soft  palate,  on  the  left  Eustachian  cushion,  and  on  the  left 
ventricular  band.  They  displayed  a  marked  tendency  to  recur  after 
removal,  but  never  exceeded  a  cherry  in  size.  All  the  tumours  were 
covered  by  normal  mucous  membrane,  showed  no  tendency  to  break  down, 
or  to  form  metastases.  They  consisted  of  masses  of  plasma-cells,  the  great 
majority  of  which  possessed  one  excentrically  situated  nucleus  and  a 
basophile  granular  protoplasm.  The  cells  were  embedded  in  a  regular 
connective-tissue  stroma  with  rectangular  meshes. 

The  patient's  general  health  remained  unaffected  and  the  lymphatic 
and  haematopoietic  systems  showed  no  departure  from  the  normal. 

Two  somewhat  similar  cases  have  been  reported  by  Birt  and  von 
Werdt.  Thomas  Guthrie. 


REVIEWS. 

The  Catarrhal  and  Suppurative  Diseases  of  the  Accessory  Siiiuses  of  the 

Nose.     By  Ross  Hall  Skillern,  M.D.     Philadelphia  and  London  : 

J.  B.  Lippincott  Company.     Price  18s.  net. 

This  painstaking  work  on  the  nasal  sinuses  in  health  and  disease  is 

well  woi'th  studying.     But  the  student  must  prepare  to  wrestle,  at  times. 

with    the  author's  meaning,  especially  in   the   anatomical   descriptions, 

The  following  citation,  for  example,  is  not  modelled  with  the  pi'ecision  of 

the  "  Gray's  Anatomy  "  of  our  youth.     "  The  ostium  of  the  [sphenoidal] 

sinus  is  situated  in  the  nasal  portion  of  the  wall,  usually  in  the  upper 

third  and  seldom  beloiv  the  median  line  (Fig.  223).     Whether  it  lies  close 

to  the  nasal  septum  appears  to  depend  largely  upon  the  depth  of  the 

spheno-ethmoidal  recess,  as  the  deeper  the  recess 'the  further  away  from 

the  median  line  it  seems  to  find  its  location."    (Italics  ours.)     There  is  no 
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indication  here  of  the  meaning  of  the  expression  "  the  median  line,"  but 
if  the  author  has  the  median  line  of  the  body  in  his  mind  vs^e  do  not 
understand  how  a  spot  can  lie  below  it. 

Apart  from  carelessness  of  expression  we  have  no  fault  to  find  with 
the  anatomical  sections  of  the  book.  Indeed,  they  are  thoroughly  detailed, 
and  supply  us  with  a  vast  amount  of  information,  all  of  it  of  practical 
importance. 

The  plates  and  numerous  illustrations  generally  are  for  the  most  part 
helpful  and  reliable,  but  Fig.  97  gives  an  inaccurate  idea  of  the  position 
of  the  incision  in  the  radical  operation  on  the  maxillaiy  antrum  through 
the  canine  fossa.  All  the  figures  illustrating  this  operation  indeed  place 
the  antrum  too  low,  and  so  ignore  the  chief  difficulty  of  the  operation, 
that,  namely,  which  comes  from  Avorking  within  the  limits  of  a  confined 
space. 

In  all  other  respects,  however,  the  book  is  a  welcome  and  creditable 
contribution  to  the  library  of  rhinology.  Dan  McKenzie. 

Die  Stddtische  OhrenJdlnik  Frav'kfurt  a.  M.      Von  Prof.  Dr.  Otto  Voss 

Mit   40   Abljildungen  im  Text,  und  6  Pliineu.     Wiirzburg  :    Curt. 

Kabitsch,  1913.     Price  3/;;. 

A  description  of  one  of  Germany's  municipal  clinics,  calculated  to 

engender  a  feeling  of  "  divine  discontent "  in  the  minds  of  British  i-eaders. 

A  special  room  for  hearing-tests,  isolated  from  the  noisy  world  without ; 

a  special  room  for  vestibular  tests  ;  the  latest  improvements  in  microscopic 

and  micro-photographic  apparatus ;  wards,  public  and  private  with  sunny 

loggie — in  short,  a  clinic  of  "  the  land  where  the  dreams  come  true  "  ! 

We  congratulate  Prof.  Voss  upon  his  brochure,  which  is  excellent, 
upon  his  clinic,  which  is  perfection,  and  upon  the  enlightened  public 
spirit  of  his  nation,  which  makes  such  perfection  possible. 

Dan  McKenzie. 


NOTES  AND   QUERIES. 

Among  the  recent  recipients  of  birthday  honoxirs  we  are  pleased  to  see  the  name 
of  Dr.  W.  Milligan,  of  Manchester,  as  receiving  the  honour  of  knighthood. 

As  our  readers  are  well  aware  Sir  William  Milligan  has  long  been  connected 
with  the  JouENAL  of  Lartngologt,  Rhinology,  and  Otology,  and  we  have  much 
pleasure  in  extending  to  him  our  heartiest  congratulations  upon  this  well-deserved 
recognition  of  his  professional  eminence. 


We  are  very  pleased  to  note  that  Sir  StClair  Thomson  has  been  elected  a 
Honorary  Fellow  of  the  American  Laryngological  Association. 


BOOK   RECEIVED. 


Geschichte  der  Nasenheilkunde  von  ihren  Anfangen  bis  zum  18.  Jahr- 
hundert.  Yon  Dr.  med.  Karl Knssel{Vo^ei\).  I.  Band.  Wiirzburg: 
Curt  Kabitsch,  1914. 
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{Delivered  on  Hay  2Sfh,   1914.) 


SUSPENSION    LARYNGOSCOPY    AND    ITS    PRACTICAL    USE. 

By  Professor  Gust  ay  Kif.lian, 

University  of  Berlin. 

Translated  hij  Dr.  D.  R.  Pateeson. 


{Continued  from  p.  360.) 

Morpldne-Scopolam ine  Narcosis. 

To  produce  tliis  state  of  nai^cosis  one  proceeds  as  follows  :  Two 
liours  before  suspension  the  patient  is  given  a  centigramme  of 
morphine  and  three  decimilligrammes  of  scopolamine.  An  hour 
later  the  same  quantity  of  both  substances  is  injected.  The 
■operation  room  is  darkened  and  quiet  obtained  so  that  the  patient 
may  fall  asleep.  It  is  not  always  successful  with  this  dose,  but 
■deep  sleep  is  not  altogether  necessary.  The  patient  stands  the 
operation  quite  well  even  if  he  is  merely  drowsy.  One  can  carry 
on  a  conversation  with  him  and  give  directions  which  he  readily 
follows. 

I  would  point  out  that  with  scopolamine  and  morphine  cocainisa- 
tion  of  the  larynx  is  by  no  means  superfluous.  As  a  rule,  the 
cocaine  brush  should  be  passed  several  times  into  the  larynx, 
especially  in  the  tuberculous.  I  generally  have  the  patient  lying 
•on  the  operating  table  Avith  the  head  moderately  bent  back,  and 
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Fig.  27. — Handle  for  tongue-spatula.     Each  tongue-spatula  can  be  tried 
beforehand  with  this  handle. 


Fig.  28.— Braun's  bellows  apparatus  for  general  anaesthesia. 
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using  the  electric  frontal  mirror^  I  brush  the  larynx  under  the 
guidance  of  the  laryngeal  mirror.  It  is  helpful  in  doing  this  to 
have  the  under  jaw  pulled  forwards  as  it  facilitates  the  view  into 
the  larynx  audit  is  easier  to  introduce  the  brush.  With  morphine 
and  scopolamine  it  is  not  necessary  to  use  so  much  cocaine  as  both 
substances  materially  diminish  the  sensibility  of  the  larynx.  The 
examination  should  not  be  begun  in  any  circumstances  earlier  than 
two  hours  after  the  first  injection,  otherwise  many  patients  get  into 
a  peculiar  condition  of  excitement  and  often  resist.  One  can  well 
wait  longer — 2h  to  3  hours — as  the  action  of  morphine-scopolamine 
lasts  for  some  hours. 

Preparation  of  the  Instritments. 

Before  beginning  the  examination  all  the  necessary  instruments 
are  arranged  in  order  and  inspected.  The  operator  ought  to  make 
himself  sufficiently  familiar  with  the  suspension  hook  and  its 
mechanism.  A  tongue  spatula  of  suitable  length  is  fitted  to  the 
hook  and  the  counterpressure  apparatus  fixed  above.  The  gag  is 
adjusted  to  the  minimum  distance.  Before  the  introduction  the 
mouth  spatula  is  so  arranged  that  it  forms  a  gutter.  An  inclina- 
tion towards  the  tongue  spatula  is  given  to  the  hook  by  turning  the 
thumb-screw.  It  is  inclined  so  that  the  end  of  the  spatula  hook 
comes  to  lie  perpendicularly  over  the  point  of  the  tongue  spatula. 
In  this  form  the  instrument  should  be  introduced. 

The  patient  lies  flat  upon  the  operating  table.  The  body  is 
drawn  up  so  that  the  head  projects  free  over  the  edge  of  the  table. 
It  is  held  in  this  position  by  the  head  support. 

The  cocainising  of  the  larynx,  especially  of  the  epiglottis  and 
also  of  the  posterior  pharyngeal  wall  and  of  the  tongue,  follows. 
If  these  parts  are  sufficiently  insensitive,  the  spatula  hook  is  taken 
and  the  head  is  depi'essed  somewhat  by  lowering  its  support. 

Introduction  of  the  Tongue  Spatula. 

This  procedure  is  easily  learned.  Those  skilled  in  the  practice 
of  the  direct  method  will  find  no  special  difficulty.  Our  task  is  to 
pass  the  spatula  under  illumination  to  the  posterior  pharyngeal 
wall  and  then  to  move  it  down  to  catch  the  epiglottis  safely.  The 
introduction  of  the  spatula  is  facilitated  by  pulling  out  the  tongue 
and  holding  it.  This  is,  however,  not  absolutely  necessary.  The 
tongue  spatula  readily  pushes  the  tongue  downwards  if  it  is  not 
fixed,  so  that  it  is  well  to  have  it  pulled  out  to  enable  it  to  be  seized 
and  held. 
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In  introducing  the  spatula,  an  endeavour  is  made  to  keep  exactly 
to  the  middle  of  the  tongue.  If  the  epiglottis  is  seen  one  glides 
over  it  and  lifts  it  upwards.  This  tilting  movement  is  so  made  as 
not  to  cause  the  instrument  to  slip  out,  its  object  being  to  expose 
to  view  the  arytenoid  region  and  the  interior  of  the  larynx.  If 
this  is  successful  an  assistant  must  so  arrange  the  gallows  that  the 
hook  can  be  suspended  from  its  horizontal  arm. 


Fig.  29. — Introduction  of  the  siispension-hook. 


It  is  only  when  this  stage  is  reached  that  the  mouth-gag  is  set 
in  action.  Its  stop  is  pushed  over  the  teeth  of  the  upper  jaw,  the 
bar  fixed  and  then  screwed  up  as  far  as  the  patient's  mouth  can  be 
opened. 

The  complete  view  of  the  interior  of  the  larynx  is  only  possible 
when  the  head  support  is  screwed  so  far  down  that  the  head  hangs 
freely  on  the  tongue  spatula.  For  a  more  detailed  view  it  is 
essential    to    turn    the    thumb-screw   of  the   spatula   hook  in  the 
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direction  of  a  watcli  hand.     The  hook  itself  Avill  then  incline  still 
further  towards  the  spatula. 

The  anterior  commissure  usually  comes  into  view  only  when 
pressure  is  made  upon  the  cricoid.  We  press  tentatively  with  the 
hand    and    then    apply    the    counterpressor.     This  is   accordingly 


Fig.  30. —  Suspension  laryngoscopy. 

brought  down  and  so  lengthened  that  its  plate  rests  upon  the 
cricoid  region.  This  can  be  done  by  turning  the  screw  and  makino- 
the  desired  pressure. 

If  all  these  manipulations  are  carried  through  successfully  the 
interior  of  the  larynx  is  revealed  to  view  and  remains  so  as  long  as 
desired. 

The  view  of  the  larynx  can  be  achieved  in  two  movements. 
The  tongue  spatula  is  first  introduced  over  the  tongue  up  to  the 
epiglottis,  the  hook  suspended,  the  gag  put  in  position,  and  the 
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head  brought  into  free  suspension.  This  satisfactorily  done,  the 
narrow  epiglottic  elevator  is  introduced,  pushed  well  down  under 
the  epiglottis  and  tilted  up.  The  elevator  is  then  fixed  with  the 
position  screw.  If  the  larynx  is  in  view,  the  operating  table  is  so 
adjusted  that  one  can  see  comfortably,  sitting  or  standing. 

If  the  view  of  the  larynx  Avith  the  tongue  spatula  and  the 
suspension  hook  is  successful,  the  patient  is  in  a  situation  which 
can  be  best  understood  fi'om  an  illustration.  It  is  seen  that  one 
limb  of  the  suspension  hook  which  carries  the  tongue  spatula  is 
vertical,  the  second  limb  being  inclined  obliquely  backwards.  It 
is  easy  to  understand  how  the  tongue  spatula  hooks  itself  in  this 
way  deep  in  the  pharynx,  a  position  which  prevents  it  from  slipping 
out.  The  position  is  excellently  shown  on  skiagrams  taken  from 
the  side  with  the  instrument  m  situ. 

Certain  objections  have  been  advanced  against  suspension 
laryngoscopy.  Many  believe  it  to  be  a  painful  procedure.  I  can, 
however,  easily  show  that  pressure  on  the  tongue  alone  is  well 
borne  by  patients,  and  that  even  the  fully  introduced  spatula 
produces  hardly  any  discomfort.  In  order  to  convince  themselves 
of  this,  two  specialists — Hopmann,  of  Cologne,  and  Seiffert,  of 
Breslau — submitted  themselves  to  suspension  laryngoscopy.  They 
experienced  only  an  uncomfortable  pressure  against  the  teeth  and 
some  tension  in  the  region  of  the  faucial  pillars.  Where  the 
spatula  has  remained  in  position  one  may  notice  sometimes  in  the 
next  few  days  here  and  there  on  the  epiglottis  a,  small  pressure 
mark,  which  soon  disappears. 

The  Vieiv  of  the  Buccopharyngeal  Cavity  and  of  the  Larynx 
in  Suspension  Laryngoscopy. 

The  new  method  shows  the  larynx  in  genei'al  very  much  as  we 
are  accustomed  to  see  it  in  the  direct  method.  An  essential  differ- 
ence is  that  a  complete  view  is  obtained  over  the  whole  larynx, 
pharynx,  and  mouth  cavity.  The  immediate  neighbourhood  of  the 
lai^ynx  projects  more  plainly,  the  pyriform  sinuses  gape,  whilst  the 
arytenoid  region  and  even  at  times  the  beginning  of  the  cricoid 
plate  come  forward  from  the  vertebral  column.  The  laryngeal 
interior  appears  extended  slightly  in  length  in  a  sagittal  direction. 
The  cords  are  somewhat  less  freely  movable.  On  deep  inspiration 
a  part  of  the  anterior  tracheal  wall  may  be  seen  whilst  the  epi- 
glottis is  covered  by  its  spatula.  By  lessening  the  inclination  of 
the  head  a  further  extent  of  the  trachea  may  be  seen. 
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The  whole  topography  of  the  pharynx  and  larynx  can  be  taken 
in  simultaneously  at  a  glance,  and  is  so  easily  intelligible  that  even 
a  layman  can  make  it  out.  There  is  no  difficulty  in  the  access  of 
instruments  to  particular  parts.  Although  the  intra-laryngeal 
manipulations  naturally  deniand  a  certain  amount  of  practice,  this 
is  not  in  the  least  to  be  compared  with  that  required  for  indirect 
laryngeal  work. 

V.  Practical  Application  of  Suspension  Laryngoscopy. 

Demonstration. 

The  new  method  lends  itself  excellent!}^  to  the  demonstration 
•of  the  interior  of  the  larjmx  and  its  pathological  alterations  to  a 
large  circle  of  students.  The  demonstrator  has  practically  nothing 
to  do  provided  the  illumination  by  the  small  lamp  is  sufficient.  He 
can  stand  quietly  by  and  give  the  necessary  explanations.  Patho- 
logical conditions  can  be  easily  seen  and  correctly  interpreted  by 
the  students.  As  specially  suited  for  demonstration  I  would 
recommend  laryngeal  polypi,  papillomata,  slight  cases  of  tuber- 
culosis and  even  recurrent  paralysis. 

Minor  operations  can  also  be  shown  as,  for  example,  the  removal 
•of  a  polypus  or  curetting. 

Compared  with  the  tiresome  demonstrations  with  the  mirror  the 
]3rogress  made  is  very  welcome.  It  is  a  pleasure  to  put  a  probe 
into  the  hand  of  a  student  and  ask  him  to  touch  a  particular  spot 
with  it.  If  the  anaesthesia  of  the  larynx  is  sufficient,  it  is  always 
successful. 

It  has  been  thought  by  many  that  with  suspension  laiyngoscopy, 
operative  treatment  may  pass  out  of  the  hands  of  the  laryngologist. 
I  have  no  such  fear.  One  must  be  a  laryngologist  to  be  able  to 
recognise  the  correct  indications  for  employing  the  method.  Who- 
ever would  use  it  with  success  must  be  familiar  with  the  anatomy, 
physiology,  and  pathology  of  the  region  as  well  as  with  its  examina- 
tion. 

Clinical  use  of  Suspension  Laryngoscojyy. 

Notwithstanding  the  short  time  since  its  introduction  the  new 
method  has  been  used  frequently  with  the  best  results,  not  only  by 
myself  and  my  pupils  but  also  by  a  large  number  of  laryngologists 
in  various  countries,  as  the  bibliography  testifies. 

From  the  point  of  view  of  diagnosis  it  is  of  value,  especially 
in   childhood,  and,  indeed,  in  all   cases  where  the   simple,  direct 
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method  is  made  use  of.  The  only  contra-indication  here  is  marked 
dyspnoea.  With  some  practice  the  introduction  of  the  spatula  in 
children  can  be  done  very  quickly,  and  even  in  difficulty  of  breathing- 
the  larynx  can  be  exposed  to  view  (tracheotomy  instruments  should, 
of  course,  be  at  hand).  With  the  larynx  in  sight  immediate  tracheo- 
tomy is  no  longer  necessary  in  dyspnoea,  as  a  tube  of  suitable  calibre 
can  be  passed  through  the  glottis.  Seiffert  has  also  pointed  out 
that  artificial  respiration  can  be  done  with  the  suspension  hook  in 
position. 

A  whole  sei'ies  of  affections  of  the  larynx  in  children  come  up 
for  diagnosis,  especially  where  the  cause  of  changes  in  the  voice 
and  breathing  has  to  be  determined.  There  may  be  revealed  a 
simjDle  acute  or  chronic  catarrh,  a  subglottic  swelling  or  false  mem- 
brane, a  croupous  or  diphtheritic  affection,  or  node  formations  on 
the  cords,  papillomata,  tubercle,  syphilis,  perichondritis,  or  a  foreign 
body.  It  is  of  value  in  congenital  defects  of  the  larynx  and  in  cases 
of  difficult  decanulement. 

It  gives  information  on  the  condition  of  the  hypopharynx.  It 
can  be  further  used  in  small  children  in  preparation  for  tracheo- 
tomy, bronchoscopy,  as  well  as  oesophagoscopy.  If  the  tongue  and 
epiglottis  are  held  up  with  the  spatula,  the  tube  may  be  introduced 
easily  and  carefully,  and  this  may  be  repeated  without  much  harm. 
Before  such  manipulation  the  larynx  should  be  slightly  cocainised, 
even  where  the  child  is  under  a  general  anaesthetic.  If  this  is  not 
done  passing  the  tube  is  apt  to  induce  a  stoppage  of  breathing- 
from  irritation  of  the  pneumogastric  nerve,  which  may  be  over- 
come by  artificial  respiration. 

The  literature  already  contains  a  large  number  of  clinical 
reports  upon  the  use  of  suspension  laryngoscopy  in  children. 
They  refer  mostly  to  papillomata,  vocal  cord  nodes  and  foreign 
bodies. 


Laryngeal  Papillomata  in,  Children. 

Of  late  we  have  had  many  opportunities  of  removing  by 
suspension  laryngoscopy  recurrent  papillomata  in  small  children. 
Albrecht  has  written  fully  on  this  subject  and  has  reported  a 
number  of  cases.  From  the  fact  that  papillomata  often  recur 
even  after  thorough  removal,  it  frequently  happened  that  the 
same  child  had  to  be  repeatedly  subjected  to  suspension  laryngo- 
scopy. Although  many  children  had  considerable  dyspnoea  when 
placed  on  the  table,  nothing  untoward  ever  occurred. 
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The  larjnx  of  the  child  is  so  accessible  in  suspension  laryngo- 
scopy that  the  papillomatous  masses  are  readily  seen.  They  can 
be  removed  entirely  in  one  sitting  and  tracheotomy  thus  avoided, 
in  certain  circumstances.  For  the  removal  we  use  a  narrow  double 
curette  rounded  anteriorly,  which  can  be  supplemented  by  the 
sharp  spoon.  The  larynx  is  then  brushed  lightly  with  a  1  per 
cent,  salicylic  acid  in  spirit.  To  prevent  recurrence  we  have 
found  the  administration  of  iodide  of  potash  and  arsenic  of  good 
service. 

It  appears  to  me  that  recurrence  is  best  prevented  by  radium  or 
mesothorium.  Polyak  and  I  had  already  proved  that  radium 
caused  the  disappearance  of  larj'ngeal  papillomata,  and  lately, 
favourable  reports  of  it  have  come  from  Chiari^s  clinic.  With  the 
larger  quantity  of  radiuni  or  mesothorium  now  available,  papillo- 
mata have,  as  a  matter  of  fact,  been  caused  to  disappear.  In 
future  they  ought  to  be  removed  in  suspension  laryngoscopy  and  a 
mesothorium  capsule  immediately  introduced  into  the  larynx. 
For  further  particulars  the  papers  of  Albrecht,  Wolff,  Kleestadt> 
Mann,  Katzenstein  and  Seiffert  should  be  consulted.  Albrecht 
has  succeeded  in  permanently  freeing  the  larynx  from  papillomata 
in  a  number  of  children.  Kahler  observed  by  suspension  laryngo- 
scopy in  a  child,  aged  three  and  a  half,  numerous  papillomata  in 
the  hypopharynx  and  the  entrance  of  the  gullet,  which  were  easily 
removed. 

Vocal  Cord  Nodes  in  Children. 
In  small  children  Avho  cry  a  great  deal,  small  nodes  not  infre- 
quently develop  on  the  vocal  cords  and  lead  to  persistent  hoarse- 
ness. They  are  usually  associated  with  slight  chronic  catarrh. 
They  are  mostly  found  in  children  who,  in  consequence  of  hyper- 
trophy of  the  pharyngeal  tonsil,  thickening  of  the  inferior  turbi- 
nate, as  well  as  septum  deviation,  etc..  suffer  from  deficient  nasal 
breathing.  The  direct  method  under  a  general  antesthetic  is  used 
for  diagnosis.  Suspension  laryngoscopy  is  here  well  adapted,  as 
Seiffert  and  Katzenstein  have  pointed  out,  the  nodes  being  easily 
removed  by  it. 

Tubercle,  SypJiilis,  Difficult  Decanulement,  etc.,  in  Childhood. 

Though  tubercle  in  the  larynx  in  children  is  very  rare  we  have 
observed  it  and  in  suspension  laryngoscopy  curetted  it.  No  case  of 
syphilis  has  been  recorded. 

With  regard  to  difticuit  decanulement  the  condition  of  the  sub- 
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glottic  space  and  of  the  trachea  has  to  be  examined  and  granula- 
tions removed  if  necessary.  For  this  purpose  it  may  be  necessary 
to  pass  a  tube  through  the  glottis.  This  I  have  done  and  Seiffert 
has  reported  a  similar  case. 


Fig.  33. — NeAv  three-channelled  tube  for  bronchoscopy  in  children. 

In  tliis  connection  a  word  may  be  said  on  the  use  of  suspension 
pharjaigoscopy.  If  a  broad  spatula,  which  does  not  extend  far 
down,  be  attached  to  the  suspension  hook  the  pharynx  is  very 
easily  made  accessible  in  small  children  and  operations  can  be 
performed,  such  as  tonsillectomy.  Albrecht  and  I,  as  well  as 
Freudenthal,  have  done  it  in  small  children  under  general 
anaesthesia.  With  the  head  dependent,  the  tonsil  is  seen  upside 
down.     Its  upper  pole  is  below  and  the  technique   of  extirpation 
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mast  be  modified  accordingly.  The  blood  will  run  into  tlie  naso- 
pharynx and  disturb  less.  Bleeding  may  be  controlled  by  com- 
pression or  by  artery  forceps  and  clips. 

Foreign  Bodies  in  Children. 

Experience    of    the    removal    of    foreign    bodies  by  means  of 
suspension  laryngoscopy  from   .the  pharynx   of   small  children  is 


Fig.  3-4.— Three-channelled  tube  attached  to  Braiin's  ansesthetic  apparatus 
and  to  water  air-pump. 


■still  somewhat  limitedj  but  nevertheless  very  encouraging.  Davis 
appears  to  have  been  the  first  to  remove,  in  a  child  eleven  months 
old,  a  safety-pin  from  the  pharynx.  My  assistant,  Weingartner, 
recently  extracted  in  a  similar  manner  a  piece  of  bone  impacted  in 
the  entrance  of  the  larynx  and  pharynx.  Seiffert  reports  the 
removal  of  a  flat  bone  from  the  subglottic  space  in  a  child  five 
years  of  age,  and  Iglauer  removed  a  portion  of  a  safety-pin  from 
the  larynx,  which   had  lain  there   five   months.     Both  observers 
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agree   that   the    diagnosis    and    extraction    presented   no    special 
difficulty. 

An  important  question  is  raised  whether  suspension  laryngo- 
scopy facilitates  the  introduction  of  the  tube  in  bronchoscopy  in 
young  children.  As  difficulty  is  frequently  met  with  in  introduc- 
tion^ I  exposed  to   view  the   larynx  in  two  cases  of  foreign  body^ 


Fig.  35. — Suspension  bronchoscopy. 

cocainised  the  laryngeal  entrance^  and  then  carefully  passed  the 
bronchoscopic  tube  down  through  the  glottis.  I  succeeded  [in 
removing  with  great  ease  a  metal  sheath  from  the  right  bronchus. 
In  a  similar  manner  I  got  from  the  left  bronchus  of  a  two-year- 
old  child  a  nail  which  had  lodged  there  for  a  year  and  had  pro- 
duced bronchiectatic  suppuration.  The  bronchoscopic  tube  used 
on  this  occasion  was  of  special  construction.  It  had  two  fine 
lateral  pipes,  one  of  which  extended  to  the  end  of  the  tube,  and 
served  for  suction  of  secretions  by  means  of  a  water  pump  ;  the 
second  reached  only  half  the  length  and  enabled  chloroform  to  be 
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given  continuously  during  the  bronclioscopy,  thus  keeping  up  an 
equable  anaesthesia.  It  greatly  facilitated  the  extraction  of  the 
foreign  body. 

Suspension  Laryngoscoinj  in  Adults.  Tuberculosis  of  the  Larynx. 
The  treatment  of  laryngeal  tubei-culosis  has  at  all  times  given 
the  laryngolog'ist  much  anxiety  and  trouble.  It  was  rarely  possible 
to  do  much  because  a  more  vital  organ  than  the  larynx,  viz.  the 
lung",  was  genei-ally  affected.  It  was  only  when  we  learned  to 
improve  the  condition  of  the  luug  by  residence  in  a  sanatorium 
that  better  results  were  obtained  in  the  larynx.  Whilst  treatment 
formerly  was  more  or  less  symptomatic,  it  later  on  assumed  a  more 
active  form.  An  attempt  was  made  to  remove  the  affected  parts 
in  the  larynx  by  operation,  or  to  produce  a  cure  by  measures  which 
destroyed  the  diseased  tissue.  On  account  of  the  great  irritability 
of  the  phthisical  patient  this  treatment  was  very  troublesome,  took 
up  time,  and  caused  the  patient  much  discomfort  and  suffering. 
As  only  very  little  could  be  done  in  one  sitting  with  the  single  or 
double  curette  it  was  always  an  unfulfilled  wish  to  shorten  the 
local  treatment  as  much  as  possible.  I  have  often  felt  it  would  be 
a  great  boon  to  the  patient  if  the  major  part  were  done  at  one 
time.  After  treatment  would  be  materially  shortened  and  sana- 
torium treatment  might  be  sooner  begun. 

Since  the  introduction  of  direct  laryngoscopy  operative  treat- 
ment of  the  larynx  has  made  marked  progress.  Curettage,  as  well 
as  the  deep  puncture  by  the  galvanocautery  recommended  by 
Grriinwald,  could  be  carried  out  with  the  greatest  precision  through 
the  tube  spatula.  Something  was  lacking,  howevei',  which  has 
now  been  supplied  by  suspension  laryngoscopy.  It  has  laid  bare 
to  the  operator  the  whole  laryngeal  region.  He  could  now  work 
with  both  hands,  using  the  curette  and  the  mop  at  the  same  time. 
Patients  were  found  to  tolerate  quite  well  in  one  sitting  an  extensive 
curettage  and  even  deep  puncture  of  an  infiltration. 

The  outlook  from  the  therapeutic  point  of  view  is  now  quite 
different.  Sanatoria  are  accessible  to  the  poor;  the  number  of  the 
tuberculous  who  get  no  appropriate  treatment  has  much  decreased 
and  they  no  longer  flood  out-patient  departments  and  consulting- 
rooms. 

For  small  tuberculous  foci  sanatorium  treatment  is  sufficient. 
Definite  infiltration,  or  ulceration,  or  extensive  involvement  of  the 
larynx  is  removed  in  suspension  laryngoscopy  by  curette  or  cautery 
and  the  patient  then  transferred  to  a  sanatorium. 

With  regard  to  technique  minor  manipulations  may  be  carried 
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out  forthwith  under  a  morphine  injection  and  cocaine.  For  more 
extensive  operations  and  in  very  irritable  patients  morphine- 
scopolamine  narcosis  is  well  adapted.  The  operator  should  have 
between  the  patient  and  himself  a  glass  screen  to  protect  against 
being  coughed  upon.  The  single  curette,  which  can  be  rotated,  is 
the  best  ;  occisionally  the  double  form  is  required. 


Fig.  36. — Albrecht's  hot-air  box  for  the  neck. 


With  such  active  treatment  I  have  never  met  any  serious  bleed- 
ing. If  it  should  happen,  the  larynx  is  sufficiently  accessible  in 
suspension  to  apply  an  astringent  or  even  a  clamp.  Blumenfeld 
arrested  laryngeal  haemonbage  by  means  of  a  clip  applied  under 
the  laryngeal  mirror,  and  Fischer  now  makes  instruments  for 
fastening  clips  in  suspension  laryngoscopy.  For  disinfection  of 
the  parts  after  the  operation  iodoform  or  vioform  may  be 
insufflated. 

This  treatment  is  followed  by  reaction  for  a  few  days.  The 
mucosa  becomes  injected  and  oedematous  in  places.     The  patient 
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should  therefore  be  kept  quiet  and  forbidden  to  speak  so  as  to 
avoid  increasing  the  reaction.  In  oedema,  Albrecht^s  hot-air  bath, 
which  is  useful  in  other  laryngeal  affections,  is  excellent.  Hot 
air  induces  active  hyperjemia  of  the  larynx  and  leads  to  absorption 
of  the  exudation. 

It  is  astonishing  how  clean  the  wounds  and  ulcers  in  the 
larynx  look  some  days  after  the  curettage  in  suspension.  I  have 
seen  nothing  like  it  hitherto,  even  after  prolonged  treatment.  In 
favourable  cases,  the  fresh  surfaces  soon  cicatrise  under  lactic  acid 
applications. 

During  the  first  few  days,  some  pain  in  swallowing  is  com- 
plained of  and  there  is  almost  always  some  rise  of  temperature 
similar  to  what  is  met  in  consumptives  under  the  most  varied  con- 
ditions. But  it  very  soon  falls.  As  after-treatment,  administration 
of  iodide  and  the  application  of  hydrogen  peroxide,  as  suggested 
by  Pfannenstiel,  give  the  best  results.  Only  after  this  should 
lactic  acid  be  used.  An  early  radical  treatment  has  at  times 
rendered  tracheotomy  unnecessary. 

We  have  dealt  with  a  number  of  patients  in  this  manner,  and 
others  have  reported  very  favourable  results  in  laryngeal  tubercle 
treated  in  suspension  (e  .g.  Holscher,  Freudenthal,  Seiffert,  Kahler, 
etc.). 

Brieger  and  his  assistant  Seiffert  have  already  tried  direct 
application  of  X-rays  to  the  interior  of  the  larynx — a  treatment 
said  to  be  promising. 

Lupus  of  the  larynx,  especially  its  extensive  form,  is  amenable 
to  treatment  in  suspension  laryngoscopy,  and  recently  Simoleki 
operated  on  a  scleroma  in  this  way. 

Benign  Growths  of  the  Larynx. 

Although  simple  neoplasms  are  very  easily  removed  under  the 
mirror,  suspension  laryngoscopy  will  often  prove  of  value  in  cases 
of  difiBculty.  It  is  especially  adapted  for  extensive  growths. 
Much  more  can  be  attempted  and  carried  out  with  greater  pre- 
cision. At  times  it  will  obviate  the  necessity  of  an  external 
operation. 

Removal  of  a  polypus  from  the  vocal  cord  is  extremely  simple 
and  even  the  unpractised  may  perform  it  in  suspension.  Holscher, 
Steiner,  Chiari,  and  others  report  cases. 

Cancer  of  the  Larynx. 
Suspension  laryngoscopy  ought  to  render  important  service  in 
laryngeal  cancer.     In   cases  of   difficulty,  removal   of   a   part   for 
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examination  will  be  facilitated.  Veiy  small  growths  and  suspicious 
places  have  hitherto  been  removed  under  the  mirror  or  through  the 
tube  spatula.  Areas  on  the  cords,  on  the  epiglottis  or  on  the 
aryepiglottic  folds  can  be  treated  in  this  Avay.     Suspension  laryngo- 


FiG.  37. — Application  of  iiiesothoriuin  iu  suspension  laiyngoscopy. 

scopy  enlarges  this  field  of  usefulness,  but  the  limits  of  intra- 
laryngeal  removal  should  be  very  definite.  E.  Meyer  reports 
excision  of  a  carcinoma  from  the  epiglottis.  Such  cases,  it  is  need- 
less to  say,  ought  to  selected  with  care. 

In  treatment  by  radium  and  mesothorium,  suspension  may 
present  certain  advantages  for  their  introduction.  I  have  treated 
a  number  of  cases  with  mesothorium  and  tried  various  methods. 
Many  tolerate  it  fairly  Avell  if  the  mesothorium  capsule,  fixed  to  a 
wire  or  to    a  slender  rod,  be  introduced  into  the  cocainised  larynx 
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.and  the  wire  placed  between  tlie  teeth.  As  a  rule  tolerance  for  an 
hour  or  more  presupposes  favourable  conditions.  I  have  several 
times  introduced  the  capsule  after  a  morphine-scopolamiue  injection, 
the  head  being  lightly  supported  during  the  seance,  and  found  the 
patient  able  to  bear  it  an  hour  to  an  hour  and  a  half — a  much 
shorter  time  than  is  given  in  gynfecology.  The  larynx  reacted 
markedly  during  the  first  few  days  after  the  application  especially 
if  carcinoma  were  present  and  oedema  sometimes  appeared.  It  is 
well  to  avoid  in  the  larynx  a  longer  seance  than  an  hour  and 
a  half. 

A  definite  effect  showed  itself  in  each  case.  The  carcinoma 
became  smaller,  but  no  cure  resulted.  The  growth  recurred 
and  the  gland  metastases  were  unaffected.  Carcinomatous  glands 
should  always  be  removed  as  they  are  uninfluenced  by  meso- 
thorium.  It  appears  to  me  that  laryngeal  cancer,  even  flat- 
celled  epithelioma,  is  not  nearly  so  hopeful  as  carcinoma  of  the 
uterus. 

Kahler  has  used  the  suspension  hook  before  external  operation 
(laryngo-fissure  or  total  extirpation)  and  has  infiltrated  the  parts 
■in  the  hypopharynx  with  cocaine  and  adrenaline.  He  claims  it 
lessens  haemorrhage. 

New    Groicth.9    and  Foreign   Bodies  in   the    Hypopharynx. 

The  hypopharynx  is  widened  by  the  lifting  up  of  the  larynx 
.and  can  be  more  easily  dilated  with  a  suitable  instrument.  Seiffert 
has  suggested  a  special  form  of  forceps.  Impacted  foreign  bodies 
■such  as  dentures  can  be  extracted  Avithout  difficulty.  CEsophago- 
scopy  is  not  matei-ially  facilitated  by  suspension.  Seiffert  records 
a  case  of  removal  of  a  lipoma  from  the  hypopharynx. 

Taking  it  all  in  all,  we  have  in  suspension  laryngoscopy  a  method 
"which  renders  excellent  service  under  definite  conditions  and 
enlarges  still  further  the  limits  of  our  diagnostic  and  therapeutic 
knowledge.     May  it  in  your  hands  accomplish  still  more  ! 


A  CASE  OF  PARALYSIS  OF  THE  EXTERNAL  RECTUS  MUSCLE 
DUE  TO  THE  PRESENCE  OF  AN  ABSCESS  IN  THE  APEX 
OF  THE  PETROUS  PYRAMID.  DEATH  FROM  BASAL 
MENINGITIS. 

By  George  Wilkinson,  M.B.,  F.E.C.S. 

Sheffield. 

A  BOY,  aged  eight,  was  brought  to  the  out-patient  department  of 
the  Sheffield  Royal  Hospital  on  February  IVth  last,  complaining  of 
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right-sided  earache  and  inability  to  keep  the  right  eye  open.  He 
seemed  listless  and  poorly,  did  not  play,  an'd  wanted  to  be  kept 
quiet. 

The  following  history  was  obtained  from  the  mother  :  After 
having  been  out  of  sorts  and  feverish  for  a  few  days,  he  began  to 
complain  of  earache  about  a  month  previously.  He  was  kept  in 
bed  for  a  few  days,  during  which  time  he  was  thought  to  be 
feverish,  as  he  sweated  profusely.  There  had  been  no  sore  tlu"oat 
and  no  discharge  from  the  ear.  The  pain  was  severe,  and  was 
referred  to  the  front  of  the  ear  and  down  the  side  of  the  neck. 
There  had  been  no  vomiting.  About  one  week  previously  it  was 
noticed  that  he  constantly  kept  the  right  eye  closed  or  covered  with 
his  hand. 

0)1  examination  the  boy  was  found  to  be  somewhat  deaf.  Hearing 
for  the  watch  :  right  ear  4/24,  left  ear  16/24.  Bone-conduction,  as 
tested  with  tuning-fork  Ci,  not  shortened.  The  membrana  tympani 
was  normal  in  appearance.  There  was  slight  tenderness  on  deep 
pressure  over  the  mastoid,  and  a  slight  amount  of  swelling  of  the 
tissues  of  the  neck  just  below  the  apex  of  the  mastoid. 

The  eye  condition  was  found  to  be  a  pure  right-sided  external 
rectus  paralysis.  The  eye  was  kept  closed  to  obviate  diplopia. 
The  optic  discs  were  normal  in  appearance.  There  was  no 
spontaneous  nystagmus  and  no  disturbance  of  equilibriation. 
Temperature,  99'4°  F. ;  pulse,  96. 

Though  the  symptoms  referable  to  the  ear  seemed  slight  and 
rather  indefinite,  I  was  inclined  to  take  a  serious  view  of  the  case, 
and  recommended  that  the  boy  should  be  admitted  to  hospital 
forthwith.  The  isolated  involvement  of  the  sixth  nerve  pointed,. 
I  thought,  to  a  pachymeningitis  at  the  base,  probably  associated 
with  an  inflammatory  focus  deep  in  the  substanceof  the  petrous  bone. 

The  boy  was  given  an  anaesthetic  the  same  evening.  Para- 
centesis was  done,  but  no  pus  was  found  in  the  middle  ear. 
Lumbar  puncture  was  also  done.  The  fluid  obtained  was  quite 
clear,  and  not  under  pressure.  It  reduced  Fehling's  solution. 
The  mastoid  was  opened.  It  was  of  the  "  pneumatic  '^  type, 
the  cortex  being  very  thin.  The  peripheral  cells  contained  a 
gelatinous,  slightly  turbid  muco-pus  (this  yielded,  on  culture,  a 
pure  growth  of  Streptococcus  mucosus).  The  bone  was  but  slightly 
softened  and  showed  very  little  inflammatory  reaction.  The 
sigmoid  sinus  groove  was  opened  and  was  found  to  be  uninfected. 
The  antrum  was  deeply  placed  and  was  free  from  pus.  The  mastoid 
wound  was  drained. 
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Four  days  later  a  discliar^^e  of  niuco-pus  from  the  meatus  began 
and  lasted  for  about  ten  davs.  The  mastoid  wound  appeared 
healthy  but  was  kept  open  by  the  drainage-tube.  The  condition  of 
the  eye  remained  unchanged.  The  hoy  did  not  complain  of  any 
particular  symptoms.  There  was  no  distinct  headache  and  no 
vomiting.  Still  he  was  abnormally  quiet  and  retiring,  and  showed 
a  dislike  for  noise  or  bright  light.  His  appetite  was  poor.  His 
temperature  ranged  between  97°  and  98°  F.,  rising  to  99=  F.  on  the 
evenings  of  March  1,  2  and  3.  The  pulse  was  very  variable,  from 
70  to  120  per  minute. 

The  eye  condition  was  reported  on  by  Mr.  H.  Emmerson,  who 
agreed  that  there  was  an  uncomplicated  external  rectus  paralysis 
and  that  the  optic  discs  were  normal. 

The  onset  of  what  proved  to  be  a  very  acute  and  rapidly  fatal 
meningitis  was  first  apparent  on  March  10,  on  which  day  he  com- 
plained of  lieadache,  and  vomited.  Pulse  110,  temperature  98°. 
On  the  11th  the  temperature  rose  to  102°.  Headache  was  intense. 
He  vomited  repeatedly.  'J'he  neck  was  rigid,  and  the  head  some- 
what retracted.  He  complained  bitterly  of  any  noise,  and  buried 
his  head  in  his  pillow  to  escape  the  light.  Kernig's  sign  Avas  well 
marked.  The  fluid  withdrawn  by  lumbar  puncture  was  turbid, 
did  not  reduce  Fehling,  and  yielded,  on  culture,  a  pure  growth  of 
Sfreptococciis  iaucosi(s.  He  passed  next  day  into  a  state  of 
delirmm,  Avith  frequent  loud  outcries.  The  temperature  rose  to 
103°  on  the  13th  and  the  pulse  to  124.  Coma  supervened  on  the 
14th,  with  a  temperature  of  10-5°  and  pulse  of  160,  and  he  died  on 
the  15th. 

Autopsy.— On  removing  the  skull  cap  and  brain  there  was  found 
an  extensive  purulent  basal  meningitis.  There  was  a  large  collection 
of  pus  in  the  left  middle  fossa  (the  side  opposite  the  affected  ear)^ 
which  had  compressed  and  flattened  the  temporo-sphenoidal  lobe. 
Pus  extended  wn'dely  from  the  region  of  the  sella,  along  the  main 
sulci  and  downward  along  the  base  and  sides  of  the  medulla  to  the 
foramen  magnum.     The  spinal  canal  was  not  examined. 

On  stripping  the  dura  from  the  base  of  the  skull,  a  thin  layer 
of  bone  was  detached  from  the  apex  of  the  petrous  pyramid, 
disclosing  a  smooth-walled  abscess  cavity.  No  direct  communica- 
tion was  made  out  between  this  cavity  and  the  collection  of  pus 
within  the  meninges.  The  dura  was  loosened  from  the  bone  in  the 
neighbourhood  of  the  cavity  and  particularly  at  the  back  of  the 
cella,  and  some  pus  was  tracking  beneath  the  dura  in  this  situation, 
though  no  direct  communication  could  be  discovered  between  this 
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track  and  the  large  collection  of  pus  in  the  right  middle  fossa. 
The  brain  was  kept  for  further  examination,  and  the  left  temporal 
bone  with  the  adjoining  part  of  the  basi-sphenoid  andbasi-occipital 
was  removed. 

The  cavity  in  the  apex  of  the  pyramid  measured  16  mm.  in  its 
long  diameter  and  12  mm.  from  above  downwards.  The  carotid 
artery  was  exposed  for  about  ^  in.  in  the  anterior  wall.  Externally 
and  posteriorly  the  cavity  was  bounded  by  the  compact  bone 
enclosing  the  internal  auditory  meatus.     Below,  the  firm  ligaments 
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Fig.  1. — Temporal  Ijune  as  viewt'd  from  above. 

binding  the  petrous  to  the  basi-occipital  formed  the  floor.  A 
section  was  made  parallel  to  the  axis  of  the  pyramid  traversing  the 
mastoid  and  tympanic  cavity.  It  showed  clearly  the  track  of  the 
infection  from  the  tympanum,  by  way  of  the  cells  extending-  from 
the  anterior  pai't  of  the  tympanic  cavity  above  and  below  the 
Eustachian  tube  to  the  carotid  caual,  and  thence  to  the  ai*ea  of 
spongy  or  cellular  bone  lying  at  the  apex  of  the  pyramid  behind 
the  carotid  canal,  and  internal  to  the  internal  auditoi'y  meatus. 
The  lateral  sinus  was  quite  normal,  as  was  the  labyrinth. 

Further  examination  of  the  brain  revealed  nothing  other  than 
diffuse  basal  meningitis. 

Paralysis  of  the  sixth  cranial  nerve  associated  with  suppurative 
otitis  media  is  somewhat  rare.     Most  of  the  cases  recover.     The 
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specimen  fio-ured  above  is,  I  venture  to  think,  of  considerable 
interest  to  otologists,  as  it  supplements  the  scanty  patholos-ical 
material  which  up  to  the  present  has  been  obtained  in  elucidation 


Fig.  2. — A  vertical  section  has  Ijeen  made  thiovi<;h  the  temporal  bone, 
passing  through  the  antrum,  tympanum,  and  carotid  canal.  The  antero- 
external  half  of  the  bone  has  been  turned  down.  A  second  section  has 
been  made  in  the  horizontal  i^lane,  the  upi^er  fragment  being  turned 
iipwards  to  show  the  relation  of  the  abscess  cavity  to  the  carotid  canal. 


of  the  cause  of  the  paralysis,  and  strengthens  the  evidence  in 
favour  of  the  view.s  put  forward  by  Gradenigo  in  his  classical 
article  on  the  subject  published  in  1907  (1).  At  the  close  of  this 
article  Gradenigo  sums  up  his  conclusions  as  follows  : 

"  There  exists  a  typical  clinical  picture,  characterised  by  acute 
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middle-ear  suppuration,  with  intense  pain  in  the  temporal  region  of 
the  skull,  and  paralysis  of  the  sixth  nerve  on  the  same  side.  Occa- 
sionally the  condition  arises  through  an  acute  exacerbation  of  a 
chronic  otitis  media.  In  about  one  half  the  cases  secondary 
symptoms  are  present  depending  on  damage  of  the  trigeminus,  or 
oculo-motor  nerve,  or  to  meningitis.  Mastoiditis,  or  circumscribed 
extradural  abscess  in  the  sigmoid  sinus  groove^  occur  occasionally 
as  complications. 

"  Recovery  is  the  rule,  but  fatal  cases  from  diffuse  meningitis 
occasionally  occur.  The  morbid  anatomy  oF  the  process  consists  in 
a  diffusion  of  the  infection  from  the  tympanum  to  the  apex  of  the 
petrous  pyramid  by  way  of  the  "]ieri-tubal  cells  and  the  carotid 
canal.  The  sixth  nerve  is  in  relation  to  the  apex  of  the  iiyramid 
close  to  its  entry  into  the  dura  mater.  We  have  essentially  an 
osteitis  confined  to  the  apex  of  the  pyramid  with  secondary  pachy- 
meningitis in  the  neighbourhood.  The  extra-dural  situation  of  the 
lesion  explains  the  usually  favourable  termination  of  the  inflamma- 
tion. In  a  few  cases  a  circumscribed  serous  or  even  a  diffuse 
suppurative  meningitis  occurs. 

"Not  all  cases  of  sixth  nerve  ]jaralysis  belong  to  this  clinical 
group.  Some  cases  have  a  different  mode  of  origin.  Among  these 
the  most  frequent  are  extra-dural  abscess  on  the  roof  of  the 
petrous  reaching  to  the  apex,  and  diffuse  osteo-myelitis  of  the  cells 
surrounding  the  temporal  bone  [sic  ?  labyrinth)  wiiich  spreads  to 
the  apex  of  the  pyramid.  Cases  of  these  classes  differ  from  the 
typical  ones,  and  the  pi-ognosis  and  treatment  are  different.'^ 

In  support  of  these  conclusions  Gradenigo  has  tabulated  fifty- 
seven  published  cases,  and  has  added  eight  others  which  he  recounts 
in  detail.  Of  these  he  groups  twenty-four  as  "typical  cases,"  /.  e. 
with  no  other  symptom  than  paralysis  of  the  sixth  and  otitis  media, 
and  twenty-nine  accompanied  by  paralysis  of  other  cranial  nerves, 
optic  neuritis,  sinus  suppuration,  labyrinthitis^  or  other  complica- 
tions. 

There  were  eight  fatal  cases,  and  the  'post-mortem  findings  are 
reported  in  five.  The  amount  oi  ■post-mortem  material  is  thus  only 
small,  and  its  value  is  lessened  by  the  fact  that  only  one  of  the 
fatal  cases  belonged  to  the  "  typical "  group,  the  other  four  being 
complicated  in  various  ways.  The  "  typical "  case  is  that  of 
Lombard  {loc.  cit.,  p.  178),  and  is  closely  analogous  to  the  case 
reported  above. 

(1)  A  man,  aged  twenty,  suffered  from  an  acute  otitis  media 
with  suppuration,  some  headache,  followed  by  sixth  nerve  paralysis 
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and  later  by  acute  basal  meniugitis.  A  large  abscess  in  the  apex 
of  the  petrous  bone  was  found,  'post-mortem.  In  this  case  the  path 
of  infection  was  by  a  channel  which  would  admit  the  passage  of  a 
large  bristle,  from  the  aditus  to  the  apical  cells.  The  petrous  on 
the  opposite  side  was  also  remarkably  "  pneumatic  ^'  in  structure, 
as  mercury  injected  into  the  apex  of  the  pyramid  found  its  way 
readily  into  the  tympanum. 

(2)  In  another  case  of  Lombard's  [loc.  cit.,  p.  182)  there  was  also 
thrombosis  of  the  sigmoid  sinus.  Both  petrous  bones  were  of  the 
"pneumatic"  type.  The  path  of  infection  froin  the  tympanum  to 
the  apex  of  the  pyramid  in  which  there  was  an  abscess^  was  not 
clearly  made  out.  It  is  surmised  that  the  pus  had  travelled  through 
the  "  pneumatic  casing  of  the  labyrinth  "  and  the  peri-tubal  air- 
cells  probably  by  way  of  the  carotid  canal. 

(3)  Yon  Noltenius's  case  {loc.  cit.,  p.  177)  is  one  of  acute  basal 
meningitis  following  curetting  of  granulations  in  the  neighbourhood 
of  the  tympanic  orifice  of  the  Eustachian  tube.  Sixth  nerve 
paralysis  appeared  four  days  before  death.  The  bone  at  the  apex 
of  the  petrous  pyramid  seemed  softened,  and  the  dura  was  firmly 
adherent  over  it.  The  sixth  nerve  paralysis  might  have  been  due 
to  mening'itis. 

(4)  One  of  Gradenigo's  cases  {loc.  cit.,  p.  179)  was  similar^  i.  e. 
acute  meningitis  induced  by  curetting  granulations  in  the  tympanum. 
Sixth  nerve  paralysis  supervened  along  with  the  meningitis.  There 
was  a  carious  focus  in  the  apex  of  the  pyramid.  The  petrous  on 
the  opposite  side  was  "  pneumatic." 

(5)  Gradenigo's  second  case  {loc.  cit.,  p.  183)  is  even  less  convinc- 
ing. Here  an  acute  otitis  was  followed  by  acute  labyrinthitis,  and 
sixth  and  seventh  nerve  paralysis.  After  antrotomy  the  sixth 
nerve  paralysis  disappeared,  but  that  of  the  seventh  persisted. 
Death  from  basal  meningitis.  There  was  an  abscess  cavity  in  the 
posterior  wall  of  the  apex  of  the  pyramid,  containing  a  sequestrum. 
The  cochlea  was  necrosed. 

These  five  cases,  so  far  as  I  have  been  able  to  find,  constitute 
the  whole  of  the  pathological  material  bearing  on  the  aetiology  of 
the  sixth  nerve  paralysis  secondary  to  otitis  media.  Several  cases 
of  associated  sixth  nerve  paralysis  and  otitis  media  have  been 
published  since  Gradenigo's  paper  (2),  but  no  further  post-mortem 
results. 

Analysing  these  cases  we  notice  that  in  three  (1,  2,  and  5)  an 
abscess  or  sequestrum  was  found  in  the  apex  of  the  petrous 
pyramid,  but  in  one  of  these  cases  (5)  the  paralysis  of  the  sixth  was 
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only  transitory.  In  two  cases  (3  and  4)  there  was  evidence  of 
softening  of  the  bone  in  this  situation,  with  some  pachy-menin- 
gitis.  In  both  these  cases,  however,  the  paralysis  of  the  sixth 
either  accompanied  or  followed  the  onset  of  meningitis,  and  it 
might  be  objected  to  them  that  the  paralysis  might  have  been 
caused  by  the  meningitis,  and  not  by  the  focus  in  the  petrous  bone. 
Cases  1  and  2  are  the  only  ones  in  which  the  dependence  of  the 
paralysis  on  a  focal  inflammation  in  the  petrous  pyramid  is 
demonstrated  with  certainty.  One  may,  therefoi-e,  say  of 
Gradenigo^s  explanation  that,  though  highly  probable  and  rational, 
the  pathological  evidence  in  support  of  it  is  rather  scanty.  The- 
case  here  reported  ranks  with  the  two  of  Lombard's  (1  and  2)  in 
the  completeness  in  that  it  bears  out  Grradenigo's  description  of  the 
clinical  features  and  pathological  conditions  present  in  these  cases. 

In  this  connection  one  ought  to  mention  Mr.  T.  Stoddart  Barr's 
specimen  of  temporal  bone,  shown  by  him  at  the  Annual  Meeting 
of  the  British  Medical  Association,  1908  (3).  In  this  case  there  was 
no  sixth  nerve  paralysis,  but  there  was  an  abscess  in  the  petrous 
bone  "  below  and  internal  to  the  carotid  canal,"  and  the  carotid 
artery  was  surrounded  by  pus.  Infection  had  passed  from  the- 
middle  ear  b}-  way  of  the  peritubal  cells.  The  abscess  was  situated 
rather  lower  in  the  substance  of  the  petrous  pyramid  than  in  the 
other  specimens  described,  and  so  further  from  the  sixth  nerve  in 
the  space  of  Dorello,  which  fact  probably  accounted  for  the  absence 
of  paralysis  of  the  nerve.  Mr.  Barr  also  described  two  cases  (4) 
exhibiting  Grradenigo's  "  symptom  complex,"  both  of  which 
recovered. 

References  to  this  subject  in  the  English  literature  are  scanty. 
Besides  Mr,  Barr's  cases  there  is  one  reported  by  Mayo  Collier  in 
1901.  (5)  In  the  discussion  on  this  case  other  similar  cases  were 
mentioned  by  Lodge,  Dundas  Grrant,  and  Woods.  Of  these  only 
the  last-mentioned  appears  to  have  been  of  the  class  described  by 
Gradenigo.  A  case  has  also  been  reported  recently  by  Muecke  (6) 
to  the  Otological  Section  of  the  Royal  Society  of  Medicine.  The 
discussion  on  this  case  would  suggest  that  Gradenigo's  views  have 
not  received  general  recognition  in  this  country. 

With  regard  to  the  clinical  aspect  of  the  case  reported  above, 
one  need  only  say  that  it  agrees  in  every  particular  with  what 
Gradenigo  describes  as  the  "  typical "  class  of  case,  the  clinical 
features  of  which  may  be  summarised  as  follows  :  Simple  sixth 
nerve  paralysis  unaccompanied  by  paralysis  of  other  nerves,  or  by 
optic  neuritis,  etc. ;  severe   oain  of   somewhat  indefinite   localisa- 
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tion;  middle-ear  symptoms  slight;  hearing  only  slightly  impaired 
(Gradenigo  points  out  that  in  many  of  these  cases  no  spontaneous 
perforation  occurs,  but  when  it  does  take  place  it  is  frequently  in 
the  anterior  part  of  the  membrane)  ;  mastoid  symptoms  absent  or 
slight;  persistence  of  the  paralysis  after  the  middle-ear  symptoms 
have  cleared  up  ;  markedly  "  pneumatic  "  type  of  temporal  bone. 

It  will  be  noticed  that  these  cases  bear  a  close  analogy  to  the 
more  common  "latent"  or  "remote  mastoiditis/'  in  which  an 
inflammation  in  the  middle  ear  clears  up  with  or  without  perfora- 
tion of  the  membrana  tympani,  but  spreads  to  the  peripheral  cells 
of  the  mastoid,  in  which  an  abscess  is  often  developed  at  a  later 
period.  The  essential  point  of  divergence  in  the  two  classes  of 
case  is  that,  in  the  one,  the  inflammation  spreads  from  the  anterior 
part  of  the  tympanum  forward  into  the  peritubal  cells  and  so  to  the 
petrous  bone,  whilst  in  the  other  the  infection  travels  backwards- 
from  the  attic  to  the  antrum  and  thence  to  the  mastoid.  Pi-obably 
the  slow  and  insidious  spread  of  the  inflammation  in  both  classes  of 
case  is  due  not  only  to  the  anatomical  character  of  the  temporal 
bone  ("pneumatic"  type),  but  also  to  the  nature  of  the  infecting 
organism. 

The  anatomical  relations  of  the  sixth  nerve  at  the  base  of  the 
skull  has  been  thoroughly  worked  out  by  Dorello.(7)  The  nerve 
enters  a  canal  in  the  dura  mater  below  the  posterior  clinoid  process,. 
and  is  here  covered  by  a  firm  fibrous  band — the  "  petro-sphenoidal 
ligament."  Thence  it  passes  in  a  forward  and  outwai'd  direction 
beneath  the  superior  petrosal  sinus  to  the  outer  side  of  the  internal 
carotid  artery  before  entering  the  cavernous  sinus.  In  this  part 
of  its  course  it  lies  in  an  "  osteo-fibrous  canal "  (the  "  space  of 
Dorello"),  and  is  in  close  relation  to,  and  sometimes  in  actual  con- 
tact, at  its  outer  side  with  the  bone  at  the  apex  of  the  petrous 
pyramid. 

The  fact  that  the  sixth  nerve  runs  for  a  considerable  part  of  its. 
intercranial  course  in  this  space  with  rigid  walls,  within  which 
it  may  readil}'  suffer  compression,  probably  accounts  for  the 
frequency  of  isolated  paralysis  of  this  nerve,  even  apart  from 
inflammation  in  the  petrous  bone,  just  as  the  seventh  nerve  is- 
frequently  compressed  within  the  Fallopian  canal,  causing  facial 
paralysis.  Oppenheim  (8)  gives  the  following  causes  of  isolated 
abductor  paralysis  :  Neuritis  due  to  exposure  to  cold,  rheumatism,, 
and  syphilis,  and  post-diphtheritic  paralysis.  Sphenoidal  sinus 
suppuration  (Richter),  thrombosis  of  the  cavernous  sinus,  operations- 
on  the   Gasserian  ganglion,  fractures  of  the  base  of  the  skull,  and 
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syphilitic  pachy-  or  lepto-meningitis  at  the  base.  In  all  these 
various  paralyses,  with  the  possible  exception  of  post-diphtheritic, 
compression  of  the  nerve  in  the  space  of  Dorello,  due  either  to 
inflammatory  infiltration  of  the  nerve  itself,  or  of  the  walls  of  the 
space,  might  be  the  itnmediate  cause  of  the  paralysis. 

With  regard  to  treatment,  it  would  be  possible,  if  one  could 
with  certainty  diagnose  an  abscess  of  the  petrous  pyramid,  such  as 
was  found  at  the  autopsy  in  thi^  case,  to  open  the  abscess  and 
drain  it,  after  trephining  the  squama  above  the  tympanum  and 
stripping  the  dura  from  the  roof  of  the  petrous  bone.  The  route 
would  be  the  same  as  for  the  intra-cranial  operation  on  the  Gasserian 
ganglion.  The  principal  risks  Avould  lie  in  tearing  the  middle 
meningeal  at  the  foramen  spinosum  or  tearing  the  softened  or 
firmly  adherent  dura  mater  and  causing  infection  of  the  subarach- 
noid space.  The  difficulty  lies  in  diagnosing  the  presence  of  an 
abscess,  as  distinct  from  the  commoner  condition,  non-suppurative 
inflammation  of  the  apical  cells.  As  a  rule,  these  cases  recover 
spontaneously.  In  the  case  here  reported,  the  symptoms  never 
seemed  sufficiently  severe  to  preclude  the  probability  of  spontaneous 
recovery  until  the  onset  of  the  acute  basal  meningitis,  so  that  the 
advisability  of  doing  an  intra-cranial  operation  was  never  con- 
sidered. 
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BI-SUBMUCOUS   RESECTION    OF    SEPTUM   NASI. 

By  J.  VAN  DER  HoEVEN  Leonhaed,  M.D., 
Amsterdam. 

In  cases  of  simple  deviatio  or  luxatio  septi  to  such  a  degree  as  to 
render  diflRcult  normal  air  passage  through  the  nose,  its  permea- 
bility is  generally  restored  by  the  execution  of  the  submucous 
resection  after  Killian,  Freer  and  others. 

A  great  many  modifications  of  the  original  method  have  been 
described  by  various  authors,  but  they  all  start  frozn  the  same 
principle  :  to  strip  the  lining  membrane  of  both  sides  of  septum,  as 
far  as  its  deformation  extends,  departing  from  an  incision  at  one 
side. 

Crests,  spurs  and  excessive  deformations,  however,  can  make  it 
in  certain  cases  very  difficult,  even  practically  almost  impossible, 
to  strip  the  lining  membrane  of  both  sides  out  of  this  incision  on 
oiie  side,  without  injuring  the  former  and  making-  a  perforation. 
The  difficulty  of  elevating  the  lining  membrane  fi-om  its  subjacent 
layer  is  still  aggravated  in  these  cases  by  the  fact  that  it  adheres 
much  stronger  at  the  cartilage  and  bone  at  uneven  parts,  such 
as  crests,  spurs  and  i'olds,  than  at  even  parts  of  septum.  In 
presence  of  those  facts  perforations  can  scarcely  be  avoided.  They 
should  be  avoided,  however.  Xot  that  they  do  practical  harm, 
as  is  generally  believed.  For  as  soon  as  the  mucous  membranes  of 
both  sides  are  completely  grown  together  on  the  edge  of  the 
perforation,  the  formation  of  crusts  is  stopped  by  this  fact.  The 
growing  together  now  is  usually  soon  accomplished  by  adequate 
after-treatmenr,  that  is  to  say  by  doing  nothing  that  might  oppose 
the  regenerating  power  of  the  membrana  pituitaria.  A  perforation 
must  be  considered  as  a  technical  fault,  and  therefore  it  must 
be  avoided. 

As  my  modification  of  the  typical  operation,  intended  only  for 
appropriate  cases,  proved  to  avoid  perforations  in  cases  where  the 
latter  could  scarcely  be  prevented  in  proceeding  according  to  the 
usual  methods,  I  think  I  may  be  allowed  to  communicate  its 
description. 

Fig.  1  represents  a  variety  of  septal  deformation  not  seldom 
met  with  and  chosen  for  a  description  of  my  modification  because 
it  gives,  on  account  of  the  thickness  of  septum  in  its  anterior  part 
and  the  peculiar  shape  of  its  deformation,  as  shown  by  the  figure, 
a   very    great    chance    of    making   perforation    in    the    left  lining 
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membrane  when  operating  from  the  rigid  side,  whereas  it  is 
practically*ahnost  impossible  to  avoid  the  same  at  the  right  side, 
when  operating  from  the  hft. 

I  then  proceed,  after  surface-application  of  cocaine  (20  per 
cent.)  and  suprarenine  (1  :  1000)i  as  follows  and  as  is  shown  by 
the  figure. 

(1)  \  ertical,  slightly  curved  "button-hole"  incision  of  mucous 
membrane  and  perichondrium,  just   as   in  the  typical   submucous 


Fig.  1. — I.  Eight  side  of  septum  nasi ;  the  dotted  line  shows  the  vertical  and 
the  horizontal  line  of  incision,  mentioned  sub.  3  (see  text).  II.  Frontal 
section  of  septum  nasi ;  D  =  rig-ht,  S  =  left  side.  III.  Three  horizontal 
sections  of  sei^tum,  on  levels  as  is  shown  by  the  dotted  lines,  running  to 
II ;  D  =  right,  S  =  left  side.  lY.  Left  side  of  aeptum  nasi ;  the  dotted 
line  shows  the  vertical  line  of  incision,  mentioned  sub.  1  (see  text). 

resection,  but  as  far  in  front  as  possible  :  on  the  border  of 
epidermis.  The  incision  is  made  to  the  left,  because  in  thAs  case- 
the  stripping  of  the  lining  membrane  is  easiest  on  the  left. 

(2)  Stripping  of  the  left  lining  membrane,  over  something  more- 
than  the  whole  part  of  septum  to  be  removed. 

(3)  Incision  of  mucous  membrane   and  perichondrium  on  the- 
other    (here  right)    side:    a    vertical    one,    identical,    but  not   less- 

1  For  complete  anaesthesia  submucous  injection  is  by  no  means  necessary. 
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than  |- in,  belihid  the  first,  on  the  other  (here  left)  side,  followed 
by  a  horizontal  incision,  something  further  than  the  septum — 
deformation  extends,  and  just  on  the  level  of  the  floor  of  nasal 
cavity  (see  the  dotted  line,  fig.   x   I). 

(4)  Stripping  of  the  right  lining  membrane  as  far  as  necessary, 
which  forms  a  flap,  that  usually  curls  and  retracts  itself  upwards. 

The  whole  deformed  part  of  septum  is  now  at  both  sides, 
behind  the  vertical  incision  on  the  right,  denuded. 

(5)  Incision  of  the  cartilage  just  in  the  vertical  incision  (sub  3) 
■on  the  right. 

(6)  Removing  of  the  whole  deformed  part  of  cartilage  with 
Ballenger's  swivel-knife. 

(7)  Removing  with  gouge,  hammer  and  forceps  of  the  vomerine 
part  of  the  deformation  down  to  the  level  of  the  floor  of  nasal 
cavity,  especially  in  front,  and  backwards  as  far  as  spina  septi, 
included.  The  whole  deformed  part  of  septum  is  now  removed, 
except  the  small  portion  situated  between  the  two  vertical  incisions 
sub  1  and  3. 

(8)  Incision  of  the  cartilage  in  the  first  button-hole  incision  on 
the  left,  with  great  care  not  to  enter  the  opposite  nasal  cavity. 

(9)  Careful  stripping  from  this  (left)  side  of  the  small  portion 
of  mucosa  still  adhering  to  the  correspouding  cartilage  at  the  right 
side,  in  front  of  the  incision  sub  3. 

(10)  Removing  of  the  small  piece  of  cartilage  between  the  two 
vertical  incisions,  now  denuded.  If  necessary  this  act  must  be 
completed  down  to  the  floor  of  nasal  cavity  with  aid  of  gouge, 
hammer  and  forceps. 

(11)  Cleaning  of  both  sides  of  nose  with  HoO^  solution,  followed 
by  blowing  vioform. 

(12)  Introducing-  of  a  small  gauze  tampon  at  each  side. 
Antiseptic  gauze  (iodoform,  vioform)  is  to  be  preferred  above 
aseptic,  because  a  wound  in  the  nasal  cavity  must  be  considered  as 
a  relatively  septic  one.  The  tampon  may  be  greased  with  a  slightly 
antiseptic  ointment,  by  which  its  removing  is  facilitated. 

The  reflected  flap  of  mucous  membrane,  stripped  off  at  the  (in 
this  case)  right  side,  should  now  be  pulled  down  and  sutured. 
This  act,  however,  miscarries  often  by  reason  of  its  curling  and 
retracting  upwards.  On  anatomical  preparations  this  suturing  is 
very  easy  on  account  of  the  absence  of  tui-gidity  in  dead  tissues. 
Two  methods  can  be  adopted:  (1)  cutting  off  the  curled  and 
thickened  part  of  the  flap,  avoiding  by  the  same  its  producing 
local  undesirable  thickenins's  that  might  hinder  normal  healing; 
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and  (2)  pulling^  the  flap  clown  as  much  as  possible  and  maintaining' 
it  in  this  position  whilst  the  tampon  is  introduced.  It  depends- 
upon  local  eventualities  and  personal  views  which  of  those  two 
methods  will  be  adopted. 

The  tampon  at  (in  this  case)  the  left  side  can  be  easily  removed 
next  day.  That  on  the  right  will  prove  to  adhere  very  tightly ; 
it  must  be  soaked  with  appropriate  solutions,  such  as  HoO,  solution 
or  solutio  acetatis  aluminici  at  5  per  cent.  After  some  days  it 
will  be  possible  to  remove  it  by  gentle  pulling.  When  it  is  detached 
too  soon  or  with  too  much  force  there  is  a  serious  danger  to  tear 
open  the  whole  membranous  part  of  septum. 

After-treatment  consists  in  rinsing  the  nose  during  some  weeks 
with  an  isotonic,  slightly  antiseptic  solution.  In  some  cases  a  few 
applications  of  5  per  cent.  Ag  NO.,  are  desirable.  As  the  mucous 
membrane  of  the  nose  has  a  powerful  tendency  to  regeneration,  the 
parts  of  septum  that  have  lost  their  lining  membranes  are  covered 
with  epithelium,  by  proper  after-ti'eatment,  within  some  weeks.  It 
is  the  task  of  after-treatment  to  avoid  the  formation  of  hard  crusts 
in  the  first  time  after  the  operation  by  gently  rinsing  the  nose. 
Any  force  in  blowing  out  those  crusts  or  in  sneezing  impede,  as 
well  as  superfluous  manipulations  in  the  nasal  cavity  with  instru- 
ments and  medicaments,  the  regeneration  of  epithelium.  No 
application  of  Ag  NOg  solution  should  be  done  without  indication. 

As  soon  as  the  pituitary  membrane  is  completely  restored,, 
crusts  will  no  more  be  formed. 

Perforation  in  the  front  part  of  septum  will  not  occur,  because 
the  two  vertical  incisions  sub  1  and  3  never  can  cover  themselves. 
Perforation  in  the  other  parts  of  septum  need  not  occur,  because 
there  is  always  one  side  of  the  latter  where  the  lining  membrane 
can  be  stripped,  departing  from  the  same  side,  without  fear  of 
injury. 

I  would  call  the  above  modification  hi-suhmncous  resection  in 
abbreviation  of  "  bilateral  submucous  ''  resection,  because  it  may 
be  considered  as  a  combination  of  two  typical  submucous  resections^ 
each  of  them  departing  from  a  different  side  of  septum. 
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Intranasal  Operations  on  the  Lachrymal  Sac. — D.  R,  Paterson.. 

[See  Journal  of  Laryngology,  Rhinology,  and  Otology,  April,  1914,. 
p.  169,  et  seq.] 

Double  Intranasal  Dacryocystotomy  for  Lachrymal  Disease.— 
D.  R.  Paterson. — Girl,  aged  sixteen.  "  Watering  "  of  both  eves  noticed 
for  three  years.  She  had  been  treated  two  years  ago  for  atrophic  rhinitis, 
which  was  still  present.  About  five  weeks  before  admission  a  phlegmon 
appeared  over  the  left  lachrymal  sac  with  the  formation  of  an  abscess  or 
fistula.  On  the  right  side  there  was  a  blenorrhoea  of  the  sac,  a  quantity 
of  thin  pus  being  evacuated  on  pressure.  West's  operation  of  opening 
the  sac  from  the  interior  of  the  nose  was  done  on  both  sides.  On  the 
right,  part  of  the  sac  wall  was  overlapped  by  an  affected  ethmoidal  cell, 
which  was  opened  up  ;  on  the  left  it  was  necessary  to  i-esect  the  upper 
part  of  the  septum  in  order  to  get  room.  The  result  of  the  operation  was 
immediate  and  the  fistula  closed.  The  case  illustrates  (a)  some  condi- 
tions of  the  tear-sac  brought  about  by  stenosis — viz.,  blenorrhoea  of  the 
sac,  dacryocystitis,  phlegmon,  and  fistula,  and  their  dependence  often 
upon  a  nasal  affection — e.  g.,  of  an  anterior  ethmoidal  cell,  which  mav  be 
laid  l>are  only  by  operation  ;  (b)  the  intranasal  conditions  usuallv  met 
with  in  the  operation  ;  (c)  the  advantages  of  the  intranasal  route  to  the 
lachrymal  sac. 

Mr.  Harmes  had  recently  seen  a  gentleman,  aged  twenty-seven,  who 
had  had  epiphora  since  he  was  aged  fifteen,  following  upon  an  injury.  He 
had  consulted  ophthalmic  surgeons  in  different  j^arts  of  the  world,  and 
had  spent  =£2400  on  operations  of  various  kinds,  but  none  of  them  had 
done  good.  In  this  country  he  did  not  think  there  had  been  enough 
experience  to  know  what  the  results  of  the  intranasal  operations  were. 
They  were  easy  to  perform.     The  first  results  Avere  quite  satisfactorv. 

Mr.  Herbert  Tilley  asked  what  was  the  swelling  in  the  right 
nostril;  it  appeared  to  be  the  anterior  end  of  the  middle  turlnnal.  He 
had  done  the  operation  only  once,  and  that  was  last  week,  so  he  could  not 
say  anything  definite  about  results.  It  appeared  to  be  easy  when  the 
ethmoidal  cell  had  been  got  out  of  the  way,  with  the  finger  exteniallv  on 
the  lachrymal  sac  to  prevent  damage  l^eing  done.  In  the  case  of  a  very 
narrow  nose  the  operation  might  be  a  difiicult  procedui'e. 

Dr.  DoNELAN  thought  the  difference  of  opinion  as  to  the  merits  of  the 
external  and  internal  methods  would  be  settled  by  a  more  careful  selection 
of  cases  for  each  mode  of  operating.  It  seemed  to  him  that  those  in 
which  the  obstruction  was  high  up  in  the  lachrymal  canal,  or  Avhieh  were 
of  purely  ocular  origin,  would  be  better  treated  by  the  external  operation 
which  had,  moreover,  the  advantage  of  not  opening  healthy  ethmoidal 
cells.      On  the  other  hand,  in  cases  due  to  intranasal  disease  the  internal 
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iiietliod  would  be  found  preferable.  Dr.  Donelau  thought  it  was  Strazza 
Avho  first  performed  and  described  the  operation,  now  known  as  West's,  in 
the  same  year,  1904,  as  Toti  published  his  external  method. 

Mr.  HowARTH  agreed  with  Mr.  Harmer  that  this  was  an  operation 
that  they  would  all  have  to  perform :  he  thought  that  the  cases  which 
would  probably  come  under  their  notice  would  not  be  simple  stenosis 
cases,  but  those  of  purulent  dacryocystitis,  where  the  suppuration  was 
being  kept  up  by  a  diseased  ethmoidal  cell.  His  experience  was  limited 
to  two  cases  in  which  excision  of  the  lachrymal  sac  had  failed  to  cure  the 
•  condition.  He  did  West's  operation,  but  did  not  find  it  easy,  as  the 
ascending  process  of  the  superior  maxilla  appeared  to  overhang  the  duct 
and  made  the  approach  difiicult.  This  operation  was  satisfactory  in  that 
it  enabled  the  surgeon  to  deal  effectively  Avith  those  anterior  ethmoidal 
cells  which  lie  in  front  of  the  hiatus  semilunaris  and  abut  on  the 
lachrymal  duct.  It  was  as  yet  early  to  say  what  the  results  were  likely 
to  be. 

Dr.  JoBSON  HoENE  hoped  that  an  operation  which  pi-omised  to  be 
beneficial  in  suitable  cases  would  not  be  brought  into  disci'edit  by 
eagerness  out-running  discretion  ;  and  that  they  would  hear  more  of  the 
coutra-indications  and  of  the  difiiculties  in  performing  the  operation. 

Dr.  Dan  McKenzie  showed  a  case  in  which  the  operation  was  done 
eighteen  months  ago.  He  had  not  seen  it  for  eight  montlis  and  one 
could  not  now  see  any  signs  of  the  operation  wound  in  the  nose.  The 
patient  was  quite  cured. 

Mr.  E.  D.  Davis  said  on  the  cadaver  the  operation  did  not  seem  to 
liim  difiicult.  One  patient,  however,  had  a  very  deep  middle  meatus,  and 
an  overhanging  nasal  process,  and  that  was  a  very  difiicult  operation. 

The  President,  replying  to  Dr.  Hill,  said  the  question  of  slitting  the 
canaliculus  to  introduce  a  probe  was  a  point  of  controversy  between  Polyak 
and  West.  West  usually  slit  the  punctum  and  introduced  a  stile,  and  that 
made  it  easier.  Polyak  held  that  the  suction  action  of  the  punctum  was 
thereby  interfered  with,  and  it  was  not  desirable  to  do  that  more  than 
£Ould  be  helped.  In  his  own  cases  he  (the  President)  had  not  touched 
the  punctum,  except  to  syringe  through  afterwards.  One  could  easily 
feel  the  probe  iu  the  sac  from  the  outside ;  one  could  also  easily  measure 
by  one's  eye,  and  determine  the  position  of  the  sac.  He  agreed  that  the 
first  to  do  the  operation  was  Strazza,  of  Genoa,  who  did  it  in  1904, 
though  he  had  not  done  any  since.  West  had  done  130  cases,  with  a 
very  lai-ge  percentage  (90)  of  what  may  be  i-egarded  as  cures.  The  latest 
figures  from  Polyak  were  forty-two  operations.  He  thought  that 
ophthalmologists  would  hand  over  these  cases  in  future,  when  sufiicient 
•experience  of  the  lasting  results  of  the  operation  had  been  gained,  for 
it  was  not  difficult  to  carry  out,  and  its  success  Avas  striking. 

Resection  of  the  Pharnyx  for  Carcinoma.— E.  B.  Waggett. — 

Woman,  aged  forty-seven.  Operation  in  February,  1913.  The  flap  was 
cut  with  the  intention  of  removing  the  larynx  with  the  pharynx  ;  conse- 
quently, no  skin  Avas  available  for  a  plastic  operation.  The  A\diole  of  the 
hypopharvnx  was  removed  with  the  exception  of  a  strip  of  the  right 
lateral  wall  ^  in.  broad.  Case  shown  to  illustrate  :  (a)  spontaneous 
adaptability  of  the  pai-ts ;  (h)  absence  of  cicatricial  stricture ;  (c) 
functional  recovery  of  the  left  arytoenoideus  posticus  muscle. 

Resection  of  Larynx  and  Pharynx. — E.  B.  Waggett.— Debilitated 
man,  aged  sixtv-five.     Extensive  carcinoma  of  pharynx,  laryngeal  vesti- 
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bule,  and  tongue,  commencing  in  left  pvriform  fossa.  Palliative  measures 
dictated  bj  dyspnoea  and  very  severe  dysphagia.  At  the  patient's 
request  a  radical  opei'ation  was  performed  in  November.  A  strip  of  the 
right  pharyngeal  vrall,  i  in.  broad,  was  retained.  The  case  illustrates 
the  spontaneous  adaptability  of  the  parts  still  in  process  of  healing. 
Facial  palsy  was  produced  by  a  very  extensive  gland  operation  with 
resection  of  the  sternomastoid. 

Sir  Felix  Sejion  congratulated  Mr.  Waggett  on  the  success  in  his 
first  case,  not  only  because  it  was  a  brilliant  case,  but  because  it  repre- 
sented the  victory  of  a  principle — namely,  of  the  triumph  of  the  early 
diagnosis  in  these  extrinsic  cases,  which  so  far  had  been  so  sadly  wanting. 
He  had  never  been  much  enamoured  of  the  operation  for  total  extirpation 
of  the  larynx,  though  he  admitted  that  it  could  not  be  helped  in  some 
cases.  But  henceforth,  just  as  in  intrinsic  cases,  the  ground  had  been 
cleai'ed  for  thyrotomy  by  early  diagnosis,  thus  it  should  be  the  endeavour 
of  every  laryngologist  to  diagnose  also  extrinsic  cases  so  early  that,  as 
shown  by  Mr.  Waggett' s  case,  it  was  no  longer  necessary  to  remove  the 
whole  larynx. 

The  President  thought  that  laiwngologists  in  this  country  were, 
perhaps,  not  hopeful  euough  of  such  cases.  Three  or  four  months  ago  he 
saw  some  excellent  results  in  Prof.  Grliick's  clinic. 

Mr.  Waggett  replied  that  these  two  cases  were  at  the  extreme  poles 
of  the  class  of  case  to  which  they  belonged.  In  one  case  there  was  early 
diagnosis,  thanks  to  the  direct  method;  the  other  he  had  watched  dying 
for  six  or  eight  months,  and  finally,  ad  misericord iam,  he  had  removed 
the  larynx  at  his  request.  He  was  not  proud  of  the  technique  in  the  first 
case.  The  operation  was  started  as  an  extirpation  of  the  larynx,  but, 
finding  the  larynx  could  be  retained,  he  did  the  best  he  could  under  the 
circumstances,  there  being  no  skin-flaps  available.  He  brought  the  case 
forward  in  order  to  show  that  Nature  sometimes  did  all  that  was 
required.  The  woman  seemed  bound  to  have  an  almost  complete  stricture 
of  the  pharynx,  but  the  event  proved  otherwise,  and  she  now  swallowed 
ordinary  solid  food,  and  did  so  better  day  by  day  ;  and  twelve  months 
had  elapsed  since  the  operation.  Whether  this  happy  circumstance  was 
due  to  the  nasal  tube  having  been  kept  from  the  nose  to  the  stomach  for 
six  weeks  he  could  not  say,  but  the  presence  of  a  foreign  body  prevented 
close  cicatrisation  of  the  I'SlyU,  and  enabled  the  strip  of  mucous  mem- 
brane, i  in.  broad,  left  in  the  right  fornix,  to  cover  the  raw  surface. 
Now  a  bougie  the  size  of  the  little  finger  could  be  passed  through  the 
sti'icture. 

Advanced  Gummatous  Laryngitis.— G.  H.  L.  Whale.— Woman. 

twenty-three.  When  first  seen  by  the  exhibitor,  one  month  ago,  the 
the  infiltration  of  epiglottis,  ventricular  bands,  and  arytsenoids  quite 
obscured  the  rima.  Through  a  Killian's  spatula  he  removed  a  piece  of 
each  arytaenoid.  The  pathological  report  stated  :  G-ranuloma  with  no 
giant-cell  systems ;  Wassermann's  test  positive.  On  January  13,  he 
gave  her  0-9  gr.  of  "914  "  intravenously.  Marked  local,  but  no  general, 
reaction.  One  week  later  the  lesion  was  clearing,  both  cords  were  visible. 
Specimens  were  shown. 

Sphenoidal  Sinus,  after  Operation,  shoi&ing  Good  Drainage.— 
G.  H.  L.  Whale. — Female,  age  ;1  fifty-one.  Operated  on  five  months  ago. 
Concentric  closure  of  the  sinus  mouth  by  mucosa,  which  so  often  gave  a 
disappointing   result   in  these    cases,    had    not    occurred.     The   other 
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sphenoidal  sinus  was  not  at  present  accessible,  owiug  to  a  deflection  of 
the  septum ;  and  headache  had  disappeared  from  the  operated  side  of 
the  head,  but  not  fi-om  the  other  side. 

(?)  Lupus  of  the  Nose.— G.  H.  L.  Whale. — Male,  aged  twelve. 
There  was  much  heaping-up  of  granulomatous  mass  on  columella.  The 
disease  extended  on  to  the  outer  wall  of  left  vestibule.  Duration  of 
disease,  one  year  with  intermissions.  The  case  was  shown  for  diagnosis, 
because  the  angry  red  appearance  of  the  mass,  and  the  absence  of  apple- 
jelly  areas,  had  led  several  surgeons  to  diagnose  streptococcal  infection. 

Dr.  Don  ELAN  asked  what  portion  of  the  arytaenoid  was  removed. 

Dr.  Job  SON  Horne  deprecated  the  removal  of  a  piece  of  each  arytaeuoid 
from  the  larynx.  If  it  was  done  for  diagnostic  pur2:)0ses,  then,  Dr.  Hoi'ne 
considered  the  Wasserman  test  would  have  been  in  every  way  sufficient. 
He  had  frequently  seen  similar  cases  rapidly  clear  up  under  iodide  of 
potassium  and  mercury  without  any  surgical  intervention. 

Mr.  Whale  replied  that  with  regard  to  iodide  being  sufficient,  some 
liked  to  use  modern  methods,  so  he  gave  the  patient  salvarsan,  and  the  case 
was  doing  very  well.  The  case  was  sent  to  him  by  a  dermatologist  as  being 
tubercle.  The  laryngeal  appearances  suggested  a  post-cricoid  growth, 
with  cedema  all  over  it,  and  he  punched  a  piece  out  to  exclude  neoplasm. 

Inflammatory  Fixation  of  the  Left  Arytaenoid  following 
supposed  Impaction  of  a  Foreign  Body  in  the  Larynx. — George 
Wilkinson. — The  man,  aged  sixty-eight,  was  seen  first  on  the  evening  of 
October  21,  1913.  About  seven  hours  earlier  in  the  day,  whilst  eating 
some  "  hash,"  he  choked  and  felt  a  piece  of  meat  stick  in  the  throat.  He 
made  violent  expulsive  efforts  and  attempted  to  dislodge  the  obstruction 
by  repeatedly  passing  his  finger  down  his  throat.  He  "  could  get  hold 
of  something,  though  he  could  not  get  it  v;p."  On  examination  great 
difficulty  was  experienced  in  obtaining  a  view  of  the  larynx,  owing  to  the 
patient  "  gagging."  After  cocainisation  a  view  was  obtained  by  direct 
laryngoscopy.  The  epiglottis,  aiytsenoids,  and  aryepiglottic  folds  were 
inflamed  and  much  swollen,  the  swelling  being  more  considerable  on  the 
left  than  on  the  right  side.  On  the  ]>osterior  surface  of  the  epiglottis 
was  a  plaque  of  fibrin,  which  was  readily  removed  by  the  forceps.  The 
underlying  surface  was  excoriated.  Severe  pricking  pain  on  swallowing 
persisted  for  some  days.  The  voice  remains  weak  and  husky.  Swelling 
still  remains,  chiefly  of  the  left  ventricular  band.  The  left  arytaenoid  is 
displaced  outwards  and  somewhat  forwards,  and  does  not  move  per- 
ceptibly on  phonation,  though  there  is  some  adduction  of  the  left  vocal 
cord.  Nothing  abnormal  was  seen  on  the  X-ray  screen.  An  examination 
was  made  by  direct  laryngoscopy  on  December  16  under  general 
anaesthesia.     No  foreign  body  was  detected. 

Foreign  Body  (a  piece  of  bookbinding  wire)  removed  under 
Direct  Laryngoscopy,  after  having  been  impacted  in  the  Larynx 
Four  Months. — George  Wilkinson. — The  patient,  a  boy  aged  three, 
was  first  seen  on  October  30,  1913.  The  child  had  been  admitted  to  a 
fever  hospital  on  July  6,  notified  as  diphtheria,  with  laryngeal  obstruction 
which  had  begun  four  days  previously.  Antitoxin  had  been  given.  A 
tracheotomy  was  done.  Subsequent  examination  of  swabbings  from  the 
throat  showed  absence  of  Klebs-Loeffler  bacillus.  The  tube  was  removed, 
and  had  to  be  rejjlaced  several  times.  Early  in  October  an  abscess 
appeared  to  have  formed  within  the  larynx,  ancl  to  have  burst  Avith  free 
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-discharge  of  pus  through  the  tracheotomy  wound.  At  this  time  there 
was  great  dyspnoea,  in  spite  of  the  presence  of  the  tube.  The  traclieotomy 
wound  had  now  healed,  but  there  was  decided  laryngeal  stridor,  croupy 
cough,  and  husky  voice.  Examination  by  direct  laryngoscopy  immediately 
revealed  a  bright  band  below  the  left  vocal  chord;  lying  autero-posteriorly, 
visible  during  inspiration.  It  looked  like  a  pin.  It  was  grasped  bv  the 
forcej)s,  and  readily  removed  after  the  jjoint  had  been  disengaged  from 
the  mucous  membrane  below  the  anterior  commissure  in  which  it  was 
embedded.  It  was  found  to  be  a  piece  of  bookbinding  wire,  bent  into  the 
form  of  a  letter  Z.     All  symptoms  disappeared  next  day. 

The  President  said  some  years  ago  he  recorded  an  instance  of  an 
infant,  aged  nine  months,  which  had  a  collar-stud  impacted  in  the  larynx, 
where  it  remained  three  months.  The  child  had  a  choking  fit  at  the  time, 
and  then  the  parents  forgot  about  it.  Three  months  later  the  infant 
began  to  crow,  and  when  seen  at  the  hospital  it  had  definite  stridor. 
Examination  by  the  direct  method  revealed  the  body  impacted  in  the 
larynx. 

Dr.  H.  J.  Davis  said  he  thought  the  first  case  looked  rather  like 
malignant  disease  of  the  larynx.  There  was  more  infiltration  and  fixation 
than  trauma  from  a  foreign  body  usually  produced.  With  regard  to 
"  getting  hold  of  something  which  could  not  be  brought  up,"  it  was  easy 
for  a  person  to  catch  hold  of  his  own  hyoid  bone  and  try  to  pull  it  out, 
and  this  was  sometimes  done.  He  knew  of  the  case  of  a  nun  who,  some 
twenty  years  ago,  was  brought  up  to  a  casualty  department  with  the 
history  of  a  rabbit  bone  imj)acted  in  the  throat.  An  enthusiastic  dresser 
said  he  could  feel  the  bone  with  his  finger,  and,  seizing  a  large  pair  of 
old  Mackenzie  forceps,  pulled  out  the  end  of  the  great  cornu  of  the  hyoid 
bone  with  the  muscles  attached. 

Mr.  Herbert  Tilley  thought  the  possibility  of  malignant  disease 
should  be  borne  in  mind.  The  possibility  of  a  foreign  body  had  also 
occured  to  him,  but  he  felt  sure  that  Mr.  "Wilkinson  would  have  satis- 
factorily excluded  this  factor. 

Sir  Felix  Sejion  said  the  disturbance  produced  by  a  foreign  body 
could  result  in  lasting  ankylosis  of  the  aryttenoid  cartilage.  He  remem- 
bered two  cases,  both  of  which  he  had  described.  In  the  first,  a  boy  got 
a  pin  which  was  driven,  through  a  swallowing  movement,  through  the 
aryepiglottic  fold,  close  to  the  arytsenoid  cartilage,  so  that  the  point  of 
the  pin  was  in  the  oesophagus.  A  casualty  surgeon  sent  the  case  up  to  a 
surgeon,  and  the  latter  proceeded  to  put  his  finger  into  the  patient's 
throat  to  ascertain  its  situation.  But  when  he  wanted  to  withclraw  his 
finger  it  got  caught  by  the  point  of  the  pin,  and  the  more  he  tried  to 
withdraw  it  more  he  was  pricked.  Ultimately  the  patient  was  sent  to  the 
Throat  Department,  where  the  pin  was  easily  visible,  and  was  removed. 
There  remained,  however,  lasting  ankylosis  of  the  arytaenoid  articulation. 
The  second  case  was  one  of  impaction  of  a  walnut-shell  in  the  larynx, 
which  set  up  so  much  swelling  and  irritation  that,  if  there  had  not  been 
a  definite  history  of  a  foreign  body,  the  laryngoscopic  appearance  would 
certainly  have  been  regarded  as  characteristic  of  malignant  disease.  It 
was  removed  by  external  operation,  but  in  that  case  also  there  remained 
lasting  ankylosis  of  the  crico-arytaenoid  articulation. 

Mr.  Wilkinson,  in  reply,  said,  with  reference  to  his  first  case,  that  it 
was  a  fear  that  the  infiltration  of  the  larynx  might  be  malignant,  which 
induced  him  to  subject  the  man  to  a  general  anaesthetic  and  direct 
inspection  of  the  larynx.  This  was  over  a  month  ago,  and  at  that  time 
the  left  arytaenoid  overhung  the  glottis  so  much  that  he  could  not  get  any 
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view  of  the  interior  of  the  larynx  by  indirect  inspection.  Since  then  the 
swelling  had  gone  down  very  much,  and  the  mobility  of  the  arytaenoid 
cartilage  had  definitely  increased.  That  seemed  to  be  against  malignancy. 
By  direct  inspection  be  could  find  no  sign  of  malignant  growth  on  the 
surface  of  the  larynx.  There  was  no  evidence  of  any  foreign  body  having 
ever  got  into  the  larynx,  though  it  is  clear  that  he  had  some  choking 
during  eating.  His  own  idea  was  that  the  damage  might  have  been 
caused  by  the  man's  finger-nail.  He  saw  the  case  seven  hours  after  the 
choking  attack,  and  the  man  was  still  in  great  distress,  and  was  working 
away  at  his  throat  with  his  finger.  The  larynx  was  very  red  and  swollen, 
and  that  swelling  remained  without  much  change  for  over  two  months. 
Was  it  possible  for  a  man  to  scratch  the  inside  of  his  own  larynx 
with  his  finger-nail  ?  The  marks  at  the  back  of  the  epiglottis  seen  at 
the  first  examination  looked  very  much  like  scratches. 

Orbital  Cellulitis  due  to  Ethmoidal  and  Frontal  Sinus  Disease. 

— H.  A.  Kisch. — C.  B ,  aged  fourteen,  when  first  seen  was  suffering 

from  orbital  cellulitis.  An  abscess  had  formed  two  months  previously 
above  the  left  eyelid,  and  had  biirst,  leaving  a  fistula,  the  orifice  of  which 
was  situated  just  above  the  upper  eyelid  and  about  half-way  out.  A 
probe  inserted  through  this  fistula  passed  into  a  cavity  which  was  found 
to  contain  pus.  On  examining  the  nose,  pus  Avas  seen  under  the  middle 
turbiual,  and  there  was  extensive  ethmoidal  disease.  On  December  16, 
1913,  an  operation  was  performed.  The  fistula  was  found  to  lead  into  an 
ethmoidal  cell,  and  the  frontal  sinus  was  full  of  ])us.  The  complete 
Killian  operation  was  performed,  and  the  patient  rapidly  recovered. 

Cicatrical  Pharyngeal  Diaphragm  following  Scarlet  Fever,— 
J.  F.  O'Malley. — A  boy,  aged  five,  had  scarlatina  two  years  ago,  and 
was  then  for  about  three  months  in  a  fever  hospital.  On  returning  from 
hospital  it  was  noticed  that  he  "  spoke  through  his  nose,"  and  the 
condition  has  become  worse  since  then.  He  can  swallow  solids  and 
liquids  without  difficulty,  and  there  is  no  history  of  interference  with 
breathing. 

On  examinationof  the  throat  one  sees  a  diaphragm,  appearing  as  a 
continuation  downwards  of  the  soft  palate  and  formed  l)y  the  union  of 
the  free  edges  of  the  two  posterior  pillars.  It  shuts  off  the  uaso-  from 
the  oro-  and  hypopharynx  and  is  complete  except  at  the  centre  of  its 
upper  and  lower  borders.  The  up]3er  oj^eniug  is  a  small  space  sur- 
rounding the  normal  uvula,  in  which  the  latter  is  free  to  move.  At  the 
lower  border  there  are  two  openings,  one  on  each  side  of  a  central 
adhesion,  which  passes  obliquely  downwards  and  backwards  to  the  right 
and  is  attached  to  the  posterior  wall  of  the  pharynx,  oj^posite  the  level  of 
the  epiglottis. 

The  anterior  pillars,  at  their  upper  ends,  blend  with  the  new 
diaphragm,  whilst  tbe  lower  ends  are  normal  and  behind  the  latter. 
On  the  anterior  aspect  of  the  new  formation  the  tonsils  can  be  seen 
appearing  rather  superficial  owing  to  the  partial  obliteration  of  the  sinus 
tonsillaris. 

The  President  said  he  supposed  Mr.  O'Malley  would  be  able  to  pass 
a  probe  behind  right  away  down,  as  there  did  not  seem  to  be  attachment 
to  the  posterior  wall  of  pharynx,  except  at  the  lower  border. 

Dr.  DoNELAN  thought  it  would  be  easily  dealt  with  by  simple  division 
and  suturing  over  the  cut  edges. 

Mr.  Haemer  said  that  the  difficulty  was  that  the  adhesion  was  likely 
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to  form  again  after  a  cutting  operation.  He  suggested  that  recurrence 
would  be  less  likely  if  division  were  made  by  diathermv. 

Mr.  O'Malley  replied  that  if  one  cut  down  the  middle  line  there  was 
merely  connective  tissue  substance,  having  no  contractile  power,  and  with 
inspiration  or  suction  of  air  it  would  be  quickly  drawn  against  the 
nasopharynx  and  adhere  again.  He  believed  the  method  of  formation  of 
these  adhesions  was  as  follows  :  There  was  an  intense  inflammation  with 
iuflammatory  infiltration,  and  at  the  same  time  a  myositis  wliicli  put  the 
muscular  tissue  in  a  condition  of  paresis.  The  swelling  and  infiltration, 
especially  in  the  young  child,  facilitated  the  coming  together  of  the  parts, 
and  the  intensity  of  tiie  myositis  prevented  tlie  mobility  which  would 
otherwise  exist  and  enable  the  parts  to  come  away  from  each  other.  A 
denudation  of  epithelium  proceeded  at  the  same  time,  owing  to  the 
severity  of  the  inflammation,  and  that  facilitated  the  joining  up. 

Demonstration  of  the  Exhibitor's  Method  of  Intranasal 
Operation  for  Antral  Sinus  Suppuration. — P.    Watson-Williams. 

[See  Journal  of  Laryngology,  Ehinology,  and  Otology,  March,  1914, 
p.  113,  et  seq.'] 

The  President  asked  if  the  exhibitor  made  a  point  of  taking  away 
the  anterior  ridge  of  the  inner  wall  of  the  antrum.  In  the  case  of  any 
secretion  in  the  antrum,  and  the  patient  bending  down,  might  not  the 
secretion  tend  to  fall  out  ?  He  remembered  once  it  was  a  serious  incon- 
venience, for  a  patient  had  some  watery  secx-etion  from  the  antrum  for 
some  time,  and  when  she  bent  down  at  mealtimes  it  often  fell  out. 

Dr.  Watson-Williams  replied  that  one  of  the  advantages  of  doing 
the  operation  in  the  way  he  advocated  was  that  the  patient  was  able  to 
blow  his  nose  clear  of  secretion  in  the  antrum.  The  current  of  air  entered 
the  antrum,  swished  round  the  corner  and  took  everything  out.  But  if 
a  ridge  of  the  anterior  part  of  the  inferior  meatal  wall  was  left,  the 
pocket  retained  the  secretions  and  the  patient  was  more  likely  to  have  his 
antrum  constantly  sodden.  In  the  large  preponderance  of  cases  in  adults 
the  antrum  developed  forwards,  so  that  one  could  bring  the  opening 
slightly  in  front  of  the  end  of  the  inferior  turbinal.  When  the  antrum 
was  small  that  could  not  be  done.  The  intranasal  operation  in  such  cases 
gave  good  results  and  was  not  more  difficult,  only  it  did  not  bring  the 
aperture  forward  in  the  way  shown  in  the  specimen. 

?  New  Growth  of  Ventricle  of  Larynx.— C.  I.  Graham.— Female, 

aged  forty-seven.  Hoarseness  and  cough  for  three  or  four  months.  A 
small  portion  of  the  growth  has  been  removed  for  microscopical  exa- 
mination. There  was  a  smooth  sessile  swelling  in  the  anterior  part 
of  left  ventricle,  obscuring  the  anterior  third  of  corresponding  vocal 
cord.  The  overlying  mucous  membrane  was  paler  than  that  of  the 
larynx  generally.  The  colour  and  movement  of  the  cords  are  normal. 
There  are  no  palpable  glands  in  the  neck,  and  Wassermann's  reaction  is 
negative. 

Dr.  JoBSON  HoRNE  referred  to  a  paper  which  he  read  at  the  meeting 
of  the  British  Medical  Association  at  Brighton  last  year  on  "  Tumours 
of  the  Ventricle  of  the  Larynx."  In  that  paper  he  had  described  a 
hyperplasia  of  the  ventricular  land  which  he  had  observerl  years  ago  in 
the  post-mortem  room  and  also  clinically,  and  which  simulated  a  tumour 
of  the  band.  He  regarded  the  case  before  them  as  one  of  innocent  hyper- 
plasia of  the  kind  he  had  described. 
Mr.  GrRAHAM  agreed. 
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Double  Ogston's  Operation  performed  for  Chronic  Frontal 
Sinus  Disease, — W.  Stuart  Low. — The  exhibitor  considers  that  the 
success  ill  this  case  aucl  the  absence  of  blemish  are  to  be  attributed  to 
the  method  adopted,  viz.,  by  commeiiciug  the  incision  under  the  eye- 
brow, gradually  sloping  upwards,  and  then  stretching  the  tissues 
upwards  ;  the  periosteum  was  divided  high  up  and  stretched  down- 
wards. When  the  wound  is  stitched  up  these  displaced  tissues  return 
to  their  original  position,  so  that  a  valve-like  wound  results,  the  one  flap 
overlapping  the  other  obliquely.  The  wound  is  protected  from  bandage 
pressure  by  means  of  a  specially  shaped  cage  which,  having  rubber- 
covered  edges,  acts  like  a  Bier's  band  in  facilitating  rapid  union — it  also 
allows  of  free  exudation  of  fluid  between  the  edges  of  the  wound.  The 
method  had  been  followed  by  restitution  of  bone,  and  is  one  of  the 
advantages  gained,  another  being  diminution  of  deformity  by  preventing 
collapse  of  the  anterior  sinus  wall.  The  patient  was  operated  upon  last 
July,  fourteen  days  intervening  between  the  two  operations. 

The  exhibitor  favours  the  Ogston  operation  in  preference  to  the 
Killian,  and  he  exhibited  the  case,  which  was  a  very  severe  one  of  its 
kiucl,  as  an  example  of  many  more  treated  similarly  Avith  success  by  the 
Ogston  method. 

Double  Paralysis  of  the  Superior  Laryngeal  Nerves  in  the 
Course  of  Disseminated  Sclerosis  from  Lead  Poisoning.^ — James 
Donelan. — Male,  aged  tvrenty  six.  As  the  history  of  this  case  has  been 
fully  given  already  in  the  Proceedings  it  has  been  suggested  that,  in 
view  of  the  great  rarity  of  reported  cases,  it  may  be  well  to  call  attention^ 
here  only  to  the  laryngeal  symptoms. 

Owing  to  the  adA'ancing  nerve  degeneration,  which  now  affects  about 
equally  both  crico-thyroid  muscles,  on  phonation  the  anterior  end  of  the 
glottis  is  now  no  longer  turned  obliquely  to  the  right,  the  side  first 
affected,  from  overactiou  of  the  still  comparatively  unimpaired  muscle  of 
the  opposite  side.  The  interior  of  the  larynx  is  now  somewhat  more 
difficult  to  see  owing  to  increasing  paralysis  of  the  tongue  and  epiglottic- 
muscles.  The  bending  forwards  of  the  arytaenoid  cartilages  is  also  more- 
marked.  On  phonation  with  gentle  expiration  the  classical  wavy  outline 
of  the  glottis  can  be  well  seen,  but  this  is  lost  if  the  air-stream  is  forced 
and  the  elliptical  glottis  is  formed.  With  stronger  expiration  the  cords 
are  blown  upwards  and  flap  in  the  air  current.  The  patient  can  sustain 
a  low,  rovigli  note  fairly  well,  but  it  is  impossible  for  him  to  raise  the 
pitch  more  than  one  or  two  tones,  and  then  he  cannot  sustain  the  note. 
Careful  palpation  shows  that  the  distance  between  the  thyroid  and 
cricoid  cartilages  is  not  diminished  perceptibly  on  phonation.  Owing  ta 
the  paralysis  of  the  pharynx,  tongue,  and  epiglottis,  the  patient  is  often 
troubled  by  the  entrance  of  solid  and  liquid  food  into  the  larynx. 

Dr.  JoBSON  HoRNE  said  there  appeared  to  be  good  adduction  and 
abduction  of  the  cords,  but  the  tension  of  the  cords  Avas  impaired. 

Sir  Felix  Semon  said  that  in  this  case,  if  he  had  not  heard  Dr. 
Donelan's  description  that  there  Avas  double  superior  laryngeal  paralysis^ 
he  would  not  liaA^e  seen  it.  To  be  frank,  he  saAv  nothing  but  a  little 
relaxation  of  the  vocal  cords.  Cases  of  genuine  paralysis  of  the  crico- 
thyroid muscles  were  extremely  rare,  but  the  wavy  outlines  of  the  vocal 
cords  seen  in  them  looked  very  different  from  what  Avas  at  present  visible 

^  ShoAvn  at  the  meetino^  of  June  6,  1913;  see  Jouen.  of  Lartngol.,  Ehinol.^ 
AND  Otol.,  Jan.,  1914,  p.  33. 
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iu  the  case  shown.  In  this  case  he  could  say  nothing  more  than  that 
there  was  some  relaxation  of  the  vocal  cords. 

Dr.  DoNELAN  regretted  that  Sir  Felix  Semon  was  not  present  on  one 
of  the  earlier  occasions  on  which  he  had  shown  this  case,  or  that  he  had 
not  seen  it  earlier  in  the  sitting,  when  the  patient  was  less  fatigued,  and 
when  the  wavy  line  was  more  easily  elicited.  It  seemed  to  depend  a  good 
deal  on  the  power  of  controUiug  the  expired  air,  so  that  the  cords  did  not 
blow  apart.  He  had  now  had  the  patient  under  observation  for  over 
eighteen  months,  and  had  had  the  good  fortune  of  following  the  gradual 
development  of  the  symptoms.  He  had  seen  no  report  of  a  case  in 
which  this  had  happened.  He  had  not  the  slightest  doubt  as  to  this 
being  one  of  double  paralysis  of  the  superior  laryngeal  nerves.  If  he 
had  it  would  have  been  dissipated  by  the  observations  of  two  such  excel- 
lent witnesses  as  Sir  Felix  Semon  and  Dr.  "William  Hill,  for  slackness  of 
the  vocal  cords  and  their  almost  complete  disappearance  under  the  lateral 
walls  on  inspiration  were  the  two  cardinal  features  of  this  rare  disease, 
which  had  been  described  by  nearly  everyone  who  had  published  cases. 
He  could  not  attribute  any  other  diagnostic  significance  to  these  features 
in  the  present  case,  than  that  they  showed  the  loss  of  crico-thyroid  control 
over  the  other  muscles.  There  appeared  to  be  lately  some  failure  of  the 
transversus,  which  might  be  due  to  a  partial  innervation  from  the  superior 
laryngeal  nerves. 

Double  Abductor  Paralysis  in  a  Child,  aged  eight.— C.  W.  M. 

Hope. —  Child,  aged  eight,  was  admitted  to  hospital,  1913,  with  marked 
dyspnoea.  Up  to  fourteen  days  before  admission  was  perfectly  well ; 
gradual  onset  of  dyspnoea,  but  voice  was  not  noticed  to  be  altered. 

When  first  seen  the  voice  was  good,  but  there  was  marked  dyspnoea, 
sucking  in  of  intercostal  spaces  and  supra-clavicular  regions  ;  marked 
retraction  of  lower  end  of  sternum,  and  slight  cyanosis.  Temperature 
normal ;  pulse  120.  On  examination  by  the  direct  method  under  chloro- 
form both  cords  were  found  fully  adducted,  normal  in  colour,  and  no 
movement  seen,  either  of  them  or  of  the  arytsenoids,  which  were  of  normal 
size.  Only  a  tiny  area  for  aeration  at  posterior  end  of  glottis.  Intu- 
bation tried  with  O'Dwyer's  tubes,  but  they  were  coughed  out  within  a 
few  minutes  of  introduction.  Tracheotomy  was  then  performed.  After 
four  days  tube  was  blocked  by  day  and  opened  by  night.  Swab  from 
larynx  showed  absence  of  Klebs-Loefller  bacilli. 

Three  weeks  later  cords  showed  some  movement  ;  there  was  slight 
abduction  and  also  some  movement  of  the  arytsenoids. 

Tracheotomy  tube  had  been  removed  and  left  out  on  January  14, 
1914,  but  owing  to  night  stridor  was  replaced  (low  tracheotomy)  on 
January  29,  1914.  Skiagram  of  chest  shows  no  enlargement  of  thymus 
gland  or  any  increase  in  size  of  bronchial  glands.  No  diagnosis  has  been 
arrived  at  as  to  the  cause  of  the  paralysis. 

Dr.  Lambert  Lack  said  at  present  he  had  a  case  of  exactly  the 
same  nature,  in  a  small  child.  Tracheotomy  was  done  over  two  years 
ago.  When  the  child  was  seen  in  the  out-patient  room  the  cords 
appeared  to  be  normal,  and  the  cause  of  the  stridor  and  dyspnoea  was  not 
recognised.  On  passing  a  bronchoscope  to  ascertain  the  cause  of  the 
dyspnoea,  directly  the  instrument  entered  the  lai-ynx  the  dyspnoea  was 
relieved.  On  removing  the  bronchoscope  again,  it  was  seen  that  the 
cords  remained  in  the  middle  line.  Tracheotomy  was  performed,  and 
after  some  months  the  tube  was  left  out,  as  the  cords  seemed  to  move  a 
little.     But  during  the  last  week  the  child  had  come  up  again  very  ill 
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and  suffering  from  loss  of  weight ;  it  was  not  half  the  size  it  should  be 
for  its  age.  Obviously  it  had  been  suffering  from  deficient  oxygenation 
for  years.  Now  that  the  tube  had  been  replaced,  the  child's  develoimient 
would  probably  go  on.  No  cause  could  be  discovered  for  the  paralysis, 
and  the  condition  appeared  to  be  cou genital.  Some  years  ago  he 
showed  another  case  in  a  girl,  aged  eighteen,  in  whom  no  cause  could 
be  found  for  the  paralysis,  and  in  her  also  the  history  dated  back  almost 
to  infancy. 

Dr.  Peters  had  seen  this  condition  exist  to  a  modified  degree  with 
congenital  deformation  of  the  epiglottis,  and  he  believed  it  was  character- 
istic that  the  voice  was  not  lost,  and  the  paresis  varied  greatly. 

Dr.  H.  J.  Davis  thought  both  recurrent  laryngeal  nerves  were  being 
pressed  upon  by  enlarged  mediastinal  glands,  and  he  had  recently  had  a 
case  very  similar  in  a  child,  aged  tAvo,  who  died  with  left  total  recurrent 
paralysis,  due  to  pressure  of  lymphomatous  glands  in  the  thorax.  The 
child  was  sent  to  him  as  a  case  of  foreign  body  in  the  lung.  The  child 
got  worse,  developing  bronchitis  and  paresis  of  the  other  cord.  As  soon 
as  the  bronchoscope  was  passed  the  child  breathed  easily.  He  did  a 
tracheotomy,  but  three  weeks  later  the  child  suddenly  died.  Post- 
mortem :  Enlarged  glands  were  found  in  the  mediastinum,  the  left 
recurrent  laryngeal  nerve  being  implicated  in  the  mass.  The  glands  were 
lymphomatous,  and  there  was  no  sign  of  tubercle. 

Note  of  the  Result  of  Treatment  of  an  Unusual  Case  of 
Adductor  Paresis.' — E.  D,  Davis. — Actiug  on  the  suggestion  kindly 
given  by  some  of  those  members  present  who  saw  the  case  of  a  healthy 
gardener  suffering  from  what  was  considered  to  be  an  intractable  case  of 
functional  aphonia,  the  patient  was  anaesthetised  on  January  27  and  the 
larynx  thoroughly  examined  by  suspension  laryngoscopy  and  the 
bronchoscope.  There  was  practically  no  movement  of  the  vocal  cords, 
which  remained  more  or  less  hidden  in  complete  abduction.  The  hypo- 
pharynx  and  trachea  were  normal.  Stimulation  by  the  intra-laryngeal 
electrode,  with  the  full  strength  of  the  battery,  produced  no  effect 
beyond  a  slight  movement  of  the  epiglottis  and  posterior  commissure, 
probably  produced  by  contraction  of  the  arytseno-epiglottidean  folds.  It 
is  suggested  that  the  case  is  one  of  paralytic  contracture  or  atrophy  of 
the  laryngeal  muscles.  Intra-lai-yugeal  stimulation  on  recovery  from  the 
ansesthetic  was  unsuccessful. 

Sir  Felix  Semon  asked  what  was  meant  by  the  words  "  It  is 
suggested  that  the  case  is  one  of  paralytic  contracture  or  atrophy  of  the 
laryngeal  muscles." 

Mr.  E.  D.  Davis  feared  the  explanation  asked  for  was  very  difficult 
to  give.  Dr.  Gordon  Holmes  said  the  case  could  not  be  functional  if 
there  was  paralytic  contracture,  but  Dr.  Holmes  could  not  find  organia 
disease.  Five  years  ago,  when  he  saw  the  patient,  it  was  a  case  such  as 
is  described  in  the  text-books  as  paralysis  of  the  arytajnoideus,  with  a 
chink  in  the  posterior  third  of  the  glottis,  forming  a  triangular  interval. 
The  cords  moved  well,  but,  on  vocalisation,  only  the  anterior  two-thirds 
of  the  cords  came  together.  There  was  a  chink  at  the  back.  He  did 
not  see  the  patient  for  five  years,  but  he  saw  him  repeatedly  when  he  had 
arytainoideus  paralysis.  The  man  deserted  the  hospital,  and  then  came 
up  again  five  years  later. 

1  Shown  at  the  last  meeting  of  the  Section  held  on  January  9.  See  Journal 
OF  Lartngology,  Ehinologt,  and  Otology,  April,  1914,  p.  205. 
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Sir  Felix  Semon  wished  to  make  some  observations  ou  this  case 
because  he  would  be  sorry  for  any  loose  expression  to  go  unchallenged. 
He  could  not  help  asking :  Why  make  any  suggestion  ?  There  was  no 
need  for  it  in  the  present  case.  He  thought  everyone  who  had  had 
experience  would  say  it  was  a  case  of  functional  double  paralysis  of  the 
adductors.  It  happened  in  a  male,  which  was  not  an  unheard-of  thing, 
and  the  cords  stood  very  widely  apart.  Neither  was  that  unheard  of. 
If  one  read  the  older  literature,  that  which  was  produced  in  the  infancy 
of  laryngology,  one  would  find  several  cases  described  in  which  the  glottis 
during  quiet  respiration  was  so  widely  open  that  it  would  admit  a  full- 
sized  finger.  Such  cases  had  been  described  by  Czermak  and  Solis  Cohen. 
In  his  own  paper  on  "Abductor  Tonus,"  though  that  was  published 
twenty-four  years  ago  and  perhaps  had  therefore  no  right  to  be  quoted 
nowadays,  one  would  find  it  stated  that  in  quietly  breathing  people  the 
width  of  the  glottis  amounted  sometimes  to  14  mm.  when  seen  with  the 
graduated  mirror,  which  correspondtd  to  19  mm.  actual  width.  If  in 
such  a  case  functional  bilateral  adductor  paralysis  occurred,  as,  he  had  no 
doubt,  had  occurred  in  this  case,  there  was  no  need  to  seek  refuge  in  a 
paralytic  contracture,  a  hypothesis  which,  he  was  glad  to  hear,  had  already 
been  combated  by  Dr.  Gordon  Holmes  on  general  neurological  grounds. 
It  was  sufficient  to  describe  it  as  a  double  adductor  paralysis  in  a  man 
whose  glottis,  before  he  had  anything  the  matter  with  him,  was  probably 
widely  open  in  quiet  respiration.  The  mere  fact  that  this  case  had  not 
yielded  to  treatment  did  not  stamp  it  as  an  extraordinary  one.  Again 
he  would  revert  to  the  older  literature,  in  which  one  could  read  cases 
described  by  Sir  Morell  Mackenzie  or  any  of  the  older  writers,  in  which, 
while  they  succeeded  almost  universally  in  functional  paralysis  in 
restoring  function  by  electricity,  or  hypnotic  suggestion,  or  by  cold  water 
douche,  or  by  central  faradisation,  or  methodical  voice  practice,  or  other 
methods,  they  freely  admitted  that  there  were  always  a  few  cases 
remaining  in  which  practically  no  method  was  of  avail.  The  present 
case  seemed  to  be  one  of  those,  and  he  n-ould  not  be  surprised  if,  when 
the  paresis  had  lasted  ten  years  or  more,  one  day,  without  apparent 
rhyme  or  reason,  the  voice  were  to  return.  Perhaps  the  oldest  case  on 
record  was  that  described  by  Herodotus,  in  which  the  patient,  the  son  of 
Croesus,  suddenly  regained  his  voice  when  someone  was  about  to  slay  his 
father,  for  he  suddenly  shouted,  "Do  not  kill  the  king."  That  might 
have  been  a  case  of  hysterical  mutism,  but  anyhow  it  was  under  the 
influence  of  a  strong  emotion  that  the  voice  came  back,  and  very  likely 
the  voice  would  come  back  to  the  present  patient  under  some  such 
stimulus. 

Dr.  Lambert  Lack  said  he  was  much  interested  in  what  Sir  Felix 
Semon  had  just  said.  The  majority  of  functional  aphonias  recovered, 
but  a  few  did  not.  Why  was  it  that  the  cases  which  did  not  i-ecover  were 
those  which  showed  paralysis  of  the  arytaenoideus  ?  In  his  experience, 
it  was  those  cases  where  there  was  a  triangular  opening  between  the 
posterior  parts  of  the  vocal  cords  which  did  not  yield  to  treatment ;  in 
fact,  that  class  of  case  produced  all  the  failures.  He  thought  that  some 
of  these  cases  were  organic.  There  was  one  case  in  the  hospital  in  Golden 
Square  who  attended  during  Sir  Morell  Mackenzie's  time.  She  was 
attending  for  forty  years,  and  at  the  end  of  that  time  the  larynx  gave 
exactly  the  same  picture  as  when  at  first  seen.  He  had  since  seen  two  or 
three  others  in  his  practice,  and  all  had  paralysis  of  the  arytaenoideus, 
that  being  apparently  the  only  adductor  affected.  The  case  which  Sir 
Felix  Semon  mentioned  was  one  of  functional  mutism. 
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Sir  Felix  Semon  reioiuecl  that  the  case  referred  to  by  Dr.  Lack  was 
absolutely  different  from  Mr.  Davis's  case.  He  remembered  the  case 
Dr.  Lack  spoke  of.  In  Mr.  Davis's  case  the  glottis  was  open  to  the 
greatest  possible  width,  and  the  vocal  cords  could  scarcely  be  seen  beca.use 
they  were  lying  close  to  the  sides  of  the  larynx,  whilst  the  case  mentioned 
by  Dr.  Lack  was  one  of  isolated  paralysis  of  the  interarytsenoid  muscle, 
possibly  of  peripheral  neuritic  or  myopathic  origin. 

Paralysis  of  Right  Vocal  Cord.— W.  H.  Kelson.— F.  E ,  aged 

forty-eight,  bus  driver.  Hoarse  six  months.  No  history  of  syphilis. 
Nothing  abnormal  detected  in  chest.  Larynx  congested.  Eight  vocal 
cord  appears  to  be  fixed  in  a  position  between  adduction  and  full 
abduction.  Eight  arytajnoid  and  right  ventricular  band  much  swollen. 
Epiglottis  not  swollen,  but  overhanging. 

Pharyngeal  Cyst. — W.  Douglas  Harmer. — A  man,  aged  twenty- 
eight,  was  first  seen  in  1904  with  an  inflammatory  swelling  over  the 
right  lower  jaw,  Avhich  was  probably  due  to  dental  causes.  This  was 
incised  in  July  and  again  in  September,  a  piece  of  bone  being  removed 
from  the  jaw  on  the  second  occasion.  In  1907  he  complained  of  pain  in 
the  right  side  of  the  throat  and  dysphagia ;  he  was  also  slightly 
hoarse.  Nothing  abnormal  was  discovered.  In  1909  the  symptoms 
had  increased,  and  a  lump  was  first  noticed  on  the  right  side  of  the 
pharynx.  On  swallowing,  the  swelling  was  displaced  outwards  by 
contraction  of  the  pharyngeal  muscles.  The  larynx  was  also  displaced 
to  the  left  by  a  rounded  tumour,  which  filled  the  pyriform  fossa.  On 
its  upper  margin,  close  to  the  right  border  of  the  epiglottis,  there 
were  three  small  white  nodules.  Enlarged  veins  Avere  seen  in  the  mucosa 
covering  the  tumour.  In  November,  1909,  an  external  incision  was  made 
by  Mr.  D'Arcy  Power,  and  a  thick-walled  cyst  was  found  in  the  wall  of 
the  phai*ynx,  and  removed.  In  1910  the  swelling  reappeared,  became 
suddenly  painful  and  burst  internally.  The  patient  stated  that  he 
coughed  up  pus  and  was  afterwards  relieved.  Since  then  the  size  of  the 
cyst  has  varied  from  time  to  time.  It  is  now  larger  than  usual,, 
and  projects  into  the  cavity  of  the  larynx.  The  nodules  have  also 
increased  in  size. 

The  President  said  the  case  was  a  remarkable  one :  the  cyst  was  of 
considerable  size.  Its  site  and  the  fact  of  its  recurrence  suggested  a 
branchial  origin.     He  asked  what  Mr.  Harmer  proposed  to  do  with  it. 

Mr.  Harmer  replied  that  lie  thought  it  should  be  possible  to  dissect. 
it  away  from  the  outside,  and  so  remove  the  whole  of  it. 

Thyroglossal  Fistula. — Dan  McKenzie. — This  case  was  shown  as 
illustrating  two  atypical  features,  namely:  (1)  the  oldening  of  the  fistula 
above  the  hyoid  bone,  and  (2)  its  situation  well  to  one  side  of  ther 
middle  line. 
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De.  AValker  Downie^  in  the  Chan 


Report  by  Dr.  "W.  S.  Syjie. 


Lupus  of  Soft  Palate  —  Fauces,  Pharynx,  and  Larynx.  — 
J.  Walker  Downie. — Girl,  aged  sixteen,  Las  beeu  under  treatment  by 
chromic  acid  locally,  and  syriip  of  the  iodide  of  iron  internally,  and  icy 
considerably  improved. 

Dr.  Logan  Tukner  tliouglit  of  trying  in  laryngeal  cases  the  more 
recent  method  of  setting  free  iodine  electrolytically  as  had  been  carried 
out  in  the  Finsen  Institute.  The  jDatient  is  first  given  a  large  dose  of 
sodium  iodide,  and  two  hours  afterwards  small  pointed  needles  (the 
positive  pole)  are  inserted  into  the  tissue,  and  something  like  three  to 
five  millianiperes  are  passed  through.  The  duration  of  the  seance  lasts 
about  three  to  five  minutes ;  the  needles  are  then  taken  out  and  intro- 
duced into  another  part  of  the  tissue.  Very  good  results  have  been 
obtained. 

Dr.  Brown  Kelly  remarked  that  he  had  seen  the  method  employed 
by  Mr.  Douglas  Harmer.  The  resiilts  were  very  good.  It  required 
rather  an  elaborate  outfit.  The  electrodes  were  like  brushes  fitted  for 
different  parts  ;  they  were  applied  for  about  three  or  four  minutes.  A 
dose  of  100  gr.  of  sodium  iodide  was  given  two  hours  before  the  applica- 
tion.    A  general  anaesthetic  was  used. 

Dr.  Syme  said  the  case  was  interesting  in  that  there  was  no  external 
evidence  of  lupus. 

Paralysis  of  Left  Yocal  Cord. — J.  Walker  Downie. — Man,  aged 
seventy-six.  Huskiness  since  January  last,  which  he  attributed  ta 
"  cold."  No  pain  nor  other  discomfort.  Eadiography  shows  a  clearly 
outlined  dull  area  to  the  left  of  the  middle  line  in  the  upper  part  of  the 
mediastinum,  probably  due  to  the  presence  of  a  new  growth. 

Leucoplakia  of  Tongue  and  Buccal  Mucosa  of  Long  Duration^ 
— J.  Walker  Downie. — Man,  aged  fifty-seven,  has  been  under  observa- 
tion for  over  sixteen  years,  during  which  time  the  condition  has  spread 
very  slowly. 

Dr.  Kerr  Love  had  had  a  case  under  observation  for  a  much  longer 
period.  In  it,  during  the  last  six  months,  the  tongue  had  been  removed 
for  cancer.  Twenty-five  years  ago  he  had  treated  the  primary  symptom, 
and  had  watched  the  tongue  for  ten  or  twelve  years.  There  was  a 
history  of  syphilis.  Locally  he  had  used  a  weak  solution  of  perchloride 
of  mercury  in  spii'it.  Wassermann  was  negative  at  the  end  of  the  anti- 
syphilitic  treatment. 

Dr.  Brown  Kelly  said  he  always  avoided  irritatmg  applications,, 
preferring  a  saHne  solution. 
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Dr.  Mackenzie  Booth  had  had  a  case  under  observation  for  sixteen 
years ;  in  it  chromic  acid  had  been  used  successfully. 

Dr.  Albert  Gray  asked  if  anyone  had  made  any  systematic  investi- 
gation or  found  the  percentage  of  cases  of  ]eucoplakia  which  are  pre- 
ceded by  syphilis  ?  Had  anyone  ever  known  of  cases  which  gave  a 
negative  Wassermann  ? 

Dr.  Walker  Downie  said  his  patient  had  a  definite  history  of 
syphilis.  Leucoplakia  was  regarded  by  Butlin  and  others  as  a  predis- 
posing cause  of  cancer,  but  here  there  was  no  evidence  of  any  malignant 
process  making  its  appearance  after  all  these  years.  It  might  be  that 
irritating  applications  tended  to  promote  malignant  changes. 

Carcinoma  of  Ethmoid.  — J.  Walker  Downie. — The  patient  was 
shown  at  the  meeting  in  May,  1913.^  The  patient  continues  in  good 
general  health,  but  the  growth  witliin  the  nose  has  slowly  increased  in 
size  in  the  interval. 

Dr.  J.  S.  Fraser  said  that  tlie  growth  had  evidently  not  increased  so 
very  much  in  a  year,  and  he  would  be  inclined  to  think  it  was  well  within 
the  bounds  of  operation. 

Dr.  Syme  remarked  that  the  case  illustrated  what  had  been  pointed 
out  by  other  observers,  that  malignant  disease  of  the  nose  and  accessory 
cavities  progressed  very  slowly  and  involved  the  glands  late.  He,  like 
Dr.  Fraser,  would  have  been  inclined  to  operate  on  this  patient. 

Dr.  Walker  Downie  said  operation  had  been  under  discussion.  Sir 
George  Beatson,  of  the  Cancer  Hospital,  and  Dr.  Dalziel  had  been  con- 
sulted ;  the  former  was  against  operation,  while  the  latter  said  it  might 
be  attempted. 

Radical  Tympano-mastoid  Operation  in  Patient  whose  Right 
Auricle  and  Cartilaginous  Meatus  had  been,  as  the  result  of  an 
Accident,    displaced    forward,   with    complete    Closure   of   the 

Meatus. — Thomas  Barr. — W.  F ,  aged  eighteen.     Eleven  years  ago 

right  auricle  almost  completely  torn  off  by  threshing  machine.  This 
resulted  in  the  auricle  and  cartilaginous  meatus  being  permanently  dis- 
placed very  much  forward,  with  entire  closure  of  the  meatal  opening. 
Two  years  afterwards  a  thin,  foetid  fluid  began  to  escape  from  a  minute 
orifice  behind  the  displaced  auricle.  A  year  ago  (after  this  exudation  had 
gone  on  for  five  years,  and  had  been  attended  by  severe  attacks  of 
pain,  with  vertigo,  sickness  and  vomiting)  he  first  came  under  observa- 
tion. The  badly- smelling  fluid  bathed  the  surface,  and  an  orifice  from 
which  it  came  could  only  be  detected  by  a  very  fine  probe,  shown  by  a 
skiagram  to  be  opposite  the  bony  meatus.  A  free  incision  was  first  made 
through  a  considerable  thickness  of  tissue  down  upon  the  osseous  meatus, 
which  was  freely  exposed  and  explored,  when  the  fluid  was  seen  to  come 
out  of  a  small  perfoi'ation  above  and  behind  the  short  process,  the  rest  of 
the  membrane  being  intact.  The  artificial  canal  was  maintained  by  firm 
gauze  packing  and  thorough  antiseptic  treatment  employed,  but  with  no 
effect,  after  several  weeks,  upon  the  quantity  or  even  the  odour  of  the 
discharge.  Ossiculectomy,  followed  by  a  course  of  daily  antiseptic 
syringing,  had  no  better  effect.  The  radical  mastoid  operation,  modified 
owing  to  the  peculiar  position  of  the  auricle  and  meatus,  was  then  carried 
out  (November  14,  1913).  The  attic,  aditus,  and  antrum  were  found 
occupied  by  cholesteatomata  and  granulation  tissue  ;  the  antrum  extended 
very  far  backwards.     All  the  cavities  were  thoroughly  dealt  with  and 

'  See  JouRN.  OF  Lartngol.,  Ehinol.,  and  Otol.,  vol.  xxviii,  p.  501. 


August,  19J4.J  Rhinology,  and  Otology.  437 

afterwards  packed.  Eesult  satisfactory.  Artificial  opening  left  nearly 
opposite  the  osseous  meatus.  The  cavities  have  been  quite  drv  for 
months,  but  there  exists  a  desquamative  tendency  requiring  occasional 
syringing  after  peroxide  of  hydrogen.  Any  remedy  from  this  ?  Dr. 
Barr  remarked  that  the  case  was  satisfactory  in  regard  to  the  cessation 
of  all  purulent  discharge,  but,  as  so  often  happened  in  radical  mastoid 
operations,  there  was  left  behind  a  desquamative  tendency  which  called 
for  regular  cleansing.  If  left  alone  a  whitish  epithelial  layer  forms  over 
the  cavities,  difficult  to  get  rid  of  and  sometimes  requiring  to  be  gentlv 
scraped  off.  As  is  well  known,  if  let  alone,  this  tendency  is  apt  to  lead 
to  the  formation  of  laminated  masses  which  may  ultimately  bring  about 
a  suppurative  process.  His  object  in  bringing  the  case  forward  was  in 
order  to  hear  any  suggestions  for  bringing  about  a  more  healthy  condition 
of  the  epithelium  in  such  cases.  The  application  to  the  walls  of  the  cavity 
of  a  solution  of  salicylic  acid  in  glycerine  and  rectified  spirit  has  been 
suggested,  as  also  a  mixture  of  iodine,  iodide  of  potassium  and  carbolic 
acid  in  glycerine.     He  would  like  to  hear  the  experience  of  members. 

Dr.  LiTHGOw  looked  upon  the  excessive  growth  of  the  epithelium  as 
due  to  the  cavity  not  being  freely  exposed  to  the  air.  The  meatus  and 
the  post-auricular  opening  should  not  be  closed  by  cotton-wool. 

Dr.  Syme  thought  that  probably  there  was  a  degenerative  process  in 
the  epithelium  caused  by  it  having  for  a  long  time  been  in  contact  with 
purulent  material,  by  which  it  proliferates  unduly,  and  that  in  time  it 
would  recover  its  healthy  process.  He  did  not  know  that  any  treatment 
would  be  likely  to  do  good. 

Dr.  GtRay's  experience  was,  that  in  time,  although  it  migbt  take 
many  months,  it  would  come  all  right. 

Acute  Purulent  Otitis  Media ;  Bezold's  Perforation  of  the 
Mastoid. — J.  Galbraith  Conna). — Man,  aged  twenty-eight.  Discharge 
from  left  ear  for  five  weeks  before  coming  under  observation.  Very 
painful  for  the  past  fortnight.  Examination  showed  small  perforation 
in  the  tympanic  membrane  anteriorly.  W.L.^°^.  Brawny  swelling  in 
neck.  Under  chloroform;  mastoid  operation  (Schwartze).  Bone  to- 
wards the  surface  somewhat  sclerosed.  Deeper,  it  was  cellular  in  type. 
Carious  opening  about  the  size  of  a  quill  leading  through  to  diagastric- 
fossa.  Pressure  on  neck  caused  pus  to  flow  into  the  mastoid  wound. 
Counter-opening  in  neck.  Later,  pus  was  found  to  come  from  upper 
part  of  wound,  and  a  few  days  afterwards  the  cells  in  zygoma  and  soft 
tissue  over  zygoma  were  opened  up.  Pus  showed  pure  culture  of 
streptococcus. 

Dr.  J.  S.  Fraser  asked  why  the  tip  of  the  mastoid  was  not  removed 
at  the  first  operation.  The  lower  part  of  the  mastoid  at  the  end  of  the 
Schwartze  operation  might  be  likened  to  the  bottom  of  an  egg,  and  was 
apt  to  get  filled  up  with  pus.  If  the  tip  was  removed  the  condition  soon 
healed  up,  because  the  soft  tissue  filled  in  and  the  wound  closed.  His 
experience  of  anterior  perforation  of  the  tympanic  membrane  was  that 
they  were  rarely  associated  with  mastoiditis.  He  had  no  recollection  of  a 
similar  case  to  the  present  one.  His  cases  of  anterior  perforations  in 
the  membrane  had  been  associated  with  tubal  conditions  without 
mastoiditis. 

Dr.  Gray  remarked  on  the  great  frequency  of  streptococcic  infection 
in  these  cases. 

Dr.  Syme  said  he  also  removed  the  tip  of  the  mastoid  in  most  cases 
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if  there  was  auv  justification  at  all.  The  after-treatment  was  much 
shorter. 

Pigmentation  (?  Anthracosis)  of  the  Tympanic  Membranes.— 

J.  Galbraith   Connal. — A.  A ,  aged  sixty-seven,  a  coal-miner,  came 

complaining  of  dulness  of  hearing  and  tinnitus.  On  examination  the 
tympanic  membranes  were  seen  to  be  of  a  dark  blue  colour. 

Dr.  Logan  Turner  said  that  one  explanation  of  blue  membranes  was 
found  in  the  high  position  of  the  jugular  bulb.  At  a  discussion  many  years 
ago  in  the  old  Otological  Society  someone  showed  a  case  of  that  kind, 
and  pointed  out  that  the  explanation  was  tlie  high  position  of  the  bulb, 
and  reference  was  made  to  the  danger  in  paracentesis.  It  was  not  the 
explanation  in  this  case,  as  the  blue  discoloration  involved  the  whole 
membrane. 

Dr.  Kerr  Love  thought  there  was  little  doubt  that  the  case  was  one 
of  pigmentation  due  to  coal-dust.  In  1905  he  described  a  case  which 
occurred  at  the  Glasgow  Eoyal  Infirmary,  in  which  the  membrane  was 
spotted  all  over.  He  had  reported  six  cases  in  the  Glasgow  Medical 
Journal  of  1907.  The  condition  was  now  fairly  well  recognised  in  the 
Infirmarv.  These  cases  were  significant,  not  so  much  for  the  blue  colour, 
as  that  they  are  generally  associated  with  non-suppurative  deafness, 
which  he  suspected,  though  he  coukl  not  prove  it,  was  sometimes  due  to 
dust  of  other  kinds  getting  into  the  middle  ear  and  setting  up  inflamma- 
tion. He  suggested  that  otologists  connected  with  hospitals  should  get 
into  touch  with  their  pathologists  and  ask  them  to  pass  on  the  temporal 
bone  of  any  miner  on  whom  they  made  a  post-mortem  examination,  so 
that  the  actual  presence  of  coal-dust  or  pigmentation  similar  to  that 
found  in  the  miner's  lung  might  be  ascertained.  The  cases  were  not 
verv  important  unless  more  information  could  be  got  on  the  subject. 

Dr.  Adam  said  the  condition  was  comparatively  common.  He  did 
not  know  that  it  was  specially  associated  with  chronic  catarrhal  con- 
ditions. 

Dr.  Syme  said,  in  connection  with  the  other  cause  of  blue  membranes 
which  Dr.  Logan  Turner  had  mentioned,  he  would  remind  the  members 
that  at  a  meeting  of  the  Society  three  years  ago  he  had  shown  some 
skulls  which  demonstrated  the  high  position  of  the  jugular  bulb  in  some 
instances.  In  one  or  two  it  was  so  high  as  to  hide  the  foramen  rotundum, 
and  he  had  seen  examples  where  the  roof  of  the  jugular  fossa  Avas  absent 
(the  fault  appearing  to  have  been  present  during  life).  The  danger  of 
such  cases  in  reference  to  paracentesis  was  evident. 

Dr.  Connal  referred  to  another  case  of  blue  membranes  at  present 
under  his  care,  also  in  a  coal-miner,  and  also  associated  with  chronic 
catarrhal  changes  in  the  tympanic  cavities. 

Injury   to  Larynx.— J.     Galbraith    Connal. — J.    W ,    aged 

twenty-six.  Early  in  February,  when  boxing,  he  was  struck  a  severe 
blow  on  the  right  side  of  the  larynx.  The  blow  caused  him  no  pain,  but 
a  "  feeling  of  choking"  for  about  a  minute.  There  was  slight  spitting  of 
blood  that  night — never  afterwards.  There  was  no  difficulty  in  breathing. 
When  he  awoke  next  morning  he  was  very  hoarse.  There  was  a  swelling 
in  the  neck  externally,  so  that  his  collar  caught  on  it.  No  difiiculty  in 
swallowing,  but  the  miTCOus  gathering  in  the  throat  gives  liim  some 
trouble.  On  examination  one  fortnight  after  the  injury  the  left  side  of 
the  larynx  was  markedly  hypersemic  and  swollen.  There  was  some  clot 
lying  on  the  vocal  cord  and  about  the  mouth  of  the  ventricle.     The  left 
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cord  did  not  move  freely.  The  right  side  of  the  larynx  was  hyperseniic, 
but  only  slightly  so  compared  to  the  left  side.  Externally,  there  was  a 
swelling  to  the  left  side  of  the  thyroid,  but  not  tender  to  touch.  There 
was  no  evidence  of  fracture.  At  present  the  voice  is  much  better,  but 
there  is  a  slight  wavy  irregularity  in  the  outline  of  the  left  cord,  with 
some  impairment  of  movement. 

Dr.  Walker  Downie  remarked  that  in  this  case  there  was  no  evidence 
of  fracture.  Two  years  ago  he  reported  four  somewhat  similar  cases  due 
to  fracture  from  different  causes.  The  fixation  of  the  cord  n-as  due  to 
swelling,  not  to  a  paralytic  condition.  In  two  of  the  cases  the  fracture 
of  the  thyroid  cartilage  was  well  seen  by  X-ray  examination.  In  all  four 
cases  there  was  severe  intra-laryngeal  oedema  with  ditficulty  in  breathing. 

Chronic  Purulent  Otitis  Media  with  Labyrinthine  and  Menin- 
geal Symptoms.  —  J.  Galbraith  Connal. — W.    L ,  male,   aged 

eighteen,  has  had  discharge  from  the  left  ear  since  childhood.  Cause 
nnknown.  Ear  never  gave  him  any  trouble  till  one  week  ago,  when  he 
felt  pain  in  the  left  ear  and  behind  the  ear  over  the  mastoid.  Pain  was 
so  severe  as  to  prevent  him  sleeping  some  nights.  No  sickness  or  vomit- 
ing ;  no  rigors.  Giddiness  noticed  three  days  before  coming  imder 
obsei'vation.  Examination  of  the  left  eai-  showed  large  perforation,  with 
some  granulations  protruding.  Discharge  somewhat  offensive.  No 
svvelling  over  mastoid,  and  not  much  pain  elicited  on  palpation.  W.L.  ^'ij. 
Tuning-fork  R.  Weber  to  right  side.  C  and  C\  are  not  heard  by  A  C, 
but  heard  for  short  time  by  B  C  ;  C^^  not  heard.  Nystagmus  on  extreme 
deviation  of  eyes,  more  marked  to  the  right  side.  Pupils  moderately 
dilated  and  respond  to  light  and  accommodation.  The  optic  discs, 
though  a  little  red,  were  quite  healthy  in  a])pearance.  Syringing  the  left 
ear  with  hot  water  or  cold  water  gave  no  reaction,  but  on  syringing  the 
right  ear  the  reaction  was  marked.  He  was  admitted  to  the  hospital  for 
observation,  and  on  two  days  previous  to  operation  was  sick  and  vomited. 
Temperature  normal.  January  20  :  Radical  mastoid  operation.  Antrum 
filled  with  cholesteatomatous  material  and  pus.  The  fenesti-a  ovalis 
seemed  patent  and  lacking  the  footplate  of  the  stapes.  Facial  twitchings 
were  noted  while  working  in  the  middle  ear  cavity.  After  operation  he 
complained  of  headache,  and  on  the  third  dav  after  operation  the  tem- 
perature rose  to  102-6°  F.  The  following'  day  (24th)  102-8°.  On 
January  27  he  still  complained  of  headache,  and  yesterday  of  severe  pain 
in  the  back,  making  him  cry  out.  The  temperatiu-e  for  the  past  few 
days  has  been  variable — highest  100°,  but  rising  this  afternoon  to 
l02-4°.  Has  been  having  aspirin,  which  helps  his  headache.  Kernig's 
sign  is  marked.  Lumbar  puncture  was  done,  and  about  2  oz.  of  fluid 
withdrawn.     The  fluid  was  turbid  and  under  considerable  pressure. 

Rejport  (Dr.  J.  Shaw  Dunn). — Films  from  the  sediment  show  abundant 
polymorphonuclear  leucocytes,  but  no  organisms  are  found.  Cultures 
remain  sterile  after  forty-eight  hours'  incubation.  Blood  was  withdrawn 
from  the  vein  in  the  arm  and  allowed  to  stand  in  a  sterile  flask,  and  on 
the  following  day  (28th)  lumbar  puncture  was  again  done,  some  fluid 
withdrawn,  and  the  blood-serum  which  had  been  collected  from  the 
previous  day  was  injected  into  the  spinal  canal.  To-day  the  headache 
has  been  easier,  and  the  temperature  has  varied  from  98°  to  99-6°  F. 
On  February  2  it  was  noted  :  Yesterday,  had  pain  in  the  head  and  back 
and  abdomen ;  temperature  102-8°  F.  This  morning  temperature  100°, 
but  no  headache  or  backache.  Keruig  still  definite.  February  4  :  Com- 
plains of  pain  in  the  back  and  down  the  legs.     Was  very  restless  yester- 
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day.  Temperature  was  10B'4°.  Lumbar  puncture  was  again  done. 
Pressure  of  fluid  much  less  and  not  so  turbid-looking.  (Dr,  Shaw 
Dunn  reports — "There  is  a  fairly  copious  deposit  of  polymorphoniiclear 
leucocytes.  No  organisms.  No  growth  is  obtained  after  forty-eight 
hours'  cultivation.")  February  10  :  For  the  past  two  days  the  tempera- 
ture has  been  normal.  No  complaint  of  pain.  Tongue  clean.  Sleeps 
well.  From  this  date  onwards  the  imj^rovement  in  the  general  condition 
was  progi'essive.  There  was  a  tendency  for  profuse  granulations  to  form 
in  the  middle  ear,  and  some  weeks  after  the  operation  the  granulations 
were  removed  and  packing  api)lied.  The  following  morning  facial  para- 
lysis was  noticed,  and  this  has  not  entirely  disappeared.  At  present  the 
middle-ear  cavity  is  dry,  but  thei"e  is  a  small  pouting  granulation  in  the 
floor  of  the  canal  leading  to  a  limited  area  of  bare  bone. 

Dr.  Logan  Turner  said  he  thought  the  labyrinth  should  have  been 
operated  on,  and  that  Dr.  Connal  was  fortunate  in  securing  the  recovery 
of  his  patient  without  haviug  carried  out  that  procedure.  The  menin- 
gitis was  probably  post-operative,  and  it  might  not  have  occurred  if  the 
labyrinth  operation  had  been  performed.  The  jjatient  had  the  symptoms 
of  manifest  labyrinth  disease  and  also  an  open  labyrinth;  there  was 
evidence  of  want  of  function  on  the  same  side,  and  nystagmus  mainly  to 
the  opposite  side;  there  was  giddiness,  sickness  and  vomiting,  all  in  the 
presence  of  chronic  middle-ear  suppuration.  He  thought  one  was 
perfectly  justified  in  draining  the  labyrinth  on  these  facts.  He  did  not 
know  whether  other  members  would  agree,  and  was  not  anxious  to  push 
the  matter,  but  he  believed  this  was  a  case  in  which  such  an  operation 
should  be  carried  out. 

Dr.  J.  S.  Feaser  agreed  with  Dr.  Logan  Turner.  The  hearing  tests, 
as  recorded,  gave  no  proof  that  there  was  any  hearing  power  left  in  that 
ear;  the  fact  that  the  low-pitched  tuning-forks  were  heard  (?)  by  bone 
conduction  did  not  show  that  there  was  any  hearing.  Anyone  who  has 
a  case  of  chronic  middle-ear  suppuration  complicated  by  labyrinth  disease, 
and  absence  of  the  foot-plate  of  the  stapes,  and  does  not  perform  the 
labyrinth  operation  along  with  the  radical  mastoid  operation  allows  the 
patient  to  run  a  risk  of  meningitis.  Dr.  Connal  must  congratulate  him- 
self on  being  able  to  add  another  to  the  list  of  cures  of  meningitis.  It 
would  be  interesting  if  he  would  give  a  detailed  list  of  the  labyrinth 
cases  in  which  he  had  performed  the  radical  mastoid  operation  alone,  so 
that  it  might  be  compared  with  another  list  where  the  labyrinth  operation 
had  been  performed  in  addition. 

Dr.  Barr  asked  if  Dr.  Connal  had  tested  the  labyrinth  functions  by 
the  caloric  or  other  tests  since  recovery  ? 

Dr.  GrRAY  was  not  sure  that  the  absence  of  the  foot-plate  of  the  stapes 
was  not  rather  an  indication  against  opening  the  labyrinth.  He  believed 
he  might  have  operated  on  the  labyrinth,  but  did  not  think  the  absence 
of  the  foot-plate  of  the  stapes  would  have  caused  him  to  do  so ;  it  rather 
allowed  the  drainage  of  the  labyrinth.  It  was  possible  that  that  might 
have  been  what  had  saved  the  patient. 

Dr.  Porter  agreed  with  Dr.  Logan  Turner  and  Dr.  Fraser  that  "the 
labyrinth  ought  to  have  been  opened.  It  seemed  to  him  that  this  was  a 
post-operative  meningitis,  and  had  the  labyrinth  been  opened  and  d'-ainage 
given  in  that  way  there  was  a  good  chance  of  the  patient  not  having  a 
meningitis.  He  thought  that  before  long  everyone  should  record  liis 
experience  on  this  matter  ;  until  that  was  done  each  man  would  hold  his 
own  opinion  and  not  be  convinced  by  one  or  two  cases  reported  by  another 
observer. 
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Dr.  CoNNAL,  in  reply,  saicV  tlie  only  point  was  that  the  lumbar 
puncture  fluid  was  absolutely  sterile  to  growth.  That  was  a  factor  in 
hokhng  them  to  the  line  of  treatment  adopted  ;  they  were  quite  pre- 
pared, however,  had  symptoms  developed,  to  do  the  labvrinth  operation 
He  agreed  that  the  meningitis  was  probably  post-operative.  He  had  not 
examined  the  functions  of  the  labyrinth  since  recover  v. 

Chronic  Purulent  Otitis  Media— Cerebellar  Abscess. -H.  White- 
house  and  J.  Galbraith  Connal.-T.G ,aged  fifteen,came  to  hospital 

on  September  24,  1513,  complaining  of  pain,  noises,  and  deafness  in  left 
ear  ot  about  one  week's  duration .  On  examination  a  cicatrix  was  present 
over  left  mastoid,  but  no  tenderness.  There  was  a  cicatricial  condition 
ot  the  membrana  tympaui,  but  the  condition  was  dry.  Two  weeks  later 
there  was  a  slight  purulent  discharge  from  the  ear.  A  week  later  still 
he  presented  himself  at  the  dispensary,  complaining  of  sickness  and 
vomiting  which  came  on  at  his  work  on  the  previous  dav.  Durino-  the 
evening  he  had  shivering  for  an  hour  and  a  half.  He  also  compkined 
that  he  had  a  cold  m  the  chest  for  a  week,  and  that  the  couo-h  gave  him 
pain  in  the  left  ear.  Previons  history. -Ahont  seven  years  a^o  he 
attended  the  dispensary  for  pain  in  the  left  ear  with  swellinc.  over 
mastoid  This  was  incised.  He  remained  well  till  about  three"  years 
atter,  when  he  again  attended  with  a  swelling  over  mastoid,  which  was 
again  incised.  A  radical  operation  was  then  suggested,  but  was  not  per- 
tc.rmed.     Since  that  time  there  has  been  no  discharge  from  the  ear 

On  admission  to  hospital  on  October  21,  he  appeared  fairlv  comfort- 
able and  answered  questions  quite  smartly.    No  complaint  of  pkin,  except 
on  pressure,  over  left  mastoid.     There  was  swelling  over  mastoid  re^^ion 
and  fluctuation  over  the  old  cicatrix.     No  pus  in  meatus.     No  o-iddiness 
except  when  ear  was  syringed.     Eyes  :  Coarse,  nvstagmus  to  left,  fine  to 
nglit;  pupils  equal  and  somewhat  contracted."    Ophthalmic  examina- 
tion :  Optic  discs  pmkish  and  somewhat  full,  and  the  veins  also,  especi- 
ally m  the  right,  are  full  and  somewhat  twisted.     The  above  condition 
is  more  marked  m  the  right  than  in  the  left.     Temperature,  about  99°  F  • 
].ulse,  about  80.     Chest:  Moist  musical  rrdes  over  back  and  front-  not 
much  cough ;  no  expectoration.     Kernig's  sign  cannot  be  demonstrated, 
loi.gue  dry  and  furred.     Sordes  on  lips.     On  October  22  severe  pain  in 
left  ear  and  side  of  head;  frontal  headache.     The  temperature  ranged 
from  99-6  to  102-b^  F. ;  pulse  from  80  to  90;  respirations  from  20  to 
^b.     October  22 :  Radical  mastoid  operation  ;  carious  opening  in  cortex 
from  which  pus  exuded.     Antrum  filled  with  cholesteatomatous  material 
and  pus.     Lateral  .sinus  lying  exposed  for  about  half  an  inch  and  covered 
with  ragged  granulations.     Tegmen  tympani  and  tegmen  antri  intact. 
Small  portion  of  dura  was  exposed  over  tegmen  antri  and  found  normal. 
26th:  Complams  of  frontal  headache  almost   constantlv :  during  ni^ht 
awakened  by  it ;   nvstagmus  to  both  sides  more  marked  than  before 
operation.      29th  :  Frontal  headache  continues;  no  sickness;  expresses 
himself  as  feehng  better;  nystagmus  marked.     30th:  General  headache 
all  over  ;  sick,  and  vomited  once  at  mid-day  ;  apathetic  appearance  ;  looks 
very  ill.    dlst :  General  headache  continues  ;  yawning  three  times  noticed  • 
drowsiness.      31st  (8  p.m.):  Second  operation   (J    Galbraith  Connal)! 
ihe  smus  was  further  exposed  and  defined,  the  bone  internal  and  anterior 
to  the  smus  removed,  and  the  cerebellum  exposed  in  this  region.    A  lar<.e 
abscess  cavity  was  opened  and  about  3  to  4  drachms  of  pus  liberated. 
At  ny.  ihomas  Barr  s  suggestion,  a  counter  opening  was  made  behind 
ttie  smus  in  the  inferior  occipital  fossa  and  a  drainage-tube  inserted 
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Lumbar  puncture :  Eeport  on  cerebro- spinal  fluid. — The  sediment  consists 
of  large  numbers  of  polymorphonuclear  leucocytes,  a  few  desquamated 
endothelial  cells,  and  scanty  Gram-positive  diplococci.  The  patient's 
condition  improved  for  two  weeks,  when  he  became  restless  and  tempera- 
ture became  irregular.  The  drainage-tube,  which  had  been  shortened, 
was  reintroduced  deeply,  and  after  a  week  he  again  improved  and  made 
an  uninterrupted  recovery. 

Dr.  J.  S.  Frasee.  said  drainage-tubes  were  used  in  this  case.  He  did 
not  know  what  the  experience  of  other  members  was  as  regards  tubes  in 
abscess  cases,  but  his  own  was  limited  and  bad.  On  removal  of  the 
drainage-tube  a  flow  of  piis  follows;  just  what  one  would  expect.  The 
brain  is  a  very  soft  structure,  and  the  intracranial  pressure  forces  the 
brain  up  against  the  wall  of  the  drainage-tube  so  that  half  an  hour  after 
insertion  the  tube  ceases  to  be  a  tube  and  becomes  a  plug.  Gauze  is  the 
best  material  for  draining  brain  abscesses. 

Dr.  Logan  Turner  remarked  that  this  was  a  very  important  case  for 
inner-ear  investigation,  but  that  had  not  been  done. 

Dr.  Whitehouse  replied  that  gauze  was  passed  through  the  tube. 


JibBtrncts. 

PHARYNX. 

Strauch,  August. — Cough  Arising  From  a  Persistent  Thyro-glossal 
Duct.  "  Munch.  Med.  Wochenschrift,"  Nr.  8,  61  Jahrgang. 
Though  no  mention  is  made  of  it  in  the  literature  of  the  subject  the 
author  shows  conclusively  that  an  irritable  condition  of  a  persistent 
thyro-glossal  duct  may  be  responsible  for  the  production  of  a  so-called 
nei'vous  cough,  and  that  in  cases  of  this  nature  in  which  other  causes 
have  been  excluded  the  surgeon  should  never  fail  to  examine  the  foramen 
caecum  with  a  probe.  Bochdalek  fovmd  a  persistent  lingual  duct  twelve 
times — often  with  branched  i-amifications — amongst  fifty  tongues  specially 
examined.  This  factor  in  the  setiology  of  reflex  cough  was  first  described 
by  T.  W.  Lewis,  of  Chicago,  who  demonstrated  three  cases  in  which  the 
cough  persisted — in  one  case  for  many  years — in  spite  of  every  effort 
made  to  cure  it,  but  in  which  it  finally  and  completely  disappeared  after 
the  disinfection  and  cauterisation  of  a  persistent  duct.  The  author  adds 
an  equally  conclusive  case  in  which,  however,  it  was  necessary  to  totally 
destroy  the  duct.  /.  B.  Horgan. 

Greene,  J.  B. — Diagnosis  and  Treatment  of  Diphtheria.  "  Annals  of 
Otology,  etc.,"  xxii,  p.  782. 
The  author  emphasises  the  following  points :  (1)  The  diagnosis  of 
diphtheria  depends  primarily  on  finding  the  organism.  Cultures  should 
be  taken  of  every  soi'e  throat  in  children,  and  likewise  suspicious  nasal 
discharges.  But  in  the  absence  of  a  positive  finding,  if  the  symptoms 
point  to  diphtheria,  antitoxin  should  be  given.  This  is  particularly 
important  if  the  symptoms  are  severe.  (2)  Much  larger  doses  of  antitoxin 
should  be  given  in  diphtheria.  Text-books  have  been  misleading  in  this 
respect.  (3)  Laryngeal  cases  are  serioias  partly  from  mechanical  obstruc- 
tion, requiring  prompt  relief  of  the  stenosis,  and  large  doses  of  antitoxin. 
Intubation  in  the  main  is  preferable  to  tracheotomy.  Laryngologists 
should  perfect  their  technique  in  this  operation  until  it  becomes  a  fairly 
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simple  one.  (4)  Epidemics  of  diphtheria  are  kept  up  largely  by  "carriers  " 
They  should  be  sought  out,  isolated,  and  the  abnormality  treated.  Diseased 
tonsils  and  adenoids  may  require  removal.  Macleod  Yearsley. 

lay  ton,  T.  B.— Tonsils  and  Adenoids  in  Children  :   A  plea  for  fewer 
Operations.     "  The  Lancet,"  April  18,  1914,  p.  1106. 

The  author  starts  with  the  safe  assumption  that  the  two  indications 
for  removmg  tonsils— faucial  and  pharyngeal— are  because  they  are  the 
cause  of  some  inflammatory  lesion,  or  because  they  are  causing-  some 
mechanical  obstruction  to  the  functions  of  the  nose,  mouth  or  ear  In 
estimating,  the  latter  two  fallacies  must  be  eliminated,  the  arrival  at  a 
conclusion  just  after  an  acute  attack  has  got  better  or  before  any  other 
source  of  septic  infection  has  been  removed.  Both  these  fallacies  are  the 
cause  of  a  large  number  of  unnecessary  operations. 

The  importance  of  carious  teeth  is  dwelt  upon,  as  well  as  of  breathiuf 
exercises  and  attention  is  given  to  the  risks  of  operation.  The  paper  is  a 
well-thought-out  and  common-sense  contribution  to  the  subject. 

Macleod  Yearsley. 

NOSE. 

J.  Christ  (Wiesbaden).— Nose  and  Ear  in  cases  of  Congenital  Defect  of 

the   Sweat   Glands    (A  Contribution   to   the   Ozsena  Question). 

"  Zeitschr.  f.  Laryugol.,"  Bd.  6,  Heft  3. 

This  appears  to  be  the  first  of  the  papers  in  connection  with  the 

mvestigation  on  the  subject  of  ozaena.      It  has  evidently  been  published 

m  support  of  the  German  theory  that  ozsena  is  due  to  a  congenital  tissue 

weakness  of  the  bony  framework  of  the  nose. 

Christ  points  out  th at  five  cases  have  hitherto  been  recorded  of  marked 
hypotrichosis  and  hypodontosis  (the  author  is  a  dentist)  combined  with 
congenita  defect  of  the  sweat  glands.  One  of  these  cases  (American) 
was  insufficiently  described  but  the  other  four  were  recorded  by  Germans, 
and  ot  these,  two  have  had  malformation  of  the  auricle  and  ozajna.  Two 
of  the  cases  showed  albinism.  Christ  points  out  that  ozaena  is  common 
m  regions  where  there  is  eudemic  cretinism,  and  further  that  albinotic 
animals  are  almost  completely  deaf  from  degenerative  changes  in  Corti's 
organ  due  to  a  congenital  trophic  disturbance. 

The  paper  is  a  long  one  and  the  reasoning  is  rather  loose,  but  the  idea 
seems  to  be  that  an  alteration  in  the  internal  secretions  due  to  pubertv,  bad 
surroundings,  etc.,  may,  through  the  sympathetic  nervous  svstem,  bring 
about  trophic  changes  in  various  parts,  including  skin,  nose,  etc. 

/.  8.  Fraser. 
Emerson,   F.   P.-Atrophic   Rhinitis   with  Ozsna :    Its  iEtiology  and 
Surgical    Treatment.      "Annals   of    Otology,    etc.,"    vol     xxii, 
p.  ooo. 

Describes  eight  cases,  and  concludes  that  ozsena  is  the  sequel  of  a 
focal  infection.  Chnically  the  course  of  events  is:  A  septal  deviation 
causes  a  compensatory  hypertrophy  of  the  middle  turbinal.  This  is 
followed  by  a  chronic  catarrhal  ethmoiditis  which  interferes  with  the 
drainage  to  such  an  extent  that  a  subsequent  active  infection  results 
ma  sinusitis.  The  foetor  and  crusting  are  probably  due  to  the  direct 
action  of  a  specific  pus-producing  organism  on  the  tissues,  without  any 
preceding  true  atrophic  process.  The  difficulty  in  establishing  free 
drainage,  where  there  is  an  abnormal  anatomical   development  of  the 
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bony  cells,  makes  the  cure  of  certain  cases  of  ozaena  impossible  witliout 
any  intra-nasal  procedure.  Whatever  aid  l)acteriology  may  give  us  in 
curing  this  disease  must  follow  the  free  drainage  of  all  foci  of  infection. 

Macleod  Yearsley. 


LARYNX    AND    TRACHEA. 

Panconcellia-Calzia  (Hamburg). — The  Autophonoscope  :  An  Instrument 

for  enabling  the  Surgeon  and  the  Patient  to  observe  at  the  same 

time  the  movements  of  the  Larynx.     "  Zeitschr.  f.  LaryngoL," 

Bd.  6,  Heft  3. 

Grarcia's  method  of  examining  the  larynx  has  certain  disadvantages, 

e.  g.  gagging,  rapid  clouding  of  the  mirror,  the  method  is  difficult  for  tlie 

beginner,  etc.     The  direct  method  of   examining   the  larynx   is  almost 

useless  for  observing  phonatory  muvements. 

The  writer  gives  Hays  tlie  credit  for  discovering  the  endoscopic  method 
and  refutes  the  claims  of  the  Germans  who  trv  to  make  out  that  Zaufal 
and  Trautmanu  had  already  discovered  this  method.  Flatau,  Haike, 
Schnuikert,  Beck  and  Kahler  have  all  modified  Hays's  instrument.  Endo- 
scopy has  the  following  advantages  :  The  instrument  is  easy  to  manipulate 
and  does  not  cause  retching.  The  instrument  itself  acts  as  a  spatula,  and 
the  examination,  which  may  last  ten  minutes  or  more  if  necessary,  can  be 
carried  out  with  the  mouth  closed  or  open.  Calzia  uses  the  Flatau  model 
which  is  now  modified  so  that  not  only  the  observer  but  the  patient 
himself  can  at  the  same  time  observe  the  movements  of  the  larynx  during 
normal  breathing,  forced  breathing,  coughing,  swallowing,  various  methods 
of  attack,  chest  and  falsetto  tones,  whispering  voice,  etc.  One  regrets  to 
note  that  the  instrument  has  been  patented. 

/.  S.  Ft  user. 

Robert-Leroux. — Autostatic  Ortholaryngoscopy.  "  Arch.  Internat.  de 
LaryngoL,  etc.,"  Jan.-Fev.,  1913. 

The  study  of  Killiau's  suspension  laryngoscopy  suggested  another 
method  less  alarming  for  the  patient,  of  which  the  armamentarium  is 
much  more  simple  and  correspondingly  much  less  costly.  Eobert-Leroux, 
while  retaining  the  principle  of  Kirstein  and  Killian's  method,  dispenses 
with  the  upkeep  of  apparatus  and  does  not  employ  "  suspension.'' 

The  necessary  instrument  for  this  purpose  consists  of  a  self-retaining 
mouth-gag  (by  Bruneau,  Paris)  in  combination  with  a  special  tongue 
spatula,  the  end  of  which  is  insinuated  as  far  as  the  glosso-epiglottic  folds. 
A  ratchet  movement  causes  the  tongue  to  apply  itself  to  the  floor  of  the 
mouth.  This  draws  the  epiglottis  forwards  and  gives  a  clear  view  of  the 
whole  laryngeal  I'egion. 

There  are  no  practical  details  in  the  present  paper,  but  one  of  the 
illustrations  shows  the  patient  with  the  head  inverted  and  the  jack- 
mouthgag  in  situ.  Robert-Leroux  is  seated  comfortably  at  the  patient's 
head,  which  is  supported  by  a  rest,  and  an  excellent  view  of  the  larynx  is 
apparently  obtained.  /.  B.  Lithfiow. 

Franck,  0.- — Personal  Experiences  of  the  Transverse  Incision  in  Tracheo- 
tomy.    "Mi'inch.  Med.  Wochenschrift,"  Nr.  17,  61  Jahrgang. 
The  advantages  claimed  for  transverse  incision  of  the  skin  and  trachea 
in  this  operation  are  that  the  method  is  easier  and  quicker,   that   the 
tracheal  wound  gapes  and  in  consequence  allows  of  an  easy  introduction 
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of  the  tube — this  applies  especially  to  children — that  the  cosmetic  result 
is  better  and  the  dangers  of  iiumediate  aud  remote  complications  from 
the  operation  are  considerably  reduced. 

The  technique  is  as  follows  :  After  transverse  incision  of  the  skin  the 
mviscles  are  separated  along  the  linea  alba  and  the  isthmus  thyroidea 
displaced  downwards  with  the  left  forefinger.  Then  without  employing 
any  special  means  of  fixa,tion,  the  trachea  is  incised  horizontally  directly 
beneath,  and  as  close  as  possible  to,  the  lower  border  of  the  cricoid.  The 
wound  gapes  and  the  tube  can  be  gently  slid  into  position.  The  skin- 
wound  should  be  sutured  with  precision  and  every  eifort  made  to  preserve 
strict  asejjsis.  /.  B.  Honjan. 


EAR. 

Kriiger,  Dr. — On  the  Treatment  of  Othaematoma.  "  Miinch.  Wed. 
Wochenschrift,"  No.  11,  Gl  Jahrgang. 
After  aspirating  the  contents  of  the  hsematoma,  which  he  previovisly 
paints  with  iodine  tincture,  the  author  overcomes  the  difficulty  usually 
experienced  in  applying  firm  and  constant  pressure  on  the  injiu-ed  part 
in  the  following  manner.  A  very  thin  layer  of  cotton-wool  is  nidulded 
over  the  inner  surface  of  the  auricle,  all  depressions  being  obliterated  with 
a  forceps,  the  whole  lieing  then  painted  over  with  collodium  which  latter 
should  extend  on  to  the  healthy  skin.  This  dressing,  which  is  repeated 
when  required,  renders  it  impossible  for  the  effusion  to  reform. 

J.  B.  Hor<jau. 

Schwarz,  Adolf.— A  Rapidly  Acting  Inhalation  to  Relieve  Earache. 
"  Monatss.  f.  Ohren."     Year  48.     No.  3. 

The  author  has  noticed  that  the  inhalation  of  the  ol.  sinapsis  sethereum 
will  stop  toothache,  and  arguing  from  this  that  pain  in  other  regions  also 
supplied  hy  the  trigeminal  nerve  might  be  similarly  relieved,  has  investi- 
gated its  eifect  on  various  aural  lesions.  Brief  notes  of  forty-four  cases 
are  quoted  which  include  acute  otitis  media,  external  otitis  andfurunculosis, 
otalgia  in  connection  with  tabes  and  where  no  cause  could  be  assigned, 
tinnitus,  and  pain  associated  with  the  convalescence  after  radical  operations. 
In  all  these  cases  the  use  of  this  volatile  oil  was  fovmd  to  relieve  or  cure 
the  discomfort  and  pain,  and  in  the  first-mentioned  group  when  paracentesis 
became  necessary  it  was  carried  out  apparently  without  feeling. 

The  method  adopted  by  Schwarz  consists  in  placing  some  5  grni.  of  the 
oil  in  a  20  grm.  bottle,  the  opening  of  which  is  held  under  the  nostril  on 
the  affected  side,  and  the  patient  is  instructed  to  close  the  mouth  and  eyes  to 
occlude  the  other  nostril  and  then  take  a  short,  but  strong  sniff.  The  effect, 
when  it  does  take  place,  "  is  immediate."  Apart  from  this  latter  suggestion 
that  the  method  may  sometimes  fail  there  is  no  instance  given  where 
relief  was  not  obtained.  Alex.  R.  Ticeedie. 

Bryant,  W.  Sohier. — Clinical  Indications  for  the  Mastoid  Operation. 
"  Annals  of  Otology,  etc.,"'  vol.  xxii,  p.  482. 
Reduces  the  indications  to  four  :  (1)  Operate  when  mastoid  abscess 
is  present.  (2)  Operate  on  mastoiditis  due  to  streptococcus  mucosus. 
(3)  Operate  in  the  presence  of  iutra-cranial  or  hsemic  complication  of 
middle  ear  infection.  (4)  Operate  on  mastoiditis,  acute  or  chronic,  when 
the  bone  is  of  the  solid  variety.  Macleod  Yearsley. 
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Mann,  Max. — A  New  Symptom  of  Cerebellar  Abscess.  "  Miiucli.  Med. 
Woclieusclirift,"  Nr.  16,  61  Jalirgaug. 
lu  two  consecutive  cases  of  cerebellar  abscess  Mauu  lias  demonstrated 
a  marked  disinclination  of  the  patients  to  use  the  limbs  that  were  homo- 
lateral to  the  side  on  which  the  abscess  existed.  This  was  especially 
noticeable  if  the  patient  were  irritated  in  some  manner,  for  instance,  by 
holding  the  nose,  whilst  in  a  somuoleut  condition  and  was  not  demonstrable 
ill  cases  of  cerebral  abscess.  The  suggestion  is  made  that  other  surgeons 
who  see  cases  of  this  comparatively  rare  affection  might  ascertain  the 
frequency  of  this  symptom  and  so  establish  its  importance  for  the  purposes 
of  differential  diagnosis.  /.  B.  Horgan. 

Kirchner,  Carl. — Fractures  of  the  Base  of  the  Skull  with  Implication  of 
the  Mastoid  Process  and  their  Treatment.  "  Munch.  Med. 
Wochenschrift,"  Nr.  10,  61  Jahrgang. 

A  basal  fracture  involving  the  mastoid  or  petrous  bone  is  more  liable 
to  occur  if  the  injured  skull  is  inelastic  or  the  mastoid  process  sclerotic. 
Such  a  fracture  remains  a  potential  source  of  infective  meningitis  or  sinus 
thrombosis  for  a  considerable  time,  the  exuded  blood  iu  the  tympanic 
cavity,  which  is  slow  of  absorption,  being  infected  by  way  of  the  Eustachian 
tube  or  the  ruptured  tympanic  membrane.  This  infection  may  remain 
latent  until  the  occurrence  of  a  sharp  rise  of  temperature  and  violent 
headache  point  to  the  seriousness  of  the  patient's  condition.  Such  cases 
with  a  fatal  termination  have  been  observed  several  months  and  even 
years  after  the  injury. 

The  diagnosis  is  often  difficult.  Apart  from  rupture  or  hypersemia  of 
the  tympanic  membrane  and  the  exudation  of  blood  in  the  tympanic  cavity 
the  patient  complains  of  headache,  vertigo  on  stooping  or  exertion, 
general  lassitude  and  marked  tinnitus.  There  is,  further,  in  some  cases, 
marked  photophobia  and  dread  of  noise,  a  burning  feeling  in  the  face  and 
accelerated  pulse — symptoms  which  Friedmann  has  described  as  a  vaso- 
motor symptom  complex.  Midler's  symptom,  which  consists  in  a  liyper- 
semic  condition  of  the  tympanic  membrane  and  the  deep  parts  of  the 
external  auditory  meatus,  is  present  according  to  Rhese  in  65  per  cent,  of 
these  cases  for  months  or  even  years  after  the  injury.  Radiography  will 
furnish  some  information  and  G-a?bel  states  that  the  percussion  note  is 
duller  on  the  affected  side. 

The  author  puts  forward  a  strong  plea  for  immediate  operation  in 
all  cases  of  basal  fracture  in  which  there  is  any  question  of  the  fracture 
implicating  the  middle  or  inner  ear.  In  the  former  case  a  simple 
antrotomy  will  suffice,  in  the  latter  the  complete  radical  operation  with 
labyrinthotomy.  J.  B.  Horgan. 


(ESOPHAGUS. 

Amersbach,  K.  (Freiburg  i  Br.).— Injuries  of  the  Gullet  during  (Eso- 
phagoscopy.     "  Archiv.  fiir  Laryngol.,"  vol.  xxviii,  Part  3. 

The  writer  gives  a  detailed  report,  Avitli  post-mortem  examination,  of  a 
case  of  carcinoma  of  the  gullet  at  the  level  of  the  bifurcation  of  the  trachea, 
in  which  a  perforation  occurred  at  the  upper  end  of  the  oesophagus  during 
an  oesophagoscopic  examination,  carried  out  apparently  with  all  due  care 
by  an  experienced  surgeon.  A  retro-oesophageal  abscess  developed  and 
the  patient  died  of  inhalation  pneumonia. 

While  accidents  of  this  kind  are  certainly  not  very  rare  (according  to 
Jackson,  1  per  cent,  during  simple  a^sophagoscopy),  it  is  to  be  regretted 
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that  tlie  number  of  published  cases  is  even  smaller  than  might  have  been 
expected ;  in  this  way  is  lost  much  information  that  would  doubtless  prove 
to  be  of  great  interest  and  value.  Thomas  Guthrie. 

Janeway,  H.  H.  (New  York). — The  Early  Symtomatology  of  Cancer  of 
the  (Esophagus.     ••  Amer.  Journ.  Med.  Sei."  April,  1914. 

The  wi'iter  has  been  impressed  with  the  difl&culty  which  is  experienced 
by  the  profession  in  recognising  the  early  symptoms  of  this  disease. 
Richard  Cabot  recently  stated  that  among  3,000  cases  coming  to  autopsv 
a  gi'eater  propoi'tion  of  mistakes  was  made  in  the  diagnosis  of  cancer  of 
oesophagus  than  in  any  other  condition.  And  yet  we  have  in  oesopha- 
goscopy  a  means  of  arriving  at  a  correct  diagnosis  of  oesophageal 
affections  immediately  their  presence  is  suspected. 

Dr.  Janeway  has  operated  on  four  patients  with  cancer  of  the  thoracic 
portion  of  the  cesophagus,  and  in  each  of  them  he  was  strongly  impressed 
with  the  idea  that,  had  they  been  examined  at  an  early  stage  of  the 
disease,  favourable  conditions  for  resection  would  have  been  found.  If, 
therefore,  any  advance  is  to  be  made  in  the  treatment  of  this  disease, 
early  diagnosis  is  of  the  greatest  importance,  and  in  this  connection  it  is 
of  interest  to  consider  what  are  most  commonly  the  first  symptoms  of  the 
disease.  The  author's  statistics  bear  out  the  usual  statement  that 
dysphagia  is  the  earliest  symptom,  but  it  is  not  generally  appreciated 
that  the  dysphagia  may  be  at  first  only  temporary,  and  that  after  lieiug 
present  for  a  short  period  it  may  disappear  for  a  considerable  length  of 
time  before  becoming  permanent.  In  other  cases  dysphagia  is  neither 
an  early  nor  a  prominent  symptom,  and  exceptionally  it  mav  be  absent 
throughout  the  whole  course  of  the  disease.  The  early  symptoms,  then, 
consist  either  of  constant  dull  pain  behind  the  lower  end  of  the  sternum, 
a  tickling  sensation  in  the  throat,  cough  and  increase  of  the  amount  of 
mucus  in  the  throat,  or  in  some  cases  anorexia  alone. 

Thomas  Gxdhrie. 


MISCELLANEOUS. 

Freudenthal,  W.  (New  York).— A  New  Method  of  producing  General 
Anaesthesia.     "  Archiv.  fiir  LaryngoL,"  vol.  xxviii,  Pt.  3. 

While  all  forms  of  inhalation  anaesthesia  present  greater  or  less  incon- 
venience in  connection  with  throat  work,  the  author  has  used  with  much 
satisfaction  the  method  of  intratracheal  in  sufflation  by  means  of  Charles 
Elsberg's  apparatus.  The  latter  is,  however,  expensive  and  cumbersome, 
and  therefore  is  less  suited  for  private  practice  than  for  a  large  hospital. 

He  was  in  consequence  glad  to  meet  with  a  new  method  devised  by 
Dr.  J.  T.  Gwathmey,  of  New  Tork,  which  resembles  the  intravenous 
method  in  that  the  air  passages  are  not  interfered  with,  and  has  the 
additional  advantage  that  a  single  application  is  sufficient  to  render  the 
patient  insensitive  throughout  the  whole  duration  of  the  operation.  This 
is  a  form  of  rectal  etherisation,  not,  as  in  the  method  of  Cunningham,  by 
the  continuous  insufilation  of  ether  vapour,  but  by  a  single  injection  of 
a  mixture  of  ether  and  olive  oil. 

An  hour  before  the  operation  a  subcutaneous  injection  of  morphia 
and  atropin  is  given,  and  this  is  followed  in  half-an-hour  by  a  rectal 
injection  of  '3  to  '6  grams  of  chloretone.  The  apparatus  for  the  induction 
of  anaesthesia  consists  of  a  narrow  catheter  with  glass  funnel  attached, 
through  which  the  fluid  is  poured.  The  catheter  is  passed  8  or  9  cm.  into 
the  rectum,  and  a  mixture  of  2  oz.  of  olive  oil  and  6  oz.  of  ether  allowed 
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to  run  in  very  slowly,  so  that  the  process  occupies  at  least  five  minutes. 
In  from  ten  minutes  to  a  quarter  of  an  hour  later  anaesthesia  is  complete, 
and  the  catheter  is  writhclrawn.  An  operation  lasting  one  and  a  half 
to  two  hours  may  now  be  performed  without  a  further  administration. 
Should  the  patient  become  at  all  cyanotic,  or  his  breathing  laboured,  a 
catheter  is  passed  into  the  rectum  and  60  c.c.  of  the  fluid  allowed  to 
escape,  on  which  he  rapidly  returns  to  normal.  When  the  operation  is 
completed  the  fluid  remaining  in  the  rectum  is  removed  by  re-introducing 
the  catheter  and,  if  necessary,  employing  some  form  of  suction  apparatus, 
The  method  proved  an  ideal  one  in  most  of  the  writer's  cases.  In  one 
or  two,  however,  it  had  to  be  supplemented  by  a  small  quantity  of 
chloroform  given  in  the  ordinary  way,  and  he  has  not  usually  found  it 
satisfactory  in  children.  Thomas  Guthrie, 
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The  Diseases  of  the  Nose,  Throat  and  Ears  of  Children  in  Daily  Practice. 
By  Prof.  Dr.  F.  Goppert.     Berlin:  v.  Springer.     Pp.  166. 

The  title  will  probably  at  once  raise  the  question  in  the  minds  of  most 
as  to  the  necessity  for  such  a  treatise,  all  the  more  so  as  it  forms  a  special 
volume  in  the  "  Encyclopaedia  of  Clinical  Medicine."  It  is  certainly  difii- 
cult  to  realise  that  there  is  so  much  peculiar  to  children  in  aural  and 
naso-pharyngeal  ailments  as  to  warrant  a  special  work  on  the  subject,  and 
one's  opinion  will  not  probably  be  affected  after  reading  this  lioolc.  Those 
general  practitioners  who  are  not  overcome  by  the  terrifying  series  of 
maladies  here  described  as  aifecting  the  child's  nose,  throat  or  ears,  may 
easily  slip  into  tlie  eiTor  of  thinhing  that  they  possess  special  knowledge 
of  pathology  and  treatment  of  these  parts,  if  they  happen  to  overlook 
the  occasional  warning  tliat  under  such  and  such  conditions  the  case 
should  be  handed  over  to  the  aurist  or  rhinologist.  This  is  the  result  of 
the  vade  mecmn  style  on  which  the  book  is  arranged,  though  this  is  more 
or  less  concealed  by  lengthy  descriptive  eiforts.  For  instance,  under 
"  Naso-pharyngitis  in  Infants  at  the  Breast,"  to  which  over  thirty  pages 
are  devoted,  there  is  a  special  chapter  on  the  "  Constitutional  Effects  of 
Naso-pharyngitis  "  ;  under  this  again  there  are  other  headings,  the  first 
mentioned  being  naso-pharyngitis  and  the  nervous  system,  and  finally 
this  is  divided  into  the  subsections  loss  of  rest,  loss  of  appetite,  habit 
spasm,  to  the  first  two  of  which  are  attached  clinical  notes  of  cases  to 
illustrate  the  condition.  On  the  other  hand,  the  chapter  on  "  Surgical 
Treatment  of  the  Complications  of  Middle-ear  Suppuration  "  describes 
polypi,  mastoid  disease,  extradural  abscess,  sinus  thrombosis,  brain 
abscess  and  labyrinth  disease,  all  within  a  page  and  a  half  !  And  one 
breathes  a  sigh  of  relief  to  find  here  a  suggestion  that  treatment  for  these 
conditions  should  be  confined  to  the  aural  svu-geou. 

It  may  be  uncharitable  to  judge  the  work  with  no  knowledge  of  the 
rest  of  the  series  of  which  it  forms  a  part,  but  taken  itself  anyway  it  can- 
not be  recommended  either  for  purposes  of  reference  or  as  a  practical 
guide.  A.  B.  Tweedie. 
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OCULO-MOTOR   PARALYSIS   OF   OTITIC   ORIGIN.^ 

By  F.  H.  Westmacott,  F.R.C.S.Eng.,  B.Sc.Yict.,  etc., 

Hon.  Assistant  Surgeon,  Manchester  Koyal  Infirmary :  Hon.  Consiiltino-  Aural 

Surgeon,  Manchester  Children's  Hospital  and  St." John's  Hospital  for  the 

Ear,  Manchester. 

Interference  with  the  function  of  the  third  cranial  nerve  may 
occur  in  one  of  three  parts,  according  to  the  symptom.s  produced. 

Firstly,  in  the  nuclei  of  origin  in  the  grey  column  in  front  of 
the  aqueductus  cerebri  and  the  corpora  quadrigemina,  together 
with  the  supra-nuclear  portion. 

Secondly,  in  that  portion  which  extends  from  the  point  of  exit 
of  the  united  bundle  of  fibres  on  the  medial  side  of  the  cerebral 
peduncle,  just  in  front  of  the  pons,  passing  forwards  between  the 
posterior  cerebral  and  superior  cerebellar  arteries  to  pierce  the 
dura  mater  beside  the  posterior  clinoid  process,  in  the  small 
triangular  space  between  the  free  and  attached  borders  of  the 
tentorium  cerebelli.  Beneath  the  dura  mater  the  nerve  courses 
through  the  lateral  wall  of  the  cavernous  sinus  until  it  enters  the 
orbit  through  the  superior  orbital  fissure. 

Thirdly,  from  its  entrance  into  the  supra-orbital  fissure  and 
orbit,  where  it  divides,  to  the  terminations  of  its  distribution.  It 
is  considered,  however,  that  all  lesions  below  the  nuclei  are  peri- 
pheral, all  above  are  cerebral.  Landolt  classifies  all  peripheral 
lesions  as  orbital  (including  supra-orbital  fissure),  basilar,  and  fasci- 
cular, the  cerebral  as  subcortical  and  cortical. 

'  Bead  at  the  Clinical  Congress  of  Surgeons,  London,  July,  1914. 

OO 


450  The  Journal  of  Laryngology,     [September,  i9i4. 

It  is  with  the  second  division,  or  basilai',  that  the  otogenic 
lesions  are  intimately  concerned,  but  it  is  also  in  this  portion  that 
the  rhinogenic  diseases  affect  the  nerve-trunk. 

It  is  necessary  that  some  account  must  be  taken  of  the  latter, 
as  well  as  the  concomitant  affection  of  the  other  oculo-orbital 
nerve-trunks,  in  order  to  discuss  the  differential  diagnosis  of  pai*a- 
lysis  induced  by  disease  of  the  auditory  organ  in  the  temporal 
bone  from  that  originating  in  neighbouring  parts.  The  number 
of  otogenic  and  rhinogenic  lesions  of  the  oculo-oi'bital  nerves  which 
have  been  published  is  small,  but  of  these  the  latter  are  numerous 
and  the  former  rare. 

It  is  necessary  to  recall  the  anatomical  relationships  of  the 
oculo-orbital  nerves  to  the  temporal  bone  to  appreciate  the  patho- 
logical changes  which  may  affect  each  nerve.  All  the  nerves  are 
situated  near  the  apex  of  the  petrous  portion,  and  well  out  of  the 
Avay  of  disease  limited  to  the  organ  of  hearing,  but  extension  of 
disease  by  bone  or  soft  parts  will  have  different  results.  The 
largest  area  of  contact  is  that  of  the  trigeminus,  which  lies  in  a 
depression  on  the  anterior  and  superior  surface  of  the  apical  region 
of  the  petrous  bone ;  the  Gasserian  ganglion  and  the  three  divisions 
of  the  fifth  nerve  being  held  in  position  by  the  dura  mater,  Avhich 
is  divided,  and  forms  the  cave  of  Meckel,  the  inferior  portion 
forming  the  periosteal  covering  of  the  Gasserian  impression,  while 
the  upper  is  closely  connected  with  the  tentorium  cerebelli,  and 
with  the  dura  of  the  cavernous  sinus  and  the  dorsum  sellfe. 

The  next  most  extensive  relation  appearing  at  the  pyramid  and 
posterior  border  of  the  pons  is  the  abducens,  which  r)ierces  the 
dura  mater  in  the  posterior  fossa  postero-laterally  to  the  dorsum 
sellae,  entering  the  cavernous  sinus  medial  to  the  fifth  nerve,  to 
reach  the  superior  orbital  fissure  on  a  lower  level  and  deeper  than 
the  oculo- motor.  It  is  in  immediate  proximity  to  the  petro- 
occipital  suture,  the  inferior  petrosal  sinus,  and  the  apex,  for  a 
distance  of  about  3  cm.  Dorello  describes  a  narrow  cleft  in 
Avhich  the  abducens  runs  along  with  the  inferior  petrosal  sinus,  and 
is  firmly  bound  down  to  the  apex  of  the  pyramid  by  connective 
tissue  and  dura  as  well  as  the  petro-sphenoidal  ligament.  The 
fourth  nerve  passes  into  the  dura  and  cavernous  sinus  at  the 
anterior  attachment  of  the  tentorium  cerebelli,  just  above  and  to 
the  inner  side  of  the  trigeminal  nerve,  but  external  to  and  above 
the  abducens.  It  lies  inferior  also  and  enters  some  distance 
behind  the  oculo-motor. 

The   oculo-motor  nerve  is  relative  to  the  temporal  bone  in  the 
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second  of  the  divisions  described  above,  namely,  the  extra-diiral 
portion  and  its  continuity  thi'ough  the  external  wall  of  the 
cavernous  sinus,  being  separated  from  it  posteriorly  by  a  thin 
membrane,  whilst  in  front  it  lies  in  the  blood  stream.  It  is,  how- 
ever, the  most  distal  relation  of  the  oculo-orbital  nerves  from  its 
superior  position  in  the  sinus.  It  is  in  this  situation  that  it  g-ets 
communicating  fibres  from  the  sympathetic  plexus  surrounding  the 
internal  carotid  artery,  which  passes  upwards  at  the  apex  of  the 
petrous  bone,  close  to  the  third  nerve  in  the  cavernous  sinus.  It 
also  receives  sensory  fibres  from  the  ophthalmic  division  of  the 
fifth  nerve. 

Paralysis  of  the  several  ocular  muscles  may  be  simply  classified 
according  to  the  groups  of  muscles  affected,  as  follows  : 

(1)  Unilateral  partial  ophthalmoplegia  or  paralysis  of  certain 
muscles  of  one  eye. 

(2)  Unilateral  total  ophthalmoplegia  or  paralysis  of  all  the 
muscles  of  one  eye. 

(3)  Bilateral  partial  ophthalmoplegia. 

(4)  Bilateral  total  ophthalmoplegia. 

Ophthalmoplegia  may  be  complete  or  incomplete  according  to 
extent  of  function  interfered  with. 

Unilateral  partial  ophthalmoplegia  is  produced  by  pai-alysis  of 
the  oculo-motor  nerve,  and  two  distinct  forms  are  found  : 

(1)  External  ophthalmoplegia.  The  external  muscles  of  the 
eyeball  are  alone  affected,  excluding  the  lateral  rectus  and  superior 
oblique. 

(2)  Internal  ophthalmoplegia,  in  which  the  internal  muscles^ 
the  sphincter  of  the  pupil  and  the  ciliary  muscle  are  paralysed. 

External  ophthalmoplegia  is  due  to  a  lesion  in  the  oculo-motor 
nucleus  at  its  inferior  portion,  whereas  internal  ophthalmoplegia  is 
caused  by  a  lesion  in  the  upper  or  anterior  part  of  the  column  of 
origin  of  the  third  nerve,  the  most  anterior  nuclear  group  giving 
origin  to  the  nerve  fibres  supplying  the  levator  palpebra3  superioris. 
Either  an  internal  or  external  ophthalmoplegia  may  follow  the 
other  from  extension  of  the  lesion. 

An  internal  ophthalmoplegia  sometimes  arises  from  a  lesion 
inside  the  orbit  due  to  affection  of  the  short  root  of  the  ciliary 
ganglion,  but  here  is  found,  in  addition,  a  paralysis  of  the  inferior 
oblique  muscle,  and  is  frequently  due  to  disease  in  the  ethmoidal 
cells.  Paralysis  of  all  the  muscles  supplied  by  the  oculo-motor 
nerve,  without  other  muscles  being  implicated,  is  caused  by  a  nerve 
lesion  before  its  entrance  to  the  cavernous  sinus,  a  distance  varying 
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from  2  to  3  cm.,  and  it  is  usually  in  this  position  that  disease  of 
the  auditory  apparatus  and  temporal  boue  will  attack  the  nerve  by 
continuity. 

In  the  cavernous  sinus  it  is  probable  that  the  fifth,  fourth,  and 
possibly  the  sixth  nerves  will  be  affected,  according  to  whether  the 
pressure  is  from  within  the  cavernous  sinus  due  to  thrombosis  or 
aneurysm  of  the  carotid  artei-y,  or  whether  the  pressure  is  on  the 
external  sinus  wall. 

Disease  of  the  sphenoidal  cell  is  frequently  in  causal  relation- 
ship with  this  manifestation,  since  the  cavernous  sinus  and  its 
contents  are  in  close  contact  with  the  outer  wall  of  the  sphenoidal 
cavity,  in  varying"  degrees,  as  described  by  Onodi  (1).  In  the  superior 
orbital  fissure  the  nerve  lesion  would  be  accompanied  by  damage 
to  the  other  oculo-orbital  nerves.  In  both  situations  there  would 
be  unilateral  total  ophthalmoplegia.  If,  however,  a  lesion  affected 
all  the  nuclei  of  the  oculo-motor  nerve,  there  would  be  two  addi- 
tional factors,  firstly,  the  crossed  fibres  passing  to  the  other  eye 
would  be  affected,  producing  a  bilateral  partial  ophthalmoplegia, 
and  secondly,  the  fibres  arising  from  the  seventh  nucleus  to  the 
orbicularis  oculi,  close  to  the  origin  of  the  fibres  of  the  levator 
palpebrse,  being  attacked  would  cause  paralysis  of  the  orbicularis, 
with  absence  of  the  usual  symptom  in  complete  oculo-motor 
paralysis — that  of  the  raised  eyebrow  on  the  affected  side.  A 
further  point  of  importance  would  be  the  presence  of  abducens 
paresis,  or  paralysis,  of  the  opposite  side  (associated  fibres). 
Slight  affection  of  the  lateral  rectus  and  superior  oblique  is  some- 
times observed  in  total  paralysis  of  the  third  nerve,  demonstrated 
by  the  field  of  fixation  limitation  in  the  lateral  and  infero-lateral 
part.     E.  Landolt  (2). 

Uhthoff  has  described  a  recurring  ophthalmoplegia  in  neoplasm 
of  the  oculo-motor  nerve  trunk. 

Total,  but  transitory,  ophthalmoplegia  with  severe  pain,  head- 
ache, and  vomiting  may  affect  one  or  other  eye,  and  is  nuclear 
in  origin,  and  spoken  of  in  France  as  "  migraine  ophthalmo- 
plegique." 

If  paralysis  of  the  oculo-motor  occurs  without  affection  of 
abducens  and  trochlear,  and  associated  with  paralysis  of  the  opposite 
side  of  the  face  and  body  (symptom-complex  of  Weber),  it  is 
suggestive  of  a  lesion  on  the  inner  side  of  the  crus  cerebri,  and  is 
generally  due  to  syphilitic  softening,  but  it  may  be  due  to  a 
haemorrhage,  or  tubercle  arising  in  the  temporal  bone  or  base  of 
the  skull.     The  more  complete  the   paralysis  of  the   oculo-motor 
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nerve,  the  nearer  the  lesion -is  to  the  surface  of  the  cms  cerebri 
after  concentration  of  fibres,  and  the  greater  is  the  lesion.  If  an 
irritative  lesion  exists  in  the  crus  cerebri,  instead  of  paralysis  there 
is  limitation  of  the  muscles  supplied  by  the  third  nerve,  and  on  the 
opposite  side  of  the  body  contraction  or  tremors  of  the  limbs,  pro- 
ducing what  is  known  as  the  Benedikt-symptom-complex. 

Unilateral  total  ophthalmoplegia  can  only  be  caused  by  a  lesion 
in  the  orbit,  the  superior  orbital  fissure,  or  in  the  cavernous  sinus. 
In  the  region  of  the  superior  orbital  fissure  it  is  generally  syphilitic. 
Owing  to  a  thin  wall  of  the  sphenoidal  sinus  and  the  possibility  of 
dehiscenses  it  may  be  due  to  suppuration  in  that  cavity.  In 
cavernous  sinus  thrombosis  there  are  symptoms  of  venous  conges- 
tion, and  when  there  is  exophthalmos  with  pulsation  it  indicates  an 
arterio-venous  aneurysm  from  rupture  of  the  internal  carotid  into 
the  cavernous  sinus. 

Other  causes  of  unilateral  total  ophthalmoplegia  are  haemor- 
rhage, exudations,  sinus  empyema,  neoplasms,  foreign  bodies  such 
as  bullets,  and  thrombosis  of  orbital  veins  or  veins  going  to  the 
cavernous  sinus  from  the  sphenoidal  cavity. 

Bilateral  partial,  or  bilateral  complete  ophthalmoplegia  are 
nuclear  in  origin  or  due  to  basal  neoplasmata. 

As  regards  the  causes  of  oculo-motor  paralysis  I  shall  limit  the 
description  as  far  as  possible  to  those  which  arise  directly  or 
indirectly  from  disease  of  the  auditory  apparatus  or  temporal  bone, 
and  affecting  the  second  division  or  basilar  portion  of  the  nerve — 
trauma.  Bullets  entering  the  temporal  bone  may  cause  division 
or  direct  pressure  on  the  trunk  of  the  third  or  other  nerves,  or 
indirectly  by  liaemorrhage  or  exudation  or  subsequent  inflamma- 
tion and  suppuration  in  bone  or  meninges.  Inflammation  com- 
mencing in  the  middle  ear  or  adnexa  may  spread  by  direct  cellular 
continuity  to  the  apex  of  the  petrous  portion  of  the  temporal  bone. 
There  may  be  infection  and  direct  extension  of  pathological  pro- 
cesses, streptococcal  or  staphylococcal  in  origin,  by  continuity  of 
tissues  and  by  lymphatics  along  the  vessels,  especially  the  tympanic 
plexus,  and  nerves ;  hence  a  circumsci'ibed  meningitis  may  be  set 
up  and  result  in  nerve  pressure  or  infective  toxeemia.  Gradenigo 
was  one  of  the  first  to  establish  this.  Urbantschitsch  first  regarded 
the  paralysis  as  reflex  in  origin,  but  this  has  never  been  proved 
except  where  disease  is  present  in  the  labyrinth.  Thrombosis  of 
veins,  more  particularly  the  inferior  and  superior  petrosal  sinuses,, 
spreading  backwards  to  the  cavernous  sinus,  may  cause  pressure 
on  the  oculo-motor  nerve.      The  former  is  more  likely  to  affect  the 
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abducens  which  lies  for  some  distance  in  contact  with  them,  but 
thrombosis  or  periphlebitis  may  directly  attack  the  third  nerve, 
the  specially  vulnerable  point  of  which  is  just  before  entry  into  the 
fold  of  dura  mater  split  by  the  trigeminus  and  the  cavernous  sinus. 
An  illuminating  case  which  came  under  my  care  is  worthy  of  review 
because  it  definitely  illustrates  the  pathological  sequence  and 
association  of  middle-ear  disease  and  oculo-motor  paralysis,  which 
is  the  rarest  form  of  otogenic  nerve  lesion. 

On  November  22,  1912,  I  was  asked  to  see  a  young  lady  of 
twenty-nine,  Avhen  the  following  history  was  given : 

"  On  November  14  she  had  a  sudden  attack  of  vertigo  near  a 
hot  baking  stove.  She  was  inclined  to  fall,  but  recovered  herself. 
About  8.30  p.m.  she  went  out,.but  felt  '  useless  '  and  returned  home. 
About  9  p.m.  she  vomited  and  was  purged.  Whilst  in  the  bath- 
room she  had  an  attack  of  vertigo,  and  fell,  got  up  again,  vomited 
again,  and  fell  once  more,  striking  her  head,  but  did  not  know 
where.  She  thought  it  was  the  eye  that  had  been  struck  when  she 
found  she  could  not  open  it.  There  was,  however,  no  mark  of 
bruise  or  injury.  She  was  unconscious  for  sixteen  hours,  and 
vomited  during  that  time.  She  felt  no  pain  in  the  head  or  eye. 
No  vomiting  occurred  after  recovering  consciousness.  On  November 
21  Dr.  J.  Gray  Clegg,  an  ophthalmic  sui'geon,  was  called  in,  and  I 
am  indebted  to  him  for  his  notes  on  the  examination  of  the  eye. 

"  He  found  complete  paralysis  of  the  third  nerve  on  the  right 
side  with  ptosis.  There  was  no  pi'optosis  and  no  pain  in  the  eye, 
but  some  tenderness  on  pressure  over  upper  part  of  eyeball.  The 
external  rectus  and  superior  oblique  were  unaffected,  the  seventh 
nerve  also.  The  fundus  and  retinal  vessels  were  normal.  He 
diagnosed  pressure  on  the  trunk  of  the  third  nerve  behind  the 
right  orbit.  He  was  told  that  she  had  had  intermittent  slight 
discharge  from  the  right  ear  for  some  years,  with  a  foul  odour  at 
times,  also  slight  deafness  on  that  side.  There  Avas  no  history  of 
nasal  discharge.  The  temperature  was  99°  F.  He  recommended 
examination  by  an  aural  surgeon.  When  asked  to  see  her  I  found 
her  in  bed.  She  was  able  to  answer  questions,  although  she  was 
in  a  dazed  condition.  She  could  hear  the  voice  in  an  ordinary  tone 
each  side,  but  no  specific  hearing  tests  were  applied.  The  nasal 
cavities  presented  no  evidence  of  accessory  sinus  disease.  The  left 
ear  showed  some  signs  of  old  catarrhal  otitis  media.  The  right 
meatus  was  full  of  brown,  soft  cerumen  and  cholesteatoma.  On 
removal  of  this  by  syringing,  a  perforation,  -ith  in.  in  diametei', 
was  seen  in  the  posterior  superior  quadrant,  through  which  a  drop 
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of  pus  exuded;  the  remaiuder  of  the  tympanic  membrane  was 
white,  thick  and.  opaque,  and  the  ossicles  were  not  distinguishable. 
There  was  no  pain  iu  the  ear  nor  tenderness  over  the  mastoid  pro- 
cess or  head.  The  right  eye  demonstrated  all  the  classical  signs  of 
complete  paralysis  of  the  oculo-motor  nerve.  There  was  ptosis  of 
the  right  eyelid  with  very  slight  protrusion,  divergent  strabismus, 
with  slight  downward  rotation ;  pupil  moderately  dilated  and  almost 
fixed;  the  right  eyebrow  was  higher  than  the  left.  There  was  no 
headache  or  photophobia,  but  this  was  present  in  a  slight  degree 
some  days  later.  The  fourth,  fifth,  sixth  and  seventh  nerves  were 
unaffected.  The  eyeball  could  be  moved  outwards  a  little  further 
than  the  rest  position,  showing  the  sixth  nerve  to  be  free.  There 
was  no  rotation  to  the  normal  side,  and  upward  and  downward 
movements  were  limited.  The  right  eyebrow  was  slightly  raised 
above  the  level  of  the  left  one.  TIjere  was  no  ecchymosis  or  oedema 
of  the  lids. 

"  On  lifting  the  eyelid  and  testing  the  vision  it  was  found  that 
there  was  crossed  diplopia.  On  placing  an  object  on  the  axial 
plane  necessitating  turning  the  eyes  to  the  extreme  left,  the  false 
image  was  far  to  the  left  and  inclined  towards  the  affected  side. 
When  placed  sagitally  and  below  the  false  image  was  below  and  to 
the  left  of  the  true  image ;  when  placed  upwards  the  false  image 
was  well  above  the  true  image.  There  was  no  nystagmus.  On 
testing  the  pupil  reflexes,  the  left  one  was  found  to  be  moderately 
small  and  contracted  normally  to  light.  The  right  pupil  contracted 
very  slightly,  but  there  was  no  consensual  reflex.  Accommodation 
could  not  be  tested. 

"  From  the  history  and  the  symptoms  present,  I  concluded  there 
was  pressure  on  the  oculo-motor  nerve,  close  to  the  dura  mater 
triangular  space  before  its  entry  into  the  cavernous  sinus,  and  near 
to  the  apex  of  the  petrous  bone.  The  fourth  nerve  being  free,  the 
pressure  was  not  exerted  very  far  outwards  and  backwards.  There 
was  no  intraorbital  pressure,  and  the  superior  orbital  foramen  was 
free,  because  the  fourth,  fifth,  and  sixth  nerves  were  unaffected. 
It  was  because  of  the  cholesteatoma  found  and  the  drop  of  pus  on 
its  removal  that  1  advised  an  exploratory  operation  through  the 
mastoid  antrum.  The  patient  was  removed  to  a  nursing  home. 
Menstruation  had  commenced  the  day  before.  After  admission 
she  w'as  still  drowsy,  the  temperature  was  100^  F.,  and  the  pulse 
76 ;  3  gr.  of  calomel  with  castoi--oil  were  given.  At  6  p.m.  the 
temperature  was  101^  F.,  pulse  92.  She  passed  a  restless  night, 
and    next    day   the   temperature    was    100°   F.,   pulse   84,  tension 
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normal,  no  albuminuria.  Nerve  reflexes  were  normal,  Kernig's 
sign  was  absent.  No  headaclie  or  vomiting  ;  no  change  in  the  eye 
symptoms.  She  became  more  drowsy  during  the  day  and  night. 
Operation  on  November  24,  10.30  a.m.  A  post-aural  curved 
incision  was  made.  On  chiselling  through  the  dense  cortex  for 
one-sixteenth  of  an  inch  at  the  antral  triangle,  the  lateral  sinus 
was  opened,  and  the  vein  seen  pulsating.  This  was  situated  far 
forwards  and  close  to  the  sloping  wall  of  the  posterior  border  of 
the  external  bony  meatus  so  often  observed  in  the  diploetic  type 
of  pi'ocess.  A  second  opening  Avas  made  above  this,  and  the  skull 
cavity  was  entered,  the  dura  mater  being  observed  to  pulsate 
feebly.  The  bone  between  this  and  the  upper  and  posterior  wall 
of  the  meatus  was  extremely  dense.  At  a  depth  of  h  inch  from 
the  level  of  the  mastoid  cortex  the  antrum  was  reached  and  found 
to  contain  pus  and  fleshy  granulations.  It  was  small,  being  about 
4  mm.  in  diameter.  On  exploration  an  aperture  was  discovei'ed  in 
the  roof,  through  which  pus  came  after  wiping  out  the  cavity. 
This  aperture  Avas  about  3  mm.  across.  It  was  enlarged,  and  about 
half  a  drachm  of  pus  escaped.  A  track  was  found  extending 
inwards  for  over  h  in.,  and  the  bone  was  removed  for  that 
distance.  The  dura  mater  did  not  pulsate,  and  was  greyish  in 
appearance.  As  a  little  pus  could  be  seen  coming  from  the  line  of 
the  superior  petrosal  sinus,  a  drain  of  gauze,  about  H  in.  long, 
was  put  in.  The  wound  was  packed  after  excising  the  posterior 
wall  of  the  cartilaginous  meatus. 

"  The  temperature  dropped  to  98'G°  F.,  pulse  92,  at  2  p.m.,  and 
was  99*2°  F.  with  pulse  88  the  same  evenii]g.  There  was  no  sick- 
ness after  chloroform,  and  she  slept  well  the  night  after  operation. 
Next  morning  the  temperature  was  98°  F.,  and  pulse  80.  This 
condition  was  maintained  till  6  p.m.  on  the  2Sth  (fourth  day), 
when  the  temperature  reached  100°  F.,  with  pulse  100.  She  com- 
plained of  a  little  headache  during  the  previous  night  and  all  that 
day.  She  vomited  once,  at  6.45  p.m.  About  midnight  she  had  a 
severe  attack  of  general  convulsions,  lasting  half-an-hour.  There 
was  evacuation  of  feeces  and  urine  and  a  very  dark  menstrual 
flow.  After  the  attack  the  temperature  was  normal,  and  pulse  80 
and  very  difficult  to  feel.  She  was  unconscious  during  the  attack,, 
but  afterwards  spoke  rationally  on  questioning  her,  and  complained 
of  having  had  a  terrible  dream.  The  right  eye  and  cheek  were 
slightly  oedematous.  The  ocular  symptoms  were  the  same,  and 
there  was  no  vomiting. 

"  The    wound    was    dressed.     There  was  recent  blood  on   the 
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dressing  and  a  little  pus  in  the  deep  recess  of  the  wound,  but 
otherwise  it  was  healthy.  The  sinus  Avas  pulsating*.  Bromidia 
dr.  j  was  given  and  repeated  in  an  hour.  She  vomited  after  the 
second  dose,  but  slept  w^ell  after  a  third  dose.  She  slept  a  good 
deal  day  and  night  after  this  for  several  days. 

"  On  December  1  the  temperature  rose  to  101'8°F.,  and  pulse  98. 
She  complained  of  a  little  frontal  headache.  The  wound  was 
healthy,  and  there  was  no  pus.  The  oedema  of  the  eyelid  had 
almost  disappeared.  There  was  much  constipation,  although 
calomel  was  given  every  other  day.  Quinine  and  strychnina  were 
also  administered.  The  temperature  was  normal  on  December  3, 
and  with  the  exception  of  a  slight  rise  on  December  7  and  8 
it  remained  normal  afterwards.  She  made  a  slow  but  uninterrupted 
recovery.  I  saw  her  again  on  January  20,  1913.  She  was  able 
to  get  up  and  about  the  house,  had  recovered  some  of  the  use  of 
the  eye  muscles,  i>nd  the  wound  was  almost  healed.  The  eyelid 
could  be  half  opened,  and  the  false  image  was  closer  to  the  true 
image  than  before  operation.  I  did  not  see  her  again  till  May 
23,  1913,  when  she  could  walk  well,  but  the  diplopia  confused 
her  out  of  doors.  The  ptosis  was  hai'dly  noticeable,  and  the 
strabismus  slight  but  discernable.  On  the  normal  side  the  false 
image  was  a  little  to  the  left,  and  present  still  on  looking 
upwards.  The  fundus  was  normal.  The  pupil  was  a  little 
larger  than  the  left,  and  reacted  well  to  light  and  accommodation. 

"  Hedring  Tests. — Rinne  :  Right  and  left,  C  to  C3  negative  ;  C4, 
positive.  Speech  :  Right  and  left,  10  ft. ;  whisper,  right  and  left,. 
9  ft.  Weber's  test  lateralised  to  right.  When  C  tuning  foi'k  was 
placed  on  the  left  mastoid  it  was  heard  on  the  right  side,  the 
sound  appearing  to  go  round  the  back  of  the  head.  Schwabach 
test :  C  right,  5  sec;  left,  3  sec.  Watch  :  Right,  4  in.  ;  left,  7  in. 
The  right  meatus  was  lined  by  healthy  epithelium.  Posteriorly, 
the  scar  showed  slight  depression  only.  I  have  seen  the  patient  at 
intervals  up  to  June  29th  last,  and  she  has  kept  perfectly  well- 
There  is  no  ptosis,  and  very  slight  diplopia  on  looking  upwards 
only." 

In  this  case  the  cause  was  primarily  cholesteatoma,  which  had 
eroded  through  the  tegmen  antri,  and  set  up  a  sub-dural  abscess  -^ 
the  infection  worked  along  the  superior  petrosal  sinus,  and  so  to 
the  trunk  of  the  oculo-motor  nerve.  It  became  acute  and  caused 
the  rapid  development  of  symptoms. 

Troltsch,  Ostmann  and  Hilgermann,  cited  by  Onodi  (1),  de- 
scribed similar   extension  to  the  petrous  apex   of  purulent    otitis 
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media,  affecting  the  oculo-motor  nerve.  Scotti  (1)  observed 
destruction  of  the  Gasserian  ganglion  from  necrosis  of  the  apex, 
after  separation  and  extrusion  of  a  sequestrum  through  the  external 
auditory  meatus.  Bircher  (1)  found  oculo-motor  paralysis  and 
irritation  of  the  fifth  nerve  in  phlebitis  of  the  lateral,  inferior 
petrosal  and  cavernous  sinuses,  which  appeared  after  operation. 
Sikkel  (1)  records  trigeminal  neuralgia  due  to  irritation  of  tri- 
geminus and  Gasserian  ganglion  in  otitis  media.  Jansen  (1)  and 
others  have  described  cases  of  lesions  of  oculo-motor,  together  with 
abdiicens,  trochlearis  and  trigeminus  in  phlebitis  and  thrombosis 
of  temporal  bone  venous  sinuses.  Sargnon  records  two  cases  of 
-complete  oculo-motor  paralysis  with  brain  symptoms  where  caries 
existed  in  the  temporal  bone,  with  disease  of  the  outer  wall  of  the 
cavernous  sinus.  Periodical  recurrent  paralysis  of  the  third  nerve 
has  been  reported  by  Wadsworth,  Michel  (3)  and  othei's  in 
suppurative  otitis  media.  Michel's  case  recovered  after  a  free 
discharge  of  pus.  Wadsworth  attributes  the  phenomenon  to  in- 
flammatoi'y  meningeal  changes  in  the  region  of  the  oculo-motor. 
Eversbusch  discusses  the  possibility  of  otogenic  neuritic  change,  or 
of  toxic  inflammation  in  these  cases,  but  such  a  purely  toxic  effect 
upon  the  uerve  fibi'es  has  not  been  proved.  Toxic  neuritis  is 
described  by  Gerouzi,  Baldenweck,  Lanuois,  and  Perrittiere.  A 
recurrent  paralysis  of  the  abducens  has  been  observed  by  Chierici 
in  purulent  otitis  media,  which  recovered  on  free  dischai'ge  of  pus, 
but  reappeared  twice  afterwards.  Abducens  paralysis  of  otogenic 
oi-igin  has  been  described  by  several  observers,  such  as  Dorello  and 
Baldenweck,  some  of  which  remained  after  operation  and  cure  of 
the  initial  lesion  (Krepuska).  Perkins  described  a  hundred  cases 
of  abducens  paralysis,  of  which  twenty-five  appeared  after  opera- 
tion, and  in  half  the  cases  the  Gasserian  ganglion  was  involved. 
Dorello  and  Baldenweck  point  out  a  direct  relationship  between 
the  veins  of  the  tympanic  cavity  and  of  the  inferior  peti'osal  sinus, 
and  of  congenital  dehiscences  in  the  bone  of  the  anterior  wall  of 
the  tympanic  cavity.  Certain  ocular  reflexes  have  been  observed 
from  otogenic  irritation,  such  as  abducens  paralysis  by  way  of  the 
vestibular  nerve,  but  no  record  can  be  found  of  similar  affection  of 
the  oculo-motor  nerve. 

Paralysis  of  the  oculo-motor  nerve  has  been  recorded  in  tem- 
poro-sphenoidal  and  cerebellar  otogenic  brain  abscesses.  Lombard 
(4)  believes  that  when  signs  of  iutra-cranial  abscess  are  present  in 
a  suppurative  otitis  media,  if  there  is  oculo-motor  paralysis  it 
■denotes    temporo-sphenoidal    abscess,    while    abducens    paralysis 
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indicates  cerebellar  abscess.  Tubercular  or  syphilidc  disease  of 
the  temporal  bone  may  produce  oculo-motor  paralysis,  causing 
direct  pressure  on  the  trunk  of  the  nerve.  Otogenic  paralysis  of 
trochlearis  has  been  recorded  by  Schwartze,  De  Laparsonne  (5), 
and  others.  Jacques  twice  observed  external  ophthalmoplegia 
follow  acute  otitis  media  in  infants,  accompanied  by  ptosis ;  one 
died  with  all  the  signs  of  acute  meningitis. 

To  sum  up,  it  appears  that  otogenic  paralysis  of  the  oculo- 
motor and  other  orbital  nerves  is  clearly  established,  but  our  diffi- 
culty arises  when  we  endeavour  to  establish  the  pathological  lesion 
present.  When  paralysis  exists  with  an  ipsolateral  otorrhoea, 
accompanied  by  headache  and  vomiting,  an  exploration  of  the 
auditory  apparatus  should  be  at  once  undertaken  to  determine  the 
extent  and  limits  of  the  disease,  whilst  at  the  same  time  it  should 
be  borne  in  mind  that  the  examination  of  the  nasal  fossa?  and 
accessory  cavities  may  reveal  the  focus  of  disease,  in  so  much  as 
nasal  disease  infection  is  far  more  common  than  aural  infection  in 
the  production  of  paralysis  of  the  oculo-orbital  nerves. 
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Combined  Meeting,  February  26,  1914. 


Discussion  on  Nystagmus. 

The  discussion  was  preceded  by  a  demonstration  of  cases  illustratiag 
the  different  varieties  of  the  disorder. 

(We  select  only  those  portions  of  the  discussion  which  are  of  special 
interest.) 

Mr.  Sydney  Scott  :  It  is  perhaps  well  to  remark  that  normal  or  what 
one  may  speak  of  as  everyday  movements  of  the  head  suflBce  to  stimulate 
the  semicircular  canals,  setting  up  afferent  impulses  Avhich  are  trans- 
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inittecl  to  the  basal  nuclei,  autl  so  forth,  aucl  reflex  influence  the  co- 
ordination of  muscular  movements,  not  only  of  the  eyes  hut  of  other  imrts 
of  the  body.  The  ocular  movements  known  as  nystagmus  are  in  most 
cases  with  which  we  are  concerned  in  otology  due  to  excessive  stimuli 
applied  to  physiologically  normal  vestibular  systems.  When  we  meet 
with  spontaneous  nystagmus  we  have  to  consider  the  relation  between  the 
spontaneous  and  induced  nystagmus.  We  shall  first  devote  attention  to 
induced  nystagmus  in  so  far  as  the  ear  is  concerned. 

Nystagmus  prochiced  by  Syringing  the  Ear. — Irrigation  of  one  ear 
with  hot  water  when  the  head  is  erect  will  produce  involuntary  pleuro- 
thotonus  towards  the  contra-lateral  side,  with  rhythmic  rotatory  nys- 
tagmus towards  the  ipsi-lateral  side.  The  direction  of  these  reflex 
movements  is  reversed  by  keeping  the  head  inverted  during  the  progress 
of  irrigation,  and  they  can  also  be  reversed  by  vising  cold  water  instead  of 
hot,  without  inverting  the  head.  The  legitimate  explanation  is  that,  in 
accordance  with  the  laws  of  heat,  convection  currents  are  set  up  in  the 
eudolymph,  and  that  the  direction  of  these  currents  determines  the  direc- 
tion of  the  reflex  movements.  When  the  head  is  erect  or  inverted  the 
currents  would  be  induced  in  the  superior  semicircular  canal,  and  this 
would  account  for  the  rotatory  nystagmus.  When  the  individual  under 
examination  lies  with  face  upwards  when  the  ear  is  irrigated  with  hot 
water,  he  will  tend  to  roll  towards  tlie  contra-lateral  side,  and  horizontal 
rhythmic  nystagmus  will  be  noticed  towards  the  ipsi-lateral  side.  If  we 
use  cold  water  instead  of  hot,  the  face  remaining  uppermost,  the  direction 
of  the  forced  movements  will  be  reversed.  We  can  also  reverse  the  direc- 
tion of  the  movements  by  placing  the  head  with  face  downwards  during  the 
procedure  of  irrigation  with  hot  water,  and  again  reversal  of  the  direction 
of  the  reflex  movements  may  be  induced  by  employing  cold  water  instead 
of  hot,  while  the  face  remains  prone.  I  have  ventured  to  express  the 
reactions  in  the  form  of  a  law  based  upon  the  convection  hypothesis : 
"  The  deviation  of  the  head  and  eyes  in  the  same  direction  as  the  current  in 
the  endolymph,  and  the  nystagmus  is  in  the  02)posite  direction." 

Nystagmus  produced  by  Rotation. — Tbe  phenomena  produced  by  rota- 
tion tests  are  in  harmony  with  those  produced  by  caloric  tests,  and  are 
explicable  by  the  laws  of  inertia  and  the  production  of  currents  in  the 
eudolymph. 

The  eye  movements  ai-e  of  secondaiy  importance  compared  with  the 
primary  movements  of  the  head,  trunk  and  limbs,  which  result  from 
rotation  stimuli.  By  attending  only  to  the  nystagmus  we  are  studying 
only  part  of  the  reflex  movements  produced  by  labyrinthine  stimulation. 

Nystagmus  produced  by  Galvanic  Stimulation. — When  the  electrodes 
of  a  galvanic  system  are  applied  to  one  or  both  sides  of  the  head,  in  the 
former  case  the  one  electrode  being  in  a  neutral  position,  a  sustained 
current  of  2  to  5  ma.  is  sufiicient  to  provoke  definite  reflex  movements  of 
the  head  and  trunk,  but  insufficient  to  provoke  nystagmus.  If  the 
strength  of  the  current  is  increased  to  5  or  10  ma.,  or  sometimes  15  ma., 
rotatory  nystagmus  will  be  set  up  in  addition  to  the  forced  movements  of 
the  head  and  trunk.  This  mode  of  stimulus  is  occasionally  of  con- 
siderable value.  It  will  be  observed  that  the  direction  of  the  nystagmus 
varies  with  the  position  of  the  electrodes.  When  the  anode  is  in  contact 
with  the  head  in  the  region  of  the  ear,  and  the  kathode  is  in  the  hand,  on 
the  back  or  on  the  other  side  of  the  head,  the  nystagmus  is  directed  aivay 
from  the  anode.  When  the  position  of  the  electrodes  is  reversed,  the 
nystagmus  is  towards  the  kathode.  The  anodal  current  gives  a  stronger 
stimulus  than  the  kathodal  current. 
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The  responses  to  galvanism  are  observable  in  cases  in  -whicli  the 
lal)yriutli  has  been  disorganised  or  removed,  but  the  reactions  are  absent 
in  cases  of  destruction  of  the  vestibular  nerve  by  a  neoplasm. 

Nystagmus  produced  bij  Meatal  Cotiqjression. — Nystagmus  can  also  be 
momentarily  provoked  occasionally  in  patients  who  have  middle-ear 
disease  associated  with  a  fistulous  communication  between  the  middle 
and  internal  ears,  by  sudden  compression  of  the  meatal  contents,  provided 
the  neuro-epithelium  of  the  vestibular  nerve  is  intact  and  that  the  local 
condition  remains  favourable  for  the  transmission  of  sudden  changes  of 
pressure  to  the  interior  of  the  labyrinth. 

Br.  HughUngs  Jackson  s  Case,  "  Fistel  Symptom.'' — It  is  now  about 
thirty-five  years  ago  since  Hughlings  Jackson  described  examples  of 
nystagmus  in  association  with  ear  disease.  Schwabach  in  Gfermany, 
Blake,  and  later  Kipp  in  America,  also  described  cases  about  the  same 
time.  Hughlings  Jackson's  case  was  that  of  a  woman,  aged  forty-nine,  with 
suppurative  disease  of  the  ear.  Digital  compression  of  the  meatal 
contents  caused  immediate  giddiness,  which  was  associated  with 
deviation  movements  of  the  eyeballs  towards  the  contra-lateral  side. 
Rhythmic  nystagmus  followed,  with  the  rapid  component  towards  the 
ipsi-lateral  side ;  some  rotatory  movement  was  also  noticeable.  Dr. 
Jackson  did  not  have  the  opportunity  of  verifying  the  existence  of  a 
labyrinth  fistula,  but  there  can  be  little  doubt  that  one  did  exist.  The 
term  "  fistel  symptom  "  is  now  employed  to  designate  the  phenomena 
resulting  from  meatal  compression  which  Jackson  described.  During  a 
period  of  about  ten  years  I  have  met  with  only  twenty-three  examples  of 
the  "  fistel  symptom,"  but  in  nearly  every  case  an  opportunity  occurred  of 
verifying  the  actual  existence  of  a  fistula  which  generally  led  into  the 
external  semicircular  canal. 

Many  cases  of  labyrinth  fistulse  occur,  of  course,  without  being 
associated  with  the  "  fistel  symptom,"  simply  because  the  internal  ear 
has  already  become  disorganised  and  ceased  to  react,  or  because  the 
fistula  may  be  protected  by  epithelial  accumulations  which  hinder  the 
transmission  of  sudden  changes  of  pressiu-e  from  the  middle  to  the 
internal  ear,  although  the  latter  may  I'etain  its  normal  sensibility. 
Rarely  the  "  fistel  symptom  "  may  appear  about  a  month  after  the 
mastoid  operation  has  been  performed  for  chronic  suppuration  of  the 
middle  ear.  At  the  time  of  the  operation  the  semicircular  canals  and 
the  vestibular  walls  may  be  quite  intact,  and  it  would  seem  that  the  sign 
develops  with  the  appearance  of  vascular  granulations  upon  the  outer 
wall  of  the  labyrinth.  The  gentlest  possible  application  of  a  probe,  in 
such  cases,  to  the  granular  area  over  the  external  semicircular  canal 
immediately  provokes  the  nystagmus  and  also  a  sudden  jerking  move- 
ment of  the  head.  It  is  several  weeks  before  the  sign  disappears,  and  I 
have  little  doubt  it  arises  from  the  foi-mation  of  poi'ous  bone  during  the 
gi'owth  of  granulations  from  the  thin  outer  wall  of  the  external  semi- 
circular canal.  The  "  fistel  reflex  symptom  "  can  be  provoked  not  only  with 
the  probe,  but  by  means  of  a  Politzer  bag,  connected  with  the  external 
auditory  meatus  with  a  rubber  tube  which  accurately  fits  the  meatus. 
Sudden  slight  compression  of  the  rubber  bulb,  when  the  patient  is  seated 
erect,  causes  the  head  to  be  suddenly  and  involuntarily  jerked  about  a 
vertical  axis,  the  face  turning  away  from  the  stimulated  side  ;  simul- 
taneously the  eyeballs  rotate  in  the  orbits  in  the  same  direction  as  the 
head.  The  ocular  movements  are  more  sensitive  to  the  pressure  than  the 
head  movements,  so  by  carefully  regulating  the  compression  one  may 
.evoke  ocular  movement s'without  head  movements.    It  will  then  be  seen  that 
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each  compression  causes  the  eyeballs  to  oscillate  horizontally.  A  very 
slight  stimulus  may  cause  uudulatory  horizontal  nystagmus,  a  stronger 
compression  will  set  up  rhythmic  horizontal  nystagmus,  and  a  still 
slightly  stronger  compression  will  introduce  a  rotatory  element,  so  that 
we  obtain  combined  horizontal  and  rotatory  nystagmus.  In  each  case 
the  nystagmus  is  quite  transient,  lasting  only  a  few  seconds.  In  applying 
the  test  there  is  a  possibility  of  forcing  pus  into  the  labyrinth  and  setting 
up  diffuse  labyrinthitis  and  risks  of  meningitis.  One  should  be  extremely 
cautious  in  the  application  of  the  test  for  the  "  fistel  symptom." 

Effect  of  Aiicestliesia. — In  cousideriug  the  relation  of  the  two  com- 
ponents in  labyrinthine  nystagmus  it  is  important  to  notice  that  the 
rapid  or  secondary  component  is  abolished  by  general  anaesthesia.  One 
sometimes  has  the  opportunity  of  observing  the  effect  of  direct  pressure 
upon  a  semicircular  canal  fistula  when  operating  for  disease  of  the  ear. 
If  the  labyrinth  is  active  the  eyeball  moves  in  response  to  the  pressure, 
not  in  an  oscillatory  manner,  but  by  simply  deviating  to  one  side.  Some- 
times one  may  evoke  alternate  deviation  movements  by  applying  pressure 
alternately  to  a  semicircular  canal  fistula  and  to  the  fenestra  ovalis.  In 
cue  case  I  was  able  to  provoke  at  will  alternate  movements  of  the  eyeball 
away  from  the  stimulus  when  the  probe  Avas  applied  to  the  canal,  and  a 
movement  towards  the  stimulus  when  the  probe  was  applied  to  the 
stapedial  fossa.  One  regards  such  alternate  movements  as  being  two 
separate  primary  reflex  movements,  the  secondary  reflexes  beiug  in  abey- 
ance so  long  as  the  patient  is  anaesthetised. 

Spontaneous  Nystagmus. — In  discussing  labyrinthine  nystagmus,  and 
comparing  it  with  nystagmus  associated  with  disease  of  the  central 
nervous  system,  or  of  the  eye  itself,  we  concentrate  our  observations  on 
nystagmus  which  occurs  within  the  binocular  field. 

The  less  intense  forms  are  sometimes  seen  in  cases  of  acute  or  chronic 
otitis  media.  If  the  infection  does  not  spread  to  and  destroy  the  laby- 
rinth, the  nystagmus  is  restricted  to  the  side  of  the  infection.  The 
nystagmus  in  these  cases  is  usually  transient,  and  may  be  overlooked. 
The  complaint  of  giddiness  leads  one  to  look  diligently  for  sustained 
nystagmus,  although  giddiness  is  experienced  more  frequently  than 
nystagmus  can  be  recognised.  If  one  applies  the  tests  for  inducing 
nystagmus  to  such  a  case,  the  labyrinth  in  question  appears  to  be  hyper- 
sensitive. The  existing  nystagmus  can  be  tempoi'arily  abolished  or 
intensified,  accoi'ding  to  the  test,  more  easily  when  the  stimuli  are  applied 
to  the  affected  ear  than  when  applied  to  the  other  side. 

Spontaneous  rhythmic  rotatory  nystagmus  to  one  side  is  also  met  with 
when  the  opposite  labyrinth  has  become  fuuctionless.  This  form  of 
nystagmus  develops  the  moment  the  one  labyrinth  is  destroyed,  but  dis- 
appears when  both  labyrinths  become  defunct.  It  does  not  usually  occur 
in  young  children,  and  Sir  Victor  Horsley  has  pointed  out  its  absence  or 
very  early  disappearance  in  monkeys.  In  the  adult  human  being  this 
contra-latertil  nystagmus  is  an  invariable  sign  of  unilateral  ablation,  and 
can  be  observed,  if  sought  for,  several  Aveeks,  months  or  sometimes  years 
after  the  onset.  It  certainly  tends  to  become  less  intense  as  time  goes  on, 
but  is  liable  to  be  renewed  in  intensity  temporarily  whenever  the  patient's 
general  health  fails.  In  a  few  instances  contra-lateral  nystagmus,  due  to 
ablation  of  one  labyrinth,  is  accompanied  by  a  fine  horizontal  nystagmus 
toward  the  defunct  side.  Dr.  James  Taylor  has  pointed  out  the  importance 
of  observing  well-marked  nystagmus  toward  the  diseased  side  with  fine 
nystagmus  to  the  contra-lateral  side  in  cases  of  cerebellar  tumour,  and  we 
should  remember  that  the  same  sisrn  is  observed  in  cases  of  cerebellar  or 
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extra-cerebellar  abscess,  -which  generally  arise  from  au  infection  of  the 
middle  or  internal  ear. 

Labyrinthine  Nystagmus  in  cases  of  Absolute  Blindness. — When  the 
labyrinth  is  stimulated  in  cases  of  total  blindness,  due  to  a  local  cause, 
such  as  primary  optic  ati'ophy,  and  when  the  blindness  is  not  accompanied 
by  intracranial  disease,  rhythmic  nystagmus  can  be  provoked  by  rotation 
or  irrigation  in  the  usual  way,  but  the  primary  component  comes  into 
greater  prominence  as  the  eyeball  aimlessly  deviates  or  rolls  to  one  side 
in  response  to  the  labyrinthine  stimulus.  In  the  absence  of  retinal 
stimuli  the  patient  is  directed  to  look  towards  his  own  hand,  which  is 
passively  held  to  the  right  or  left  as  desired,  and  we  shall  then  notice  that 
the  oculo-motor  effort  to  deviate  the  ocular  axes  at  once  induces  true 
rhythmic  nystagmus,  having  characters  similar  to  those  met  with  in 
patients  with  normal  vision  subjected  to  the  same  tests. 

Methods  of  Measuring  the  Strength  of  the  Stimulus  and  the  Intensity  of 
the  Nystagmus. — It  is  sometimes  found  that  nystagmus  can  be  more  easily 
produced  by  stimulating  one  ear  than  by  stimulating  the  other.  Just  as 
the  knee-jei"ks  are  described  as  being  equally  or  uuecjually  brisk,  sluggish 
or  abolished,  so  may  we  describe  the  labyrinthine  i-eflexes  as  being  equally 
brisk,  sluggish,  or  abolished.  It  is  difficult  to  choose  a  criterion  for  brisk- 
ness and  sluggishness,  and  so  to  a  great  extent  we  have  been  satisfied  by 
concluding  that  the  labyrinthine  reflexes  are  either  present  or  absent. 
There  is  a  possibility  of  estimating  and  recording  degrees  of  activity  by 
elaborating  the  following  methods  : 

Rotation.- — (1)  Employing  a  constant  stimulus;  that  is,  constant  rate 
and  number  of  rotations  and  noting  the  duration  of  the  nystagmus  which 
follows  the  sudden  stop.  (2)  Ascertaining  the  minimal  number  of  rota- 
tions which  induce  nystagmus. 

Caloric  Method. —  (1)  By  employing  a  constant  temperature  of  the 
thermal  agent  and  observing  the  period  of  induction  before  the  onset  of 
nystagmus-  (2)  By  measuring  the  cjuantity  of  the  fluid  at  a  constant 
temperature  which  flows  before  nystagmus  can  be  recognised.  (3)  By 
noting  the  extremes  of  temperature  employed  to  provoke  nystagmus. 

Galvanic  Method. — By  observing  the  current  in  milliamperes  which 
is  required  to  induce  nystagmus. 

Dr.  Dan  McKenzie  :  Vestibular  Nystagmus. — There  are  one  or  two 
points  connected  with  the  physiology  I  should  like  to  touch  upon.  First 
of  all,  with  regard  to  the  mechanism  by  which  rotation  induces  nystagmus, 
I  agree  with  those  who  hold  that  the  movement  of  the  endolymph  in  the 
semicircular  canal  is  never  a  steady  round-and-round  circulation.  That 
there  must  be  some  movement  of  the  fluid  is  luidoubted,  but  the  move- 
ment is  that  of  a  wave  rather  than  that  of  a  current — a  local  rise  or  fall 
in  fluid  pressi;re. 

Arguing  from  the  anatomical  conformation  of  the  canal,  I  suggest 
that  under  the  ordinary  conditions  of  normal  life  the  rise  or  fall  in 
endolymphatic  pressure  in  the  ampulla,  consequent  upon  the  ordinary 
changes  in  position  of  the  head,  is  cjuickly  relieved  by  the  local  excess 
of  fluid  passing  into  the  finer  position  of  the  canal,  and  so  round  to  its 
tmdilated  end,  and  the  pressure  being  thus  rapidly  equalised  an  excessive 
stimulation  of  the  end-organ  is  avoided.  (The  process  is  similar  but 
reversed,  of  course,  in  direction  in  the  case  of  fall  in  iutra-ampullary 
pressure.)  But  when,  as  in  continued  rotatioil,  this  change  in  pressure 
is  sustained  for  a  time,  or  when  there  is  a  repercussion,  so  to  speak,  the 
finely  calibred  canal  will  be  incapable  of  providing  a  sufficiently  rapid 
relief  and  excessive  stimulation   of   the  nerve-ending   will   result,  with 
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nystagmus,  vertigo,  etc.  This  tlieory  necessarily  refers  the  period  of 
equilibrium  of  eye-movemeuts  during  rotation  to  the  exhaustion  of  the 
nerve  centre.  The  ampulla  may  be  regarded  as  a  device  to  favour  the 
reception  of  small  waves,  while  the  rest  of  the  canal  provides  a  method  of 
rapidly  equalising  the  pressure,  and  so  of  calming  the  oscillation. 

I  turn  now  to  the  ■pathological  aspect  of  the  question,  and  first  of  all 
to  the  spontaneous  nystagmus  of  the  "  labyrinth  storm."  In  this  particular 
I  have  only  one  remark  to  make,  and  that  is  that  I  agree  that  the 
direction  of  the  spontaneous  nystagmus  should  not  be  taken  as  the 
faithful  guide  to  the  labyrinth  that  is  affected,  or  as  the  means  of 
distinguishing  acute  labyrinthitis  from  cerebellar  abscess.  In  acute 
labyrinthitis  I  have  more  than  once  observed  spontaneous  nystagmus 
to  the  affected  side,  although,  of  course,  in  most  cases  it  is  directed  to  the 
opposite  side.  The  reliable  distinction  lies  in  this,  that  in  acute 
labyrinthitis  the  nystagmus  declines  in  severity  as  time  goes  on,  whereas, 
in  cerebellar  abscess,  the  symptom  persists  unaltered,  or  it  may  even 
become  more  marked. 

In  Non-Suppuraiive  Disease  of  the  Internal  Ear  I  have  for  several  years 
past  been  accumulating  experience  with  regard  to  the  vestibular 
reactions.  By  adopting  the  method  of  measuring  the  duration  of 
rotation  nystagmus,  as  Bartiny  advises,  or  the  method  of  measuring  the 
duration  of  the  induction  period  of  the  caloric  test,  in  the  manner  I  have 
suggested,  or  by  both  of  these  methods  combined  with  an  observation  of 
the  phenomenon  in  general,  we  are  able  to  detect  the  presence  of  slight  or 
moderate  intei'ference  with  the  vestibular  reflexes,  and  can  often  thereby 
obtain  information  of  considerable  moment  bearing  upon  the  diagnosis, 
and  even  upon  the  prognosis  of  our  cases. 

The  method  of  measuring  the  induction  period  of  caloric  nystagmus 
consists  in  running  into  the  (cleaned)  external  auditory  meatus  a  gentle 
stream  of  water  of  a  temperatui-e  of  from  22"  to  24°  C.,  the  time  being 
noted  when  the  water  begins  to  flow  and  when  the  nystagmus  is  first 
apparent,  the  slow  deviation  of  the  eyes  being  the  first  to  appear.  The 
patient  should  be  instructed  to  turn  his  eyes  to  the  opposite  side. 
Although,  naturally,  I  believe  the  merits  of  this  method  to  be  considerable, 
I  have  no  desire  to  lay  special  stress  upon  it,  because  while  it  is  true 
that  as  a  rule  the  length  of  the  induction  period  varies  directly  with  the 
activity  of  the  reflex,  in  a  few  cases  the  induction  period  will  be  found 
to  be  of  normal  duration  (twenty-five  to  thirty-five  seconds),  although 
the  excursion  of  the  ocular  movements  is  short  and  the  vertigo  trifling 
or  absent.  Such  cases  are,  of  course,  defective,  although  the  induction 
period  is  of  the  normal  length. 

With  regard  to  the  findings.  Most  of  the  cases  seem  plain  and 
straightforward,  but  anomalous  results  occur  every  now  and  again  of 
such  a  nature  as  to  defy  explanation. 

An  effort  was  made  to  correlate  the  results  of  the  cochlear  tests  with 
those  of  the  vestibular  tests.  The  idea  before  my  mind  has  been  to  ascer- 
tain, if  possible,  whether  the  vestibular  tests  in  cases  of  perceptive  deaf- 
ness, not  due  to  labyrinth  suppuration,  are  of  any  reliable  value  in 
arriving  at  a  diagnosis  of  the  disease  or  in  forming  a  prognosis  in  so  far 
as  the  hearing  is  concerned.  It  often  happens  that  the  vestibular  tests 
provide  us  with  information  not  only  of  interest  but  also  of  practical  use. 

Out  of  thirty-six  cases,  nineteen  showed  a  correspondence  between 
the  loss  of  hearing  and  the  impairment  of  the  vestibular  reflex.  Some- 
times, minor  discrepancies  occur — the  deafer  ear  may  show  a  livelier 
vestibular  reaction  than  the  better  ear  does,  or  on  one  side,  although  the 
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deafness  is  considerable,  the  vestibular  response  may  be  normal.  But, 
on  the  whole,  the  claim  that  a  harmony  between  the  two  systems  exists, 
more  or  less  complete,  is  substantiated.  In  two  cases  of  simple  noise- 
deafness,  where,  one  would  suppose,  the  lesion  must  necessarily  be  limited 
to  the  cochlea,  the  vestibular  responses  wex-e  deficient.  It  is  noteworthy 
that  the  same  result  was  recorded  in  a  former  publication  dealiug  with 
an  earlier  series  of  cases } 

Seventeen  cases  showed  cochlear  and  vestibular  impairment  not  in 
harmony. 

Of  five  cases  of  nerve-deafness  with  normal  vestibular  reactions  no 
fewer  than  three  were  proved  to  be  functional  and  one  was  suspected  of 
being  functional.  One  case  in  this  group  was  that  of  a  young  woman 
with  very  slight  nerve-deafness  of  short  duration  and  normal  vestibular 
reactions,  in  which  it  may  be  supposed  that  if  it  should  prove  to  be 
organic  the  cochlear  lesion  was  too  recent  to  have  spread  to  involve  the 
vestibule.  Of  eight  cases  of  nerve  deafness  with  exaggerated  vestibular 
reactions,  four  were  almost  certainly  functional,  two  were  doulitfully 
functional,  one  was  almost  certainly  organic,  and  the  diagnosis  in  one 
was  unknown.  That  is  to  say,  out  of  thirteen  cases  of  nerve -deafness 
with  normal  or  exaggerated  vestibular  responses,  seven  were  certainly  and 
thi-ee  were  probably  functional  in  character  ;  while,  in  two,  the  diagnosis 
was  that  of  organic  ear  disease  (one  slight,  the  other  moderate,  and  both 
of  short  duration)  ;  one  case  was  not  diagnosed. 

These  figures,  as  far  as  they  go,  tend  to  support,  with  some  qualifica- 
tion, the  observation  I  have  previously  made  that  the  presence  of  normal 
or  exaggerated  vestibular  responses  is  a  point  in  favour  of  regarding  such 
cases  as  functional.  The  qualification  to  be  made  consists  in  this,  that 
organic  nerve-deafness,  if  of  recent  origin,  may  be  combined  with  normal 
or  excessive  vestibular  responses. 

Finally,  in  four  cases  the  vestibule  was  affected  more  than  the  cochlea. 
In  two  the  hearing  was  quite  normal  in  one  ear  ;  in  two  the  loss  of 
hearing  was  only  detected  by  the  tuning-fork  test ;  in  one  there  was 
severe  deafness  in  one  ear  and  normal  hearing  in  the  other.  The  later 
history  of  this  case  and  of  another  with  severe  unilateral  deafness  bears 
out  a  surmise  that  in  a  case  with  good  hearing  where  the  vestibular 
responses  are  seriously  impaired,  the  likelihood  is  that  the  hearing  also 
will  in  time  become  seriously  affected.  On  the  other  hand,  we  may 
regard  as  more  favourable,  cases  of  nerve-deafness,  especially  if  long 
continued,  where  the  vestibular  reactions  are  normal  or  exaggerated, 
liearing  in  mind,  however,  the  fact  that  hysterical  or  functional  deafness, 
like  any  other  similar  manifestation  of  this  disorder,  is  often  persi-stent. 

In  conclusion,  I  think  we  ought  to  regard  the  absence  or  deficiency  of 
vestibular  reactions  as  of  more  positive  value  in  any  given  case  than  their 
presence,  whether  normal  or  exaggerated. 

Mr.  John  F.  O'Malley  described  a  classification  of  nystagmus  in  a 
series  of  tables,  contrasting  the  characters  of  the  various  types,  and 
indicating  the  conditions  under  which  they  arise  physiologically  and 
pathologically. 

Mr.  T.  B.  Layton  found  the  tests  difficult  in  their  application.  He 
did  not  think  that  we  have  in  these  tests  a  short  cut  to  the  diagnosis  of 
nervous  disease,  but  he  claimed  we  may  get  from  them  evidence  in  a 
certain  number  of  cases  which,  when  correlated  with  that  obtainable  from 
other  sources,  will  clinch  a  diagnosis  that  otherwise  must  have  remained 
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doiabtful,  or  will  exclude  a  gross  lesion  that  otherwise  must  have  been 
left  under  discussion.  The  eighth  nerve  he  looked  upon  in  the  same 
light  as  is  the  second.  No  one  would  dream  of  making  a  diagnosis  of  or 
of  excluding  an  intracranial  tumour  without  examining  the  second  nerve. 
Why  should  they  do  so  Avithout  a  complete  examination  of  the  eighth 
nerve.  The  neurologists  either  must  learn  to  do  these  tests  themselves  or 
they  should  send  their  oases  to  the  otologist  for  examination  and  report, 
in  the  same  way  as  they  now  either  examine  the  fundus  oculi  themselves 
or  ask  the  ophthalmologist  to  do  so  for  them. 

Mr.  Gr.  J.  Jenkins  desired  to  express  disagreement  wuth  the  generally 
accepted  theory  regarding  the  association  of  certain  forms  of  nystagmus 
with  cei'tain  canals.  It  has  been  held  by  Ban'iny  and  generally  accepted, 
as  described  in  the  introductory  paper  by  Mr.  Scott,  that  rotatory 
nystagmus  is  associated  with  the  superior  semicircular  canal  and  vertical 
nystagmus  with  posterior  semicii'cular  canal.  It  appeared  to  him  that 
the  canal  Avhich  received  the  maximum  stimulation  by  rotation  in  lateral 
flexion  of  the  neck  and  face  turned  forw^ard  and  upward  must  be  the 
superior  canal,  if  the  rotation  be  made  from  that  side  forward.  This 
rotation  would  produce  a  vertibulo-ampullary  current  in  the  superior 
canal  on  the  flexed  side  and  an  ampullo-vestibular  cui'rent  in  the  posterior 
canal  of  the  opposite  side.  Other  canals  would  be  aifected,  but  the 
resulting  vertical  nystagmus  would  probably  be  due  to  the  preponderating 
influence  of  this  superior  canal  and  not  the  posterior  canal.  Similarly, 
he  held  that  the  posterior  semicircular  canal  and  not  the  superior  was 
the  impoi'tant  peripheral  stimulus  for  rotatory  nystagmus.  He  could  not 
agree  that  sufficient  evidence  had  been  brought  forward  by  the  caloric 
test  to  prove  that  the  various  forms  of  nystagmus  could  be  due  to  other 
canals  than  those  described.  At  least,  he  held  that  anatomically  the 
above  reasoning  was  correct. 

It  is  interesting  to  note  that  a  nystagmoid  movement  artificially  pro- 
duced may  cause  vertigo  with  associated  phenomena  in  certain  cases. 
By  rotating  a  cylinder  with  a  series  of  spots  on  it  and  getting  the 
patient  to  fix  these  spots  as  they  come  into  vision  vertigo  can  be  pro- 
duced. If  these  be  done  where  there  is  an  irritable  labyrinth  the  nature 
of  the  vertigo  can  sometimes  be  changed  at  will  of  the  operator.  He 
has  been  in  the  habit  for  some  years  of  testing  for  the  irritable  laby- 
rinth by  means  of  a  mirror  rapidly  moved  to  produce  a  nystagmoid 
movement. 
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kiuesiplione  of  Dr.  Maurice,  of  Paris,  is  au  ingeuious  adaptation  of  the 
Faradic  battery  to  produce  soudds  like  those  of  the  humau  voice,  which 
are  intensified  and  transmitted  to  the  ear  by  telephonic  receivers.  The 
sound  is  produced  by  the  vibration  of  platinum  plates  under  tension  by 
a  rubber  point,  the  increase  or  diminution  of  which  tension  raises  or 
lowers  the  pitch  of  the  sounds. 

Two  resistances  ai-e  furnished  to  regulate  the  intensity  of  the  sound — 
one  for  either  ear.  There  are  three  registers  for  low,  middle  and  high 
notes,  and  the  inventor  claims  that  these  comprise  sounds  of  from  80  to 
3o()0  vibrations  per  second,  roughly  corresponding  to  those  of  the  luiman 
voice.  The  apparatus  is  worked  by  a  6-volt  accumulator,  placed  in  a 
recess  at  the  back  of  the  cabinet.  It  is  furnished  with  an  ampermeter 
to  show  the  amount  of  current  being  taken,  a  voltmeter  to  test  the  con- 
dition of  the  accumulator,  and  an  interrupter  to  cut  off  the  current  from 
the  receivers  at  will.  The  inventor  claims  that  the  sonorous  vibration  is 
an  advance  on  the  mechanical  vibration  of  Delstanches  masseur  or  of 
Breitung's  pump,  and  that  with  partial  deafness  unimproved  by  other 
methods,  irrespective  of  the  cause,  he  obtains  75  per  cent,  of  successes, 
20  per  cent,  partial  successes  and  5  per  cent,  failures.  By  success  he 
means  getting  ten  times  the  original  acuity  of  hearing.  He  also  claims 
that  the  tinnitus  and  other  discomforts  accompanying  the  aural  condition 
are  relieved  or  disappear  during  the  treatment.  He  recommends  that  the 
sound  should  be  raised  till  the  patient  experiences  a  tickling  sensation  in 
the  affected  ear  or  ears,  that  the  sittings  should  be  from  six  to  ten  minutes 
daily,  and  be  continued  for  fifty  or  more  times,  the  hearing  power  being 
tested  every  few  days.  He  divides  his  cases  into  sclerosis  of  the  tympanum, 
mixed  tympano-labyrinthine  sclerosis,  cicatricial  sclerosis  following  otitis 
media,  and  purely  labyrinth  cases,  and  gets  his  best  results  in  unilateral 
deafness  and  infantile  forms  and  cicatricial  cases,  with  or  without  loss  of 
ossicles,  while  the  catarrhal  and  purely  lal)vrinthine  forms  benefit  less  by 
this  method. 

Case  1. — J.  S ,  aged  twenty-six,  a  marine  engineer,  has  suffered 

from  nasal  catarrh  for  eight  or  nine  years  affecting  both  ears,  and  has 
been  getting  deaf  during  that  time.  He  has  been  under  treatment  from 
time  to  time  for  four  years.  Tinnitus  has  been  fairly  frequent  but  never 
distressing.  Einne's  test  is  negative  on  both  sides.  There  is  no  para- 
cusis, and  in  the  noises  of  the  engine-room  he  finds  it  more  difficult  to 
hear  voices.  Latterly  he  has  found  conversation  very  difficult.  From 
January  23  till  February  26,  1914,  he  had  thirty  sittings  during  each  of 
which  for  from  six  to  ten  minutes  daily  both  ears  were  subjected  to  the 
whole  range  of  the  sounds  available. 

Before  commencing  the  hearing  distances  were  : 

On  right  ear,  watch  12  in. ;  left  ear,  watch  12  in. 

On  right  ear,  whisper  9  in. ;  left  ear,  whisper  7  in. 

On  right  ear,  ordinaiy  voice  2  ft. ;  left  ear,  voice  1  ft. 

After  treatment : 

On  right  ear,  watch  22  in. ;  left  ear,  watch  19  in. 

On  right  ear,  whisper  3  ft. ;  left  ear,  whisper  2  ft. 

On  right  ear,  ordinary  voice  7  ft.  ;  left  ear,  voice  8  ft. 

At  this  point  the  patient  ha.d  to  leave  for  duty,  but  he  was  finding 
conversation  much  easier  and  declared  that  the  subjective  noises  had 
vanished.  In  recent  letters  from  South  America  he  states  that  the 
hearing  has  continued  to  improve.  Probably  longer  treatment  would  have 
given  a  better  result. 

Case  2. — A  medical  man,  aged  thirty-nine,  has  been  deaf  for  twenty 
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years,  commencing  during  his  curriculum  with  nasal  catarrh,  attributed 
to  excessive  diving.  He  was  treated  at  that  time  in  Aberdeen,  and  after 
graduation  he  was  referred  to  Sir  William  Dalby.  Siuce  then  he  has 
been  treated  by  about  twenty  well-knoAvn  aural  surgeons  in  England, 
Scotland,  and  Ireland,  and  has  luidergoue  almost  every  known  form  of 
treatment.  Nasal  douches,  inflations  of  air,  hot  air,  medicated  vapours, 
injections  of  thiosinamin  and  pilocarpin,  Eustachian  catheterisation  and 
bougies  ai-e  a  few  among  the  many  measures  employed.  Two  years  ago 
he  had  a  submucous  resection  of  the  nasal  septum  done,  after  which  his 
hearing  on  the  better  side  was  permanently  worse.  More  recently,  in 
London,  he  has  had  one  of  his  tympanic  membranes  blistered,  with  bad 
results  after  a  temporary  amelioration.  Neither  the  watch  nor  the 
whispered  voice  can  be  heard,  the  tuning-fork  is  badly  heard  over  the 
vertex  and  mastoid  area,  and  only  a  very  loud  voice  can  be  made  audible 
quite  close  to  the  auricle.  Low-pitched  sounds  are  better  heard  on  the 
right,  high  on  the  left,  side.  Only  by  means  of  an  electi'ical  aid  can  he 
hear  one  person  speaking  fairly  well,  and  this  enables  him  to  liear  the 
piano  when  he  pi'actises.  For  a  number  of  years  his  affliction  has  totally 
incapacitated  him  from  professional  work.  He  had  forty-two  sittings 
with  the  kinesiphone  from  January  24  till  March  2,  when  he  had  to 
leave.  The  strongest  sounds  were  reqtiisite  to  produce  a  tickling  sensa- 
tion, and  though  reddening  of  the  membrane  resulted  after  each  sitting 
it  vei'Y  quickly  subsided.  At  the  close  of  treatment  only  a  veiy  slight 
improvement  could  be  made  out  on  the  left  ear — no  practical  ameliora- 
tion. One  could  hardly  have  a  worse  case  for  such  treatment,  and  the 
result  was  what  might  have  been  expected. 

Case  3. — E.    M ,    spinster,  aged    thirty-six,    has    suffered    from 

repeated  nasal  catarrh  for  over  twelve  years  aud  has  been  getting  deaf 
dvu'ing  that  time.  She  has  been  under  ti'eatment  for  the  past  six  years 
for  hvperti'ophic  I'hinitis  and  subsequent  right  Eustachian  and  tympanic 
catarrh.  Nasal  douches,  galvano-cautery.  Eustachian  catheterisation, 
applications  to  the  faucial  orifice  of  the  Eustachian  tube  and  the 
occasional  use  of  Breitung's  pump  have  all  helped  to  give  temporary 
relief.  Of  late  she  has  found  conversation  difficult,  more  especially  if 
more  than  one  person  is  speaking,  and  she  expressed  a  wish  to  have,  if 
possible,  further  treatment.  From  January  27  till  March  8  she  had 
forty  sittings. 

At  the  beginning  of  treatment  the  hearing  distances  were  for  the 
right  ear : 

Watch .         12  in. 

Whispered  voice         .  .         .         .         .         .         21  ,, 

Ordinary  voice    ........         3  ft. 

After  : 

Watch 28  in. 

Whispered  voice  .  .  .         .  .  10  ft. 

Ordinary  voice   .  .  .  21   ,, 

She  says  the  occasional  tinnitus  and  fulness  in  the  right  ear  have 
gone,  that  she  can  take  part  in  mixed  conversation  as  she  has  not  been 
able  to  for  years,  and  that  her  relatives  and  neighbours  have  been 
impressed  by  the  manifest  improvement  in  her  hearing. 

The  uncertainty  of  benefiting  any  given  case  and  the  length  of  the 
treatment  are  objections  to  its  adoption,  and  one  would  not  readily  urge 
it  unless  he  could  foresee  a  fair  chance  of  success.  It  would  be  unfair  from 
such  scanty  data  as  the  above  to  draw  any  definite  conclusions,  but  it 
seems  to  me  that  an  instrument  capable  of  producing  a  great  range  of 
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sonorous  vibrations  of  varied  intensity,  roughly  corresponding  to  those  of 
the  voice,  and  transmitting  them'  to  the  ear,  is  an  improvement  on  the 
earlier  mechanical  forms  and  likely  to  be  useful  as  a  means  of  passive 
re-education  in  moderate  degrees  of  deafness. 

Dr.  Gray  said  he  had  visited  Zund  Burouet  in  London  and  had  had 
a  humorous  interview.  There  was  a  large  instrument  in  the  room,  and 
he  wanted  to  see  the  inside  of  it,  but  Zund  Burguet  did  not  uncover  it. 
He  went  through  various  performances.  Dr.  Grray  could  see  no  difference 
from  the  ordinary  telephone  in  its  effects.  The  price  of  the  instrument 
was  then  =£300.  Several  of  his  patients  had  expressed  a  desire  for  this 
treatment,  and  he  (Dr.  Gray)  did  not  discourage  them.  He  measured 
the  hearing  before  they  went  and  when  they  came  back,  and  found  on 
testing  that  they  were  almost  exactly  the  same  as  they  were  before. 
He  had  never  known  anybody  get  any  benefit,  although  some  patients 
thought  they  were  better.  Lake  had  recorded  one  really  verv  remark- 
able case  in  early  childhood.  He  (Dr.  Gray)  could  understand  that  in 
the  case  of  a  child,  whose  neurones  were  not  fully  developed — they  do  not 
complete  this  development  until  the  age  of  thirty  or  at  middle  life — 
benefit  might  result  from  this  method  of  education,  but  he  could  not  see 
how  one  could  expect  to  re-educate  older  people.  Their  ears  were  being- 
educated  too  much  in  a  city  with  so  many  different  noises.  If  he  were  to 
take  any  drastic  measures  for  these  cases  it  would  be  exactly  the  opposite  ; 
he  would  spare  the  nerves  every  s(jund  possible  ;  if  one  could  plug  the 
ears  up  one  might  get  a  little  improvement,  because  one  would  be  giving 
the  organ  a  rest. 

Dr.  Kerr  Love  said  there  was  a  committee  sitting,  and  had  been 
sitting  for  twenty  years,  with  the  object  of  giving  a  prize  to  anvbody  who 
brings  forward  an  instrument  which  would  really  help  deaf  people.  One 
should  discourage  these  instruments  altogether  unless  they  are  discon- 
nected from  commerce.  An  individual  could  be  re-educated  to  a  better 
knowledge  of  sounds,  but  not,  in  liis  opinion,  to  greater  acuity  of 
hearmg. 

Dr.  Porter  said  he  was  one  of  the  people  who  had  gone  in  for  Zund 
Burguet's  instrument ;  he  was  using  it  only  in  cases  in  which  the  ques- 
tion of  fee  did  not  enter.  He  had  tried  it  in  about  seven  or  eight  cases, 
not  having  as  yet  had  time  to  do  more.  Out  of  six  cases,  in  which  the 
treatment  was  completed,  three  or  tour  had  got  an  improvement  which 
could  not  merely,  he  thought,  be  put  down  to  suggestion  or  optimism. 
Two  of  his  patients  were  nurses.  The  amount  of  hearing  is  not  a  thing 
one  can  meas-ure  like  a  pound  of  butter.  If  the  patients  themselves  and 
their  friends  think  they  are  hearing  better,  and  one  can  get  the  improve- 
ment to  last  for  a  reasonable  time,  one  must  conclude  they  are  Letter. 
One  nurse,  who,  before  treatment  heard  his  loud  voice  at  1 2  ft. — it  was 
tested  by  a  tape  measure  to  be  sure  of  the  distance — could  now  hear  it  at 
18  or  19  ft.,  and  for  ordinary  purposes  she  certainly  heard  very  much 
better  than  before.  He  had  not  intended  to  mention  these  cases  until  a 
more  definite  decision  had  been  come  to ;  he  intended  at  the  next  meeting 
of  the  Society  to  show  some  patients,  Avhether  they  are  improved  or  not, 
and  give  the  results  obtained.  The  other  nurse  was,  he  (Dr.  Porter) 
thought,  distinctly  better  also.  She  is  aged  fifty-six  years,  and  had 
given  up  all  hope  of  getting  better.  He  had  known  her  for  ten  years, 
and  her  deafness  had  been  increasing.  She  now  says  that  she  hears  the 
birds  in  the  morning,  which  she  had  not  done  for  some  years. 

Dr.  Kerr  Love  suggested  that  Dr.  Porter  should  apply  the  con- 
tinuous tone  sei'ies.     The  human  voice  may  vary  considerably,  according 
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to  the  physical  condition  of  the  examiner.     The  Ljud  voice  could  not  be 
relied  on. 

Dr.  Porter  replied  that  he  thought  the  voice  could  be  regulated. 
His  loud  whisper  was  the  loudest  possible  without  breakiug  into  phona- 
tiou.  He  had  treated  an  old  relative,  aged  seventy-two,  but  did  not 
expect  to  do  him  good,  and  had  not.  On  testing  him  afterwards  he 
brought  him  out  within  6  in.  of  what  he  had  been  a  fortnight  before. 

Dr.  Darling  spoke  to  the  improvement  in  the  nurse  Dr.  Porter  had 
referred  to.  Previously  it  was  necessary  to  speak  to  her  in  a  loud  voice, 
now  an  ordinary  conversational  voice  was  sufficient. 

Dr.  Thomas  Bare  said  he  was,  some  months  ago,  invited  to  see  the 
application  of  this  instrument.  He  took  with  him  a  patient  suffering 
from  otosclerosis.  The  operator  first  tested  the  hearing  in  a  most 
unreliable  manner,  and  again,  after  the  application  of  the  instrument  in 
an  ec|ually  unsatisfactory  way,  then  remarking  to  the  patient,  "  You  are 
a  little  better."  Dr.  Barr  remarked  that  of  course  he  would  not  pretend 
to  do  any  permanent  good  at  one  interview,  and  asked  him  to  lend  an 
instrument  to  the  Glasgow  Ear,  Nose,  and  Throat  Hospital  for  an 
extended  ti'ial.  This  he  appeared  to  cordially  agree  to,  but  the  instru- 
ment had  never  arrived.  Dr.  Barr  was  unfavourably  impressed  with 
what  he  saw. 

Dr.  J.  S.  Fraser  said  they  must  all  acknowledge  that  the  results  of 
previous  methods  of  treatment  in  cases  of  chronic  middle  ear  catarrh, 
otosclerosis,  and  nerve  deafness  had  been  disappointing,  and  they  should 
welcome  any  new  method  which  affords  a  chance  of  improvemeiit.  If, 
however,  they  had  regard  to  the  pathology  of  deafness  he  did  not  think 
that  auditory  re-education  was  going  to  do  anything.  One  could  not 
imagine  it  absorbing  adhesions,  or  deposits  of  new  bone.  The  only  thing- 
one  could  imagine  it  might  do  was  to  benefit  cases  where  there  was  some 
nerve  deafness.  Personally  he  would  rather  agree  with  Dr.  G-ray  that 
even  in  these  cases  stimulation  of  the  nerve  apparatus  would  not  be  the 
line  of  treatmeat  one  would  naturally  recommend.  It  was,  however, 
difficult  to  account  for  the  good  results  which  Dr.  Porter  had  spoken 
of,  and  which  Dr.  Darling  and  Dr.  Gardiner  had  confirmed.  One 
must  allow  that  improvement  in  the  mental  condition  of  the  patient 
makes  a  great  difference  in  the  general  health.  If  people  were 
encouraged  they  felt  very  much  better  and  were  really  much  better. 
He  thouglit  the  improvement  in  the  mental  condition  produced  by 
such  an  imposing  apparatus  must  influence  the  mental  aspect  of  the 
patient.  One  must  remember  that  improvement  in  the  hearing  distance 
may  arise  from  that  without  being  permanent.  What  one  Avanted  was 
to  have  these  cases  followed  up  and  have  reports  six  months,  twelve 
months,  and  even  longer  after  treatment. 

Dr.  Mackenzie  Booth  Avas  absolutely  certain  that  Dr.  Porter  was 
right  in  what  he  said.  He  was  certain  there  was  improvement  where 
hearing  is  only  partially  lost,  and,  where  one  can  use  sounds  like 
those  of  the  human  voice,  that  the  patient  would  get  to  understand 
the  human  voice.  He  could  not  understand  Dr.  iSrray's  contention. 
If  the  voice  is  shut  off  the  hearing  becomes  worse  from  disuse.  Ee- 
education  Avas  perhaps  not  the  right  word  to  use. 

Unusually  large  Cholesteatoma. — N.  Maclay.—  The  specimen  Avas 
removed  during  the  course  of  a  radical  mastoid  operation  from  a  patient, 
aged  thirty-nine,  whose  sole  complaint  was  vertigo.  Unilateral  deafuess 
and  the  history  of  aural  discharge  in  earlv  life  dreAv  attention  to  the  ear,. 
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where  inspection  revealed  the  absence  of  the  tympanic  membrane  and 
what  looked  like  a  dry,  irregular,  epithelialised  surface,  corresponding 
to  the  inner  wall  of  the  tympanum.  The  presence  of  the  fistula  symptom 
led  to  the  diagnosis  uf  semi-circular  canal  erosion,  and  subsequent 
operation  proved  this  to  be  so.  Six  months  after  operation  labyrinthine 
activity,  as  shown  by  caloric  and  rotation  tests,  was  nearly  normal  and 
hearing  power  was  improved. 

Thyreoglossal  Cyst. — J.  L.  Howie. — Man,  aged  forty-two, presenting 
smooth  oval  mass  as  large  as  pigeon's  egg  above  thyroid  cartilage.  He 
states  that  there  has  been  a  lump  in  this  situation  since  childhood,  but 
that  recently  it  has  increased  in  size.  There  is  no  discharge  into  the 
mouth. 

Endothelioma  of  Right  Antrum.— A.  Brown  Kelly.— Man,  aged 
forty-five,  began  to  have  pains  in  right  side  of  head  and  swelling  of  right 
cheek  in  October  last.  Teeth  extracted,  antrum  opened  from  alveolus 
and  pus  regularly  syringed  out.  In  January  first  examined  by  exhibitor, 
who  foimd  a  firm,  fleshy  bulging  of  skin  over  right  antrum,  and  in  this 
cavity  a  lobed  growth  on  its  anterior  wall.  A  piece  was  removed  aud 
diagnosed  endothelioma.  Excision  of  superior  maxilla  was  suggested, 
but  on  opening  the  cavity  the  surgeon  deemed  this  inadvisable  and 
scraped  it  out  instead.  Since  the  operation  i-adium  had  been  employed 
on  two  occasions.  There  was  now  a  fistula  at  the  side  of  the  ala  through 
which  the  antrum  can  be  inspected. 

Tuberculosis  of  the  Nasal  Mucous  Membrane. — A.  Brown 
Kelly. — Man,  aged  twenty-six,  complained  of  deafness,  but  of  no  nasal 
symptoms.  In  October,  1913,  granulating  tissue  in  the  right  nasal  fossa 
was  snared,  and  in  March  a  piece  of  what  luoked  like  a  uodular  growth 
was  removed  from  the  left  middle  meatus  by  exhibitor  ;  on  both  occasions 
the  haemorrhage  was  very  profuse.  Dr.  John  Anderson  reports  that  the 
tissue  is  tubercular.  The  cliief  infiltration  is  at  the  posterior  edge  of  the 
septum,  where  it  largely  fills  the  choanse.  The  case  is  shown  on  account 
of  the  unusual  sites  occupied  by  the  disease,  the  severe  bleedings  on 
touching  the  growth  and  the  obscure  histological  characters. 

Dr.  Adam  said  he  had  seen  a  similar  case  without  bleeding.  It 
had  been  sent  as  a  case  of  polypus  but  turned  out  to  be  tuberculous. 
The  inferior  turbinate  had  been  destroyed  by  tuberculous  disease. 

Dr.  Logan  Turner  said  that  as  the  histological  characters  were 
obscure  and  the  situation  unusual  for  tubercle,  might  it  not  be 
malignant  ? 

Dr.  Walker  Downie  said  he  had  had  a  similar  case  a  short  time 
ago  which,  however,  turned  out  to  be  a  sarcoma.  There  was  a  small  out- 
growth, the  size  of  a  pea,  on  the  septum,  the  removal  of  which  was 
followed  by  profuse  bleeding. 

Ozsena  cases  treated  by  Vaccine  of  Perez's  Bacillus. — A.  Brown 
Kelly  and  J.  F.  Smith. — The  vaccine  in  some  cases  has  evideutly 
exercised  a  specific  action  on  the  nasal  affection  in  diminishing  or 
removing  the  foetor,  liquefying  the  secretion  and  lessening  or  checking 
the  crust  formation.  As  some  cases  have  i-elapsed  the  ultimate  effect  of 
the  vaccine  is  still  doubtful. 

Dr.  Brown  Kelly  said  that  one  of  the  cases  shown  was  not  quite 
clean,  while  the  other  was  worse  than  she  had  been  for  a  long  time.     He 
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was  rather  glad  of  that,  however,  as  he  did  not  wish  anyone  to  carrj  away 
too  good  an  opinion  of  the  treatment.  These  cases  would  not  have  been 
shown  had  the  meeting  not  been  talcing  place ;  he  would  have  waited 
longer  to  get  truer  information  regai'ding  the  results.  Of  all  the  many 
methods  of  treatment  he  had  used  and  seen  used  none  gave  so  great 
promise  as  this.  The  vaccine  had  undoubtedly  a  specific  influence. 
First,  the  foetor  passed  oft",  then  the  patient  stated  that  the  nose  was 
running  more,  and  later,  in  some  eases,  the  crusts  disappeared.  The 
same  thing  held  good  when  the  dried  secretion  was  chiefly  in  the  naso- 
phai-ynx.  He  could  not  tell  what  the  ultimate  lesult  would  be.  Dr. 
Smith  had  given  the  injections  all  winter  to  a  number  of  his  patients. 

Dr.  Logan  Turner  asked  if  a  vaccine  of  Abel's  bacillus  had  been 
tried.  He  had  shown  two  cases  ti'eated  by  that  vaccine  ;  one  remained 
well  for  about  five  months,  then  the  condition  recurred,  and  another  course 
of  autogenous  vaccine  was  given.  The  improvement  lasted  only  a  very 
short  time  after  the  administration  of  the  vaccine.  Repeated  courses  are 
required.  It  might  not  be  necessary  to  syringe  at  all.  He  thought  Dr. 
Smith  should  make  some  control  experiments  Avith  Abel's  bacillus. 

Dr.  Smith  said  he  thought  the  injection  of  a  vaccine  of  any  toxic 
organism  might  cause  a  certain  amount  of  malaise  and  even  nasal  catarrh, 
with  consequent  softening  of  crusts.  Perez  wrote  strongly  in  favour  of 
his  bacillus  being  the  cause  of  ozaena,  and  Dr.  Hofer,  of  Vienna,  has 
reported  entirely  in  his  favour.  If  a  culture  of  Perez's  bacillus  were 
injected  into  the  ear  vein  of  a  rabbit  the  animal  died,  and  on  post-mortttn 
examination  the  bacillus  could  be  isolated  fi-oni  the  inferior  turbinate 
bone,  but  not  from  the  heart-blood.  Dr.  Smith  had  injected  two  rabbits 
with  a  mixed  bouillon  culture  of  an  ozaena  crust.  Both  died  after  some 
days,  and  the  bacillus  of  Perez  was  isolated  from  their  turbinates.  The 
heart-blood  was  in  one  case  sterile,  and  in  the  other  contained  a  few 
staphylococci.  He  had  never  found  this  bacillus  in  the  nasal  cavities  of 
normal  rabbits. 

Dr.  J.  S.  Fraser  had  seen  Dr.  Kofler  in  Vienna,  who  was  doing  the 
clinical  part  of  the  investigation.  Drs.  Hofer  and  Kofler  were  reporting 
fifty  cases  at  Kiel.  Kofler  said  his  results  had  been  excellent,  though 
not  absolutely  uniformly  so.  The  vast  majority  of  the  patients  were 
able  to  do  without  syringing  ;  the  crusts  did  not  form,  and  all  foetor  dis- 
appeared. Dr.  Fraser  believed  that  there  were  two  observers  in  Buda- 
pest working  on  the  same  line,  and  they  were  reporting  150  cases  at  Kiel 
at  the  same  time. 

Chronic  Recurring  Aphthae  of  the  Mouth.— A,  Brown  Kelly 
and  William  Whitelaw. — Woman,  aged  twenty-seven,  has  been  subject 
for  three  years  to  small,  painful  ulcers  of  the  mouth,  chiefly  on  the  gums 
and  in  the  gingivo-labial  folds.  For  several  months  she  was  treated  with 
arsenic,  iron,  etc.,  without  decided  l:)enefit.  Subsequently  an  autogenous 
vaccine  containing  StaphyJococcus  alhus,  Endomyces  albicans,  and  a  diplo- 
coccus  was  injected  on  ten  occasions  between  November  and  January 
last,  but  with  little  or  no  improvement.  Afterwards  three  iujections  of 
neo-salvarsan  were  given,  and  the  Wassermaun,  which  was  positive,  is 
now  negative.  Since  the  use  of  neo-salvarsan  the  ulcers  have  been 
markedly  fewer,  smaller,  and  less  painful.  It  is  not  suggested  that  the 
aphthae  ai-e  related  to  syphilis,  but  that  they  may  be  influenced  bene- 
ficially by  arsenical  compounds. 

Dr.  Logan  Turner  was  interested  in  the  local  effect  of  the  salvarsan. 
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Some  of  the  cases  of  Viuceut's  angina  are  rapidly  and  markedly  improved 
after  its  application. 

Dr.  Kelly  said  it  was  specific.  Apbtlise  were  not  necessarily  con- 
nected with  syphilis. 

Dr.  Syme  said  he  had  a  case  in  which  the  appearance  was  much  the 
same.  The  patient  is  free  for  months,  and  then  there  is  a  recurrence. 
The  first  symptom  was  severe  pain  in  the  mouth,  then  small  vesicles 
form,  the  crusts  come  off,  and  a  small  pit  was  left  with  inflamed  edges. 
The  case  appeared  to  him  to  be  more  of  the  nature  of  herpes.  The 
patient  was  undoubtedly  very  rheumatic,  aud  the  severe  pain  coming  on 
before  the  vesicles  form  was  very  suggestive  of  herpes.  In  inflammatoiw 
conditions  about  the  mouth  one  was  inclined  to  steer  clear  of  ai-senic. 
He  found  that  glycerine  of  borax  gave  the  best  result. 

Dr.  Brown  Kelly  remarked  that  the  subjects  of  aphthse  are  nearlv 
all  chlorotic  or  anaemic  women ;  the  condition  persists  for  years,  and  is 
most  troublesome  to  cure.  One  expected  herpes  rather  to  follow  the  dis- 
tribution of  a  nerve,  while  these  aphthae  occur  in  all  parts  of  the  mouth, 
viz.  the  cheek,  gums,  and  tongue.  Jonathan  Hutchinson  wrote  a  good 
deal  about  these  aphthae,  though  probaldy  under  another  name,  aud 
strongly  recommended  arsenic.  He  also  pointed  out  that  the  affection 
was  non-syphilitic,  and  that  it  was  aggravated  by  mercury  and  iodide  of 
potassium.  It  was  the  hopelessness  of  the  treatment  in  previous  cases 
which  led  him  (Dr.  Kelly  J  to  try  the  vaccine.  Dr.  "VYhitelaw  had  carried 
out  the  injections. 

Case  in  which  a  Cholesteatoma  performed  the  Radical  Mastoid 
Operation. — James  Adam. — T.  G- ,  aged  twenty-seven,  had  suppu- 
ration of  left  ear  from  infancy  till  ten  years  old,  when  there  was  some 
haemorrhage  and  the  discharge  ceased.  In  January  last  he  became  giddy, 
staggered,  and  for  a  fortnight  could  not  go  on  the  street  unaccompanied. 
He  was  seen  in  February,  when  a  huge  cholesteatomatous  mass  was 
cleared  out,  a  minute  granulation  picked  oft"  the  facial  ridge,  and  a  small 
fi'agment  of  the  lower  rim  of  the  membrane  removed.  Nature  has 
cleared  out  the  whole  mastoid,  lowered  the  facial  ridge  to  its  limit  short 
of  producing  pai'alysis,  removed  the  membrane  and  ossicles,  closed  the 
tube  and  epithelialised  the  cavity.  Labyrinth  symptoms  disappeared 
with  the  removal  of  the  cholesteatoma :  whisper,  10  ft. 

Dr.  Mackenzie  Booth  related  the  history  of  a  case  he  had  seen 
recently  which  he  had  ti-eated  twentv-three  years  before.  The  patient 
came  to  him  with  facial  paralysis  and  mastoid  tenderness  and  a  little 
pain.  The  mastoid  operation  was  recommended.  Prof.  Ogston  was 
called  in  consultation  and  on  operating  Dr.  Booth  found  a  tinnour,  the 
size  of  a  Tangerine  orange.  It  had  done  the  radical  operation  ;  only  the 
bone  had  to  be  scraped  and  the  part  cleansed.  The  patient  was  cjuite 
well  now  with  the  exception  of  a  slight  paresis  on  the  right  side.  It  was 
a  big  cholesteatoma  which  had  pressed  on  the  dura  mater. 

Dr.  Gray  said  he  had  a  similar  case  at  the  Victoria  Hospital,  where 
the  whole  operation  had  been  done  and  it  only  took  five  minutes  to  com- 
plete it.  Facial  paralysis  had  come  on  a  few  weeks  before  operation.  In 
such  cases  the  prognosis  as  regards  the  facial  paralysis  depended  on  the 
rapidity  with  which  the  surface  of  the  wound  in  the  bone  healed.  In  his 
case  this  occurred  in  three  or  four  weeks.  Electrical  treatment  was  given 
month  after  month,  though  he  did  not  expect  any  benefit  to  result.  How- 
ever, six  months  afterwards  the  patient  came  back  quite  better,  much  to 
his  astonishment. 
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Dr.  LiTHGOw  said  lie  had  removed  a  cholesteatoma  about  the  size  of 
a  Tangerine  orange  from  the  mastoid  of  an  old  man.  The  middle  ear 
was  unaifected. 

Dr.  Logan  Turner  had  had  a  case  recently  where  the  same  radical 
operation  was  performed.  The  facial  nerve  lav  exposed,  but  there  was 
no  facial  paralysis  until  after  the  operation. 

Dr.  Syme  said  he  had  operated  on  a  case  where  the  facial  nerve 
traversed  the  cholesteatoma  unprotected  by  bone.  The  nerve  was  held 
up  by  a  hook  during  the  operation.  Facial  paralysis,  however,  followed. 
Electrical  treatment  was  persevered  in  for  some  Aveeks.  The  operation 
took  place  about  six  mouths  ago  and  the  patient  returned  home  with  the 
facial  paralysis  unbenefited.  Still,  in  view  of  Dr.  G-ray's  experience,  he 
would  not  give  up  hope. 

Orthodontic  Case  to  show  the  Advantage  of  Continuous  Spring 
Pressure  with  Annealed  Gold  Wire  tied  to  the  Teeth,  over  the 
older  Split  Plate  actuated  by  a  Screw.— James  Adam.— Boy,  aged 
twelve,  had  tonsil  and  adenoid  operation  in  September ;  expansion  begun 
in  October  and  continued  six  months.  Width  across  last  molars  has 
increased  from  5-3  cm.  to  63  cm.  Lower  jaw  has  not  followed  suit, 
and  the  process  is  now  being  applied  to  it.  Eespiration  much  improved. 
Casts  shown. 

Case  of  Malignant  Disease  involving  Hypopharynx  and  Ostium 
of  Gullet— Apparent   Cure   under  Raaium.— James  Adam.— Miss 

W ,  aged  forty-six,  says  she  began  to  feel  slight  irritation  in  throat 

eight  years  ago  ;  consulted  various  doctors  and  was  told  her  throat  was 
granular  and  rheumatic.  From  August,  1910,  to  December,  1912,  was 
treated  with  bougies  for  stricture  of  gullet.  During  this  period  symptoms 
became  worse  ;  pain  on  swallowing  and  speaking,  Avith  continuous  dis- 
charge of  mucus,  especially  during  the  night,  so  that  she  had  sometimes 
to  sit  up  in  bed  the  whole  night.  For  months  the  sole  diet  was  milk  and 
bread  soaked  in  milk,  and  that  caused  great  pain.  Weight  fell  to  106  lb. 
When  first  seen  by  exhibitor  in  January,  1913,  she  was  very  ansemic  and 
looked  starved.  Small  polypoid  buds  were  seen  in  right  sinus  pyriformis, 
and  later  the  growth  could  be  seen  extending  down  the  mucous  mem- 
brane behind  cricoid  to  ostium.  A  doul^tful  gland  on  right  of  neck. 
Part  of  the  hypopharyngeal  groAvth  Avas  removed,  and  Dr.  John  Anderson, 
Pathologist  to  Victoria  Infirmary,  reported :  "  Proliferation  of  external 
epithelium,  Avith  indippings  of  broad  epitheliomatous  processes  and  out- 
plaiiting  of  areas  of  epithelium  in  deeper  tissues.  The  fibrous  stroma 
shoAvs  presence  of  inflauunatory  cells  and  young  connective-tissue.  The 
case  is  definitely  malignant." 

She  was  taken  to  a  general  surgeon,  Avho  declined  to  operate.  In 
December  Dr.  Logan  Turner  saAv  patient;  agreed  Avith  diagnosis  and 
recommended  operation.  This  she  cleclined,  and  was  referred  for  radium 
treatment.  After  five  stances  of  one  hour  and  one  of  two  hours  during 
one  month  the  growth  had  almost  disappeared  (50  mgrms.  in  first  two 
exposures,  100  mgrms.  in  the  others,  and  so  screened  that  all  the  gamma 
rays  and  25  per  cent,  beta  rays  passed,  the  chief  effect  being  from  beta 
rays).  March  27  :  radium,*  lOO  mgrms.  for  two  hours.  March  30  : 
100  mgrms.  for  an  hour  and  a  half.  All  that  could  then  be  seen  was  a 
small  tag  of  granulation  tissue  just  Avithin  the  ostium,  -}  in.  Avide,  |  in. 
long.  This  was  destroyed  by  cautery.  No  trace  of  groAvth  is  now  to 
be  seen  ;  symptoms  have  disappeared  ;  patient  can  sAvalloAv  solids  with 


September,  1914.]  Rhinology,  and  Otology.  ^    475 

comfort  for  the  first  thue  iu  five  years  ;  and,  altliougb  there  is  some 
contractiou  of  stomacli  from  years  of  semi-starvatiou,  she  has  put  ou 
lU  lbs.  weight  and  is  regaining  colour. 

Dr.  Logan  Turner  said  Dr.  Adam  had  kindly  asked  him  to  see  this 
case.  Nobody  would  have  doubted  clinically  that  it  was  malignant; 
there  was  no  doubt  about  it  also  in  Dr.  Anderson's  report.  He  (Dr. 
Logan  Turner)  had  taken  away  a  piece.  The  pathologist  who  examined 
it  was  not  at  all  decided  about  the  malignancy.  This  might  be  dvie, 
hoAvever,  to  his  not  having  removed  a  piece  of  the  tumour  margin.  There 
undoubtedly  was  now^  no  trace  of  any  growth.  Another  patient  under 
Dr.  Logan  Turner's  care,  treated  with  radium,  though  at  first  improved 
had  gone  from  bad  to  worse.  He  had  had  a  letter  from  her  doctor 
recently  saying  she  was  too  ill  to  come  over  for  inspection.  That  Avas  a 
case  of  squamous  epithelioma.  The  interesting  point  in  the  present  case 
was  that  the  patient  had  not  had  a  great  deal  of  radium  ;  she  was  cured 
with  comparatively  little,  whereas  his  patient  had  had  radium  over  a 
long  period.  A  large  mass  of  the  tumour  had  disappeared,  but  she  Avas 
obviously  dying  on  account  of  what  was  left. 

Dr.  Brown  Kelly  said  that  there  might  be  a  very  long  period  of 
discomfort  in  the  upper  part  of  the  gullet  prior  to  the  appearance  of 
cancer.  In  this  connection  he  referred  to  the  case  of  a  woman  who 
consulted  him  three  years  ago  for  slight  irritation  in  the  throat,  but  in 
whom  the  result  of  examination  was  negative.  She  returned  two  and 
a  half  years  later  with  abductor  paralysis  of  the  left  cord.  CEsophagoscopy 
revealed  cancer  at  the  upper  end  of  tlie  gullet.  A  more  striking  case  was 
that  of  a  w^omau  who  came  to  him  with  epithelioma  in  the  hypopharynx, 
from  which  she  died  shortly  afterwards.  She  told  him  that  she  had 
attended  a  hospital  with  fair  regularity  for  sixteen  years,  and  had  had 
bougies  often  passed.  In  regard  to  the  case  under  discussion,  it  was 
reported  that  polypoid  buds  were  present  in  the  pyriform  sinus  m 
January,  1913,  and  that  she  Avas  seen  by  Dr.  Logan  Turner  in  the 
following  December.  The  course  of  the  disease  seemed  to  him  to  be 
unusually  protracted  ;  he  would  have  expected  the  patient  to  have  been 
dead  long  before  that.  He  had  seen  the  result ;  it  appeared  to  be  perfect ; 
in  fact  it  Avas  so  good  that  he  aa  as  inclined  to  doubt  the  diagnosis  of 
malignant  disease. 

Dr.  Walker  Downie  agreed  with  muchthat  Dr.  Kelly  said  regarding 
the  duration.  One  case  he  had  hoped  to  show  was  that  of  a  woman  Avith 
difficulty  in  swalloAving,  which  had  lasted  six  or  eight  months.  It  Avas  a 
case  of  post-ci-icoid  cancer.  The  AAhole  of  the  larynx  and  upper  part  of 
the  gullet  has  been  excised.  It  was  an  extensive  epithelioma.  For  some 
years  before  she  came  under  observation  she  had  had  difficulty  m 
swallowing,  but  no  active  ulceration  had  been  detected  until  Avithin  one 
week  of  the  date  of  operation. 

Dr.  Adam,  in  reply,  said  he  did  not  think  that  at  first  it  could  haA-e 
been  malignant,  but  everybody  who  saw  it  thought  it  was,  and  Dr. 
Anderson's  report  was  quite  definite.  He  (Dr.  Adam)  had  not  seen 
the  section.  It  certainly  had  been  a  very  mild  type  of  malignancy. 
They  knew,  of  course,  that  there  Avere  types*  and  degrees  of  malignancv, 
and  that  radium  did  better  in  the  types  approaching  those  of  skin 
lesions.  He  had  another  case  of  epithelioma  of  the  trachea  just  aboA-e 
the  right  bronchus  ;  it  also  is  being  treated  by  radium,  but  the  patient 
is  distinctly  worse.  It  was  quite  obvious  that  the  treatment  does  well 
in  some  cases  but  not  in  others. 
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PHARYNX. 

Henke,  F.  (Konigsberg). — New  Experimental  Observations  on  the 
Function  of  the  Tonsils.  "  Archiv.  fiir  Laryugol.,"  vol.  xxviii, 
Part  2. 

In  the  course  of  a  brief  discussion  of  the  numerous  suggestions  which 
have  been  put  forward  as  to  the  function  of  the  tonsils,  the  author  states 
his  belief  that  there  has  been  great  exaggeration  during  recent  years 
on  the  part  of  some  writers,  in  regard  to  the  frequency  with  which  the 
tousils  form  the  portal  of  entry  for  many  general  diseases  for  whose  onset 
they  have  been  held  responsible.  The  great  differences  in  the  statistics 
of  various  writers — from  80  per  cent.  (Faerber),  to  l'4per  cent.  (Pibram) 
in  the  case  of  articular  rheumatism — suggest  that  much  doubt  still  exists 
on  the  matter,  and  it  is  still  a  question  whether  the  acute  tonsillitis  some- 
times observed  iu  association  with  various  diseases  is  not  in  reality  a 
secondary  localisation  of  an  infection  which  has  gained  an  entrance  by 
some  other  channel.  In  order  to  test  the  capacity  of  the  tonsils  for  the 
absorption  of  particles  from  the  food,  a  series  of  rabbits  were  fed  for  a 
week  on  food  containing  large  quantities  of  soot  andchiuese  ink.  Subse- 
quent microscopic  examination  never  showed  any  trace  of  absoi'ption  of 
these  substances  by  the  tonsils,  although  they  were  freely  taken  u|>by  the 
intestines.  The  results  of  Lexer,  who  fed  rabbits  on  virulent  streptococci, 
and  after  the  death  of  the  animals  found  the  organisms  present  in  the 
tonsil-tissue,  do  not  justify  the  conclusion  which  he  draws,  that  the 
tonsils  Avere  the  only,  or  even  the  chief  portal  of  entry  of  the  infective 
organisms.  The  latter  were  present  also  in  other  portions  of  the  pharyn- 
geal mucous  membrane,  and  were  in  fact  more  numerous  in  the  periphery 
of  the  tonsil,  that  is,  in  its  capsule,  and  iu  the  surrounding  muscular  and 
glandular  tissue,  than  in  the  tonsil  itself. 

Somewhat  iu  opposition  to  the  view  that  even  the  normal  tonsil  is 
to  be  regarded  as  a  weak  spot  through  which  infection  commonly  enters, 
is  the  suggestion  that  it  serves  as  a  defensive  mechanism,  in  virtue  of  the 
phagocytic  action  of  the  leucocytes  which  migrate  actively  to  its  surface. 
Brieger,  however,  showed  that  the  cells  which  pass  out  of  the  tonsil-tissue 
are  in  reality  lymphocytes,  and  was  forced  to  postulate  a  lymph  stream 
which  carried  these  cells  passively  to  the  surface.  As,  however,  Levenstein 
remarks,  proof  of  such  a  lymph  stream  has  been  hitherto  wanting. 

A  very  different  vieAV  is  that  of  Schoenemaun  who  regards  the  tonsils  as 
submucus  lymph  glands,  and  acute  tonsillitis  as  due  to  infection  reaching 
the  tonsil  from  the  area  which  it  drains.  Clinical  experience  lends  much 
support  to  this  idea,  and  its  correctness  has  been  established  as  a  result  of 
experimental  injection  of  the  nasal  mucous  membrane  carried  out  by 
Schoenemann  in  man,  with  iodine  solution,  and  by  Lenart  and  the  author  in 
animals  and  man  respectively,  with  solid  particles  in  suspension.  It  may 
therefore  be  regarded  as  certain  that  in  man  there  exists  a  direct  lymphatic 
communication  betw^een  the  nose  and  the  tonsils.  A  similar  lymphatic 
commuuication  was  proved  by  the  author  to  exist  between  the  mucous 
membrane  covering  the  alveolus  of  the  upper  jaw  and  the  tonsil,  an  observa- 
tion which  he  claims  to  be  "  new."  As  a  result  of  numerous  carefully 
conducted  experiments  he  was  further  able  to  satisfy  himself  that  there 
exists  a  constant  lymph  current  passing  from  the  lining  membrane  both 
of  the  nose  and  of  the  gums  towards  the  tonsils,  and  through  it  on  to 
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its  free  surface.  Sucli  a  current  must  act  as  a  powerful  defensive 
mechanism  against  the  entrance  of  micro-organisms,  and  the  proof  of  its 
existence  must  dispose  of  the  view  that  the  tonsil  is  not  only  a  useless 
organ,  but  a  locus  minoris  resistentiae. 

The  function  of  the  tonsils  is  therefore  comparable  to  that  of  the  ordi- 
nary lymphatic  glands.  They  serve  for  the  production  of  white  blood 
corpuscles,  and  act  as  a  filter  for  the  lymph  which  passes  tlirough  them. 
Foreign  bodies,  bacteria,  etc.,  may  be  arrested  in  the  tonsils  as  in  the 
lymph  glands,  and  there  rendered  innocuous.  As,  however,  the  tonsils 
differ  from  the  lymph  glands  in  having  a  large  surface  (much  augmented 
by  the  presence  of  crypts)  freely  exposed  in  the  pharynx,  they  offer  an 
exceptional  opportunity  to  the  organism  of  freeing  itself  from  foreign 
substances  which  have  gained  entrance  to  the  lymph  stream. 

It  follows  that  tonsillitis,  occurring  either  alone  or  in  association  with 
some  other  disease  such  as  rheumatism  or  endocarditis,  is  seldom  due  to 
infective  material  gaining  entry  through  the  surface  of  the  tonsil,  but  the 
result  of  a  secondary  infection  conveyed  by  the  lymph  stream,  the  portal 
of  entry  being  in  iiiost  cases  somewhere  in  the  nose,  the  accessory  sinuses, 
or  the  mucous  membrane  of  the  mouth . 

This  view  is  in  no  way  incompatible  with  the  well-established  fact  that 
severe  general  infections  do  take  their  origin  from  diseases  of  the  tonsil. 
Ill  this  connection  it  is  necessary  to  distinguish  carefully  between  healthy 
and  diseased  tonsils.  When,  as  a  result  of  marked  imthological  changes, 
the  tonsil  has  come  to  resemble,  as  Hopmann  says,  a  "  choked  filter,"  it 
is  obvious  that  it  should  be  regarded  as  a  constant  source  of  danger  to 
the  bodv  as  a  whole.  Thomas  Guthrie. 


NOSE. 

Joseph,  Jacques  (Berlin). — A  Contribution  to  the  Total  Rhineoplastic 
Operation.  "  Miinch.  Med.  AVocheuschrift,"  Nr.  18.  61 
Jahrgang. 

The  term  rhineoplastic  has  been  initiated  by  the  author  to  denote 
those  nasal  plastic  operations  which  involve  an  addition  to  the  existing 
nasal  structure.  Such  operations  he  divides  into  partial  and  total.  A 
total  rhineoplastic  operation  is  defined  as  one  in  which  not  alone  the 
external  skin  is  totally  or  almost  totally  reproduced,  but  in  Avhich  the 
supporting  structures  of  the  nose  are  also  reproduced.  He  further  lays 
it  down  as  necessary  that  in  these  cases  the  transplanted  parts  should  be 
surgically  so  remodelled  as  to  resemble  the  natural  nose  in  shape  and 
size. 

The  Indian  is  adopted  in  preference  to  the  Italian  or  frontal  method 
of  obtaining  the  skin  flap.  The  authors  technique  is  as  follows  :  The 
incision  on  the  right  arm  resembles  an  angular  nine — looked  at  with  the 
arm  raised- — the  open  part  of  the  curve  looking  downwai'ds  and  outwards 
so  that  the  blood  supply  of  the  flap  corresponds  to  the  coiu'se  of  the 
vessels.  The  incision  is  carried  down  to  the  perimysium  which  is  care- 
fully preserved.  The  bandage  is  so  applied  that  it  only  encircles  the  head, 
arm  and  hand  ;  after  a  couple  of  days  when  it  has  dried  the  forearm  and 
hand  are  cut  free.  The  one  essential  is  that  the  upper  arm  and  head 
should  be  kept  so  closely  in  approximation  that  the  nutritional  bridge 
may  not  be  exposed  to  tension.  The  bandage  is  composed  of  cotton-wool, 
an  ordinary  bandage,  and  starch  bandages,  in  which  way  it  is  kept  as 
light  as  possible. 
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The  author  has  had  a  special  porous  head  receptacle  constructed 
so  as  to  insure  the  speedy  drying  of  the  bandage.  The  patients  are 
allowed  up  a  couple  of  days  after  the  operation.  According  to  its 
size  it  is  necessary  to  wait  for  from  two  to  three  weeks,  until  the  facial 
vitality  of  the  flap  is  insui-ed,  before  dividing  its  base.  In  a  couple  of  the 
avithoi-'s  sixteen  successful  cases  the  fresh  scar-tissue  began  to  suppui-ate 
about  a  week  after  the  stitches  were  removed.  This  was,  however, 
quickly  arrested  by  the  application  of  10  per  cent,  solution  of  silver 
nitrate.  The  difference  in  the  colour  of  the  skin  soon  disappears  and 
mav  be  helped  to  do  so  by  exposure  to  sunlight  or  the  ultra  violet  rays. 

The  osteoplastic  part  of  the  operation  is  performed  as  follows  :  Two 
pieces  of  bone — prismatic  on  cross-sections — ai'e  resected  from  the 
anterior  crest  of  the  tibia.  The  largest,  which  is  5  cm.  long,  1  cm.  broad, 
and  8  mm.  thick,  is  implanted  directly  in  the  middle  line,  beneath  the 
brachial  skin  already  united  to  the  face — that  end  which  is  to  lie  under 
the  tip  of  the  nose  having  been  previously  rounded  off  with  a  file.  It  is 
further  advisable  that  this  end  should  be  embedded  in  fat  and  be  some 
mm.  removed  from  the  superficial  skin-surface.  The  smaller  of  the  bone 
splinters,  which  is  about  3  cm.  long,  4  mm.  broad,  and  3  mm.  thick,  is 
embedded  in  the  first  instance  in  the  skin  of  the  upper  lip,  in  such  a  way 
that  one  of  its  ends  conies  to  lie  where  the  base  of  the  septum  is  found 
under  normal  circumstances.  After  one  or  two  months  this  piece  of  bone 
together  with  the  overlying  skin  of  the  upper  lip,  is  cut  out  in  such  a 
manner  that  it  maintains  a  medial  nutritional  bridge.  It  is  then  twisted 
so  as  lie  ni  the  direction  of  the  normal  septum,  and  its  free  end  sewn  to 
the  point  of  the  freshened  nasal  stump  (tibio-labial  septum  formation). 

The  third  step  of  the  operation  consists  in  the  remodelling  of  the 
newlv-formed  nose.  Of  special  importance  is  the  formation  of  the  upper 
alar  "grooves,  the  diminution  in  width  of  the  nasal  stump  and  the  forma- 
tion of  nasal  apertures.  The  two  former  are  carried  out  in  one  act  as 
follows  :  A  deep  incision  is  made  downwards  and  forwards  at  the  side  of 
the  nose  with  its  concavity  directed  downwards.  A  tongue-shaped  portion 
of  the  subcutaneous  fat  is  then  excised  from  beneath  the  upper  and  lower 
edo-es  of  this  Avound,  that  taken  from  beneath  the  upper  edge  being  con- 
siderably larger  and  extending  higher  than  in  the  case  of  the  lower. 
Through  these  wounds  fat  or  a  small  piece  of  bone  may  be  introduced 
beneath  the  point  of  the  nose  for  the  purpose  of  intensifying  the  latter 
should  this  be  necessary.  The  nasal  apertures  are  formed  by  the  raising 
of  a  small  triangular  skin  flap.  This  flap  is  taken  from  the  neighbour- 
hood of  the  point  of  the  nose  in  such  a  way  that  its  base  is  directed 
towards  the  septum  and  that  the  upper  of  the  two  cuts  corresponds  to 
the  pi'ojected  edge  of  the  nasal  wing.  By  subsequent  undermining  and 
division  two  flaps  are  formed  which  are  readjusted  and  sewn  into  position 
so  as  to  ensure  a  permanent  aperture  lined  Avith  skin. 

These  various  operations  are  usually  performed  under  local  anaesthesia. 
The  author's  results  and  the  convincing  photogravures  which  accompany 
his  article  make  one  marvel  both  at  his  ingenuity  and  at  the  success  which 
has  attended  his  efforts.  /.  B.  Horgan. 


EAR. 

Rae,    John    B. — Case    of    Gunshot    Wound  of  the   Ear.     "Annals   of 
OtoL,  Ehinol.,  and  Laryngol.,"  vol.  xxi,  p.  359. 
Italian,  aged  thirty-one,  "fooling  with  a  22-calibre  gun,"  shot  himself 
accidentally  in  the   right   ear.      Became   unconscious   in   half-an-hour. 
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Bullet  removed.  Discharged  iu  two  weeks.  Six  weeks  later, 
temperature  100°,  mai-ked  facial  paralysis,  copious  discharge,  acute 
urgently  operative  mastoiditis.  Xo  vestibular  svmptoms.  Hearino'. 
Loud  voice  close  to,  boiie-couductiou  increased,  Weber  R  positive.  Radical 
operation.  Mastoid  cellular  aud  completely  involved.  Part  of  bullet 
found  in  middle  ear.  No  ossicles  found  ;  promontory  intact.  The  bullet 
was  jammed  under  the  overhang  of  the  postei'ior  wall,  extending  from 
neighbourhood  of  oval  window  to  floor.  Recovery  delayed  bv  cellulitis. 
Functional  tests  just  before  complete  healing  gave  reactions  as  before 
with  improvement  for  voice.  Caloric  test  positive.  Facial  paralvsis  not 
improved.  Macleod   YearsJey. 

Braislin,  W.  C— The  Relief  of  Tinnitus  by  the  Use  of  Nitrate  of  Silver 

applied  within  the  Eustachian  Tube.     "Annals  of  Otologv,  etc.," 

xxi,  p.  77o. 

Tinnitus    due   to   inflammatory  conditions  of   the  tube  yield    more 

readily  and  more  permanently  to  5  per  cent,  solutions  of  nitrate  of  silver 

iutroduced  vin  the  catheter  on  wool-carrying  probes. 

Ma  cleod   Yea  rsley. 

Boyd,  W.,  and  Hopwood,  J.  S. — A  Case  having  a  Bearing  on  the  Localisa- 
tion of  the  Auditory  Centre.  "  Lancet,"  June  14,  1913,  p.  1661. 
A  man,  aged  forty-seven,  with  chronic  mania,  an  inmate  of  the 
Lancashire  County  Asylum.  Marked  arterio-sclerosis.  Hearing  appa- 
rently perfect,  but  marked  auditory  hallucinations.  Post-mortem,  the 
greater  part  of  the  left  temporal  lobe  was  replaced  by  a  large  cyst.  The 
destruction  involved  the  whole  of  the  temporal  lobe  with  exception  of  the 
third  and  the  anterior  extremities  of  the  second  and  first  convolutions,  the 
last  named  bearing  the  anterior  gyrus  of  Hesclil  on  its  upper  surface.  Rest 
of  brain  normal.  Macleod  Yearsley. 


MISCELLANEOUS. 

Kahn,  L.  M.  (New  York). — Congenital  Bilateral  Fistulse  of  the  Lower 
Lip.     "Amer.  Jour.  Med.  Sci.,""  August,  1913. 

The  author  could  find  records  of  only  twenty -two  cases  of  this 
condition,  and  he  adds  one  to  their  number.  The  patient  was  a  bov,  ao-ed 
three.  There  was  no  family  history  of  any  facial  or  other  congenital 
deformity.  The  fistulae,  whose  openings  were  in  the  usual  situation  on 
either  side  of  the  mid-line  of  the  lip,  were  each  about  1'5  cm.  in  length. 
The  opening  in  each  case  just  admitted  a  fine  probe,  and  the  tract  ran 
downward  and  inward  toward  the  median  line,  and  ended  in  a  blind 
pocket  immediately  under  the  mucous  membrane  of  the  inner  surface  of 
the  lip. 

Congenital  fistulse  of  the  lower  lip  tend  to  occur  in  several  members 
of  the  same  family  and  to  be  accompanied  by  other  deformities.  The 
author  refers  to  a  number  of  the  recorded  cases,  and  to  the  attempts 
— none  of  them  wholly  satisfactory — which  have  been  made  to  explain 
this  developmental  anomaly.  Thomas  Guthrie. 
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REVIEWS. 

Anesthetics.  By  Dudley  W.  Buxton.  M.D.,  B.S.  Fifth  edition. 
London:  H.  K.  Lewis,  136,  Gower  Street,  W.C.     Price  10s.  6rf.net. 

When  a  work  by  an  eminent  authority  lias  reached  this  stage,  limited 
space  may  be  better  used  by  suggesting  possible  improvements  than 
dilating  upon  obvious  excellencies. 

Whilst  agreeing  that  scientific  knowledge  is  essential  to  the  anassthe- 
tist,  we  think  too  much  stress  is  laid  upon  the  results  of  laboratory 
experiments,  which — even  when  indisputable — are  not  always  safe  guides 
under  altered  conditions.  Ct^rtain  important  subjects,  such  as  shock  and 
after-vomiting,  are  dealt  with  in  scattered  paragraphs — a  plan  incon- 
venient for  reference,  and  entailing  repetition,  whilst  leaving  us  without 
stated  principles. 

In  regard  to  operations  of  special  interest  to  the  readers  of  this 
journal — the  importance  of  co-operation  between  surgeon  and  anaesthetist 
might  be  more  emphasised,  and  fuller  advice  given  by  which  it  may  be 
attained.  For  examples  :  Hahn's  tube  and  Doyen's  gag  are  merely 
mentioned  without  description — nothing  is  said  as  to  the  particular 
dvities  of  an  anaesthetist  during  a  mastoid  operation,  the  advantages  and 
disadvantages  of  post-nasal  plugs,  etc.,  etc.  Otherwise  these  sections  are 
very  good,  and  we  are  glad  that  attention  is  drawn  to  the  risks  of  deep 
chloroformisation  during  tonsillectomy. 

Most  of  the  accounts  of  new  methods  are  satisfactory,  but  little  is 
said  about  the  untoward  effects  which  may  occur,  both  during  and 
after  operation,  from  the  bulk  of  fluid  requii'ed  for  intravenoiis  anaes- 
thesia. 

Local  and  conduction  analgesia  seem  (except  as  regards  their  relations 
with  general  a.naesthesia)  more  suitably  discussed  in  woi'ks  on  general 
and  special  surgery  ;  the  accounts,  especially  of  the  latter,  are  far  from 
complete. 

It  need  hardly  be  added  that  the  printing  and  illustrations  are 
thoroughly  well  done.  J.  D.  Mortimer. 

Compenditim    of    the    Pharmacopoeias    and   Formularies.     By   C.   J.    S. 

Thompson.     Fourth  Edition.     London  :  John  Bale,  Son  &  Dauiell- 

son,  Ltd. 
The  fourth  edition  of  this  useful  little  book  is  welcome,  and  has  been 
brought  well  up  to  date.  It  shows  at  a  glance  oflBcial  and  unofficial 
pharmacopoeias,  and  contains  numerous  practical  aids  to  prescribing  and 
dispensing,  including  a  complete  list  of  incompatibles.  It  is  one  of  those 
handy  little  volumes  that  form  such  useful  adjuncts  to  the  consulting- 
room  table.  Macleod  Yearsley. 


NOTES   AND   QUERIES. 

Dr.  H.  S.  Birkett,  of  Montreal,  Canada,  has  been  elected  Dean  of  the  Medical 
Faculty  of  M'Gill  University,  Montreal. 


Owing  to  the  shortages  caused  by  the  war,  it  has  been  found  necessary  to 
i-ediice  the  size  of  the  Journal  of  Lartngol.,  Ehinol.,  and  Otol.,  for  the  time 
being. 
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Fig.  1.  — Cancer  of  larynx,  before  treatment. 


Fig.  2. — Cancer  of  palate,  before  treatment. 


Fig.  3. — After  treatment. 


To  Illustrate  Mr.  W.  D.  Harmer'.s  Paper  on  Diathermy  in  the  Treatment  of  Inoperable 

Growths  of  the  Nose  and  Thro.at. 

Adlard  &=  Son,   Iiiipr. 
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DIATHERMY    IN    THE    TREATMENT    OF    INOPERABLE 
GROWTHS   OF   THE   NOSE   AND   THROAT.^ 

By  W.  D.  Harmer,  M.C.Caxtab.,  F.E.C.S. 

The  treatmeut  of  inoperable  growths  of  the  nose  and  throat 
by  "  diathermy ''  has  not  received  as  much  attention  as  it  deserves ; 
but  I  hope  that  the  following  account  of  my  experiences  may 
stimulate  wider  interest  in  this  method.  It  should  be  jDointed  out 
here  that  the  title  of  our  discussion  makes  it  impossible  for  me  to 
include  many  other  diseases  of  the  nose  and  throat,  namely,  rodent 
ulcer,  early  malignant  disease,  innocent  neoplasms  such  as  fioromata, 
angeiomata,  and  papillomata,  acne  rosacea,  hypertrophy  of  tur- 
binates and  tonsils  and  lupus,  which  I  have  treated,  or  the  numerous 
other  uses  of  diathermy  for  both  medical  and  surgical  diseases; 
but  it  seems  right  to  mention  them  to  emphasize  the  importance  of 
the  subject.  Those  who  desire  to  investigate  the  matter  fully, 
should  consult  the  excellent  book  published  by  Dr.  Franz  Xagel- 
schmidt  of  Berlin,  in  1913,-  or  the  paper  which  he  read  at  the 
Royal  Society  of  Medicine,  in  1910  (Electro-therapeutical  Section). 
The  apparatus  is  made  by  Siemens.  Bros.,  and  costs  £42  10s., 
or  £70  for  alternating  or  constant  current  respectively.  Schall's 
instrument,  which  costs  £25,  is  also  said  to  be  suitable  for  surgical 

'  British  Medical  Association  Meeting  at  Aberdeen^  July,  1914.     Discussion 
on  "  The  Treatment  of  Inoperable  Growths  of  the  Nose  and  Throat." 
^  F.  Nagelschniidt,  Lehrbuch  der  Diathermie. 
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diathermy,  and  has  the  advantage  of  being  adaptable  to  any 
voltage.  Each  produces  a  high  frequency  current  of  great  power, 
and  has  two  electrodes ;  the  larger,  which  is  wrapped  in  wet 
towels  and  laid  on  the  patient's  chest ;  and  the  smaller  one,  which 
is  applied  to  the  growth.  The  passage  of  such  a  current  through 
the  small  electrode  produces  intense  heat,  which  rapidly  destroys 
the  tissues.  On  the  other  hand,  very  little  heat  is  produced  in  the 
region  of  the  larger  electrode,  because  of  its  greater  size,  and 
because  it  is  kept  cool  with  wet  cloths. 

As  regards  the  technique  (see  Nagelschmidt,  p.  317),  the 
following  points  are  important : 

(1)  It  is  essential  to  have  the  assistance  of  a  physician  who 
understands,  and  is  responsible  for  the  current, 

(2)  To  avoid  shocks  the  surgeon  must  wear  rubber  gloves. 

(3)  To  avoid  sparking,  the  electrode  must  be  bui-ied  in  the 
growth  before  the  current  is  turned  on  ;  per  contra,  it  must  not  be 
i^emoved  until  the  current  is  disconnected. 

(4)  To  secure  rapid  destruction  the  current  must  be  of  the 
proper  strength. 

(5)  The  strictest  aseptic  precautions  are  necessnry. 

The  operation  is  carried  out  in  the  following  manner  :  For 
large  gi^owths  a  general  anfesthetic  is  required.  As  it  is  important 
that  the  part  to  be  attacked  should  be  quite  dry,  the  patient  should 
be  given  a  preliminary  dose  of  atropine ;  during  the  operation 
frequent  sponging  is  also  necessary.  The  best  electrode  for  lai-ge 
tumours  is  a  rake  or  brush,  with  five  to  ten  points,  half-an-inch  in 
length,  which  is  buried  deeply  in  the  tumour.  When  the  current 
is  turned  on  the  neighbouring  tissues  are  rapidly  blanched  by  the 
cautery — in  five  to  ten  seconds  according  to  the  vascularity  of  the 
growth.  A  series  of  punctures  should  be  made,  so  that,  if  possible, 
every  part  of  the  growth  is  attacked.  In  my  earlier  cases  I  was  a 
little  nervous  of  burning  too  large  an  area;  but  now  I  remove  with 
spoon  or  forceps  the  tissues  which  have  been  cauterized,  and  then 
repeat  the  burning,  so  that  the  deeper  parts  of  the  growth  are 
attacked,  leaving  only  tissues  which  are  soft  and  freely  movable ; 
even  a  tongue  which  is  bound  down  by  a  cancer  of  the  tonsil  may 
be  completely  freed  by  this  treatment.  The  jaws  can  then  be 
opened  easily,  and  speech  and  swallowing  are  thereby  improved. 

During  the  operation  the  main  considerations  are  :  Firstly,  to 
be  prepared  for  tracheotomy,  for,  with  very  large  growths,  there 
may  be  difiSculty  in  breathing  under  the  anaesthetic,  or  later 
during  convalescence ;  secondly,  to  avoid  burning  the  tumour  too 
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rapidly,  because  the  heat  produced  may  give  rise  to  dangerous 
swelling  of  the  neck  ;  thirdly,  not  to  tear  away  the  sloughs  too 
boldly,  for  fear  of  troublesome  hsemon-hage.  Even  with  the  most 
vascular  tumours  bleeding  does  not  result  from  the  burning. 

Before  mentioning  my  own   cases  I  ought  to  say  that  the  first 
experience  Avhich  I  had  of  diathermy  was  when  Dr.  Nagelschmidt 
came  to  St.  Bartholomew's  Hospital,  at  the  invitation  of  Dr.  Lewis 
•Jones,  in  1910.     Three  cases  were  treated  by  liim  on  that  occasion  : 
A  young  girl  with    a   vascular  nsevus  of  the  tongue,  which   had 
not  been  relieved  by  other  forms  of  electrical  treatment;  a  man 
with  a  large  endothelioma  of  the  upper  surface  of  the  soft  palate ; 
and,  lastly,  a  boy  with  simple  enlargement  of  the  tonsils.     The  ease 
with  which  these  three  operations  were  performed,  and  the  excel- 
lence of  the  results,  at  once  convinced  Dr.  Jones  and  myself  of  the 
importance  of  diathermy.     Of  twenty-one  patients  suffering  from 
inoperable  growths  whom  I  have  since  treated,  the  majority  were 
suffering  from  cancers  of  the  tonsil,  tongue,  palate  or  pharynx.    One 
had  an  extensive  carcinoma  of  the  larynx,  and  four  inoperable  nsevi 
of  the  tongue  or  nose.     My  colleague,  Mr.  Eose,  has  also  treated 
successfully  a  case  of  naso-pharyngeal  fibroma.     The  pain  caused 
by  the  burning  in  these  cases  was  not  severe,  even  after  extensive 
destruction    of  tissue,   and  in   most  instances  the  patients    could 
swallow    easily  after    a    period    of    forty-eight    hours.     For   some 
reason  the  surrounding  parts  became  little  inflamed,  and  there  was 
rarely  oedema,  such  as  may  occur  after  milder  forms  of  burning.  In 
only  two  cases  was  there  noticeable  swelling  of  the  neck,  possibly 
because  the  parts  were  allowed  to  become  too  hot.     The  qharts  of 
all  the  cases  have  been  examined,  and  have  shown  that  the  tempera- 
ture was  rarely  raised  above  99°  F.,  which  need  not  be  considered. 
Of  four  with  high  fever,   two  died  of  septic  pneumonia    (in   one 
tracheotomy  had  been  performed),  and  two  had  marked  oedema 
of  the  face    or    neck.     It    would    appear,    therefore,  that    sepsis, 
though   always  to   be  feared,  is   not  nearly  so   common  with  dia- 
thermy as  after  cutting  operations  for  similar  growths.     No  shock 
Avas    produced   by  this    treatment,    and  the  patients    were    rarely 
confined  to  their  beds  for  more  than  forty-eight  hours.     Although 
their  operations  were  extensive  they  were  well  enough  to  leave  the 
hospital  on  an  average  in  six  days.    As  far  as  possible  the  necrosed 
tissues  were  removed  at  the  time  of  the  operation,  and  the  resulting 
sloughs  separated  in  five  to    ten  days,   leaving  a  healthy  wound, 
covered  with  normal  mucosa,  without  any  tendency  to  scars.    Such 
a  result  has  been  noted  in  one  case,  even  though  the  deeper  parts 
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of  the  growth  could  not  be  destroyed.  As  a  consequence  there  has 
been  a  cessation  of  septic  discharge  and  of  salivation ;  hfemorrhage 
and  dysphagia  have  also  been  greatly  relieved. 

The  unfavourable  cases  were  those  iu  which  the  growth  had 
invaded  the  neck  or  when  bone  was  diseased ;  in  the  latter 
diathermy  caused  periostitis,  the  vilceration  persisted  and  pain  was 
thereby  increased.     In  only  one  case  was  there  secondary  haemor- 


FiG.  4. — Naevus  of  face.     Before  treatment. 


rhage,  which  occurred  on  tlie  sixth  day  after  an  attempt  to  dislodge 
a  slough,  and  this  was  not  of  serious  account.  No  other  complica- 
tions have  been  noted,  excepting  burning  in  the  region  of  the  large 
electi'ode  in  two  cases.  In  most  instances  more  than  one  treatment 
was  found  to  be  necessary. 

Nearly  all  the  patients  suffering  from  cancers  were  enormously 
improved  by  the  ti-eatment.  The  most  lasting  result  was  obtained 
in  an  old  man  with  carcinoma  of  the  tonsil  and  tongue.  This 
patient    had  five  applications   of  the  cautery   and  lived  for   two 
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years  with  little  discomfort  until  the  last  three  months  of  his  life. 
After  his  first  treatment  there  was  no  recurrence  for  twelve 
months  and  the  cervical  glands  did  not  become  enlarged  until  nine 
months  later. 

A  patient  sent  to  me  by  Dr.  William  Hill  and  Mr.  Cecil  Graham  Avas  a  good 
example  of  the  benefit  which  may  be  obtained.  The  growth  was  an  epithe- 
lioma  involving   the   tonsils,   palate  and   pharynx    and   almost   filled  the   back 


Fig.  o. — After  treatment. 

of  his  mouth,  so  that  speech  and  swallowing  were  diiiicult.  At  the  first  operation 
a  piece  of  growth  as  large  as  a  Tangerine  orange  had  to  be  removed  with  a  snare 
to  enable  him  to  take  the  ansesthetic.  The  remainder  was  then  burnt  away  with 
the  residt  which  is  shown  in  the  diagram.  After  the  second  operation  no  growth 
could  be  seen  in  the  throat  and  he  swallowed  normally.  The  glands  were  then 
removed  from  his  neck. 


A  man  who  had  carcinoma  of  the  pharynx  and  larynx,  was  able 
to  breathe  and  swallow  so  much  better  ten  days  after  the  operation 
tliat  he  was  allowed  to  return  to  his  home,  where  he  died  three 
weeks  later  of  septic  pneumonia. 
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In  a  case  of  carcinoma  of  the  cheek  the  improvement  was  so 
marked  that  the  growth  was  afterwards  removed  with  a  knife  by  a 
surgeon  in  the  country,  but  I  have  failed  to  trace  the  result. 

In  three  others  the  result  was  equally  good  and  the  glands 
were  removed  from  the  neck.  In  five  cases  radinm  was  also 
employed  to  check  the  recurrence. 

Turning  to  the  duration  of  life  it  has  been  found  that  three 
patients  were  alive  and  well  two  to  nine  months  after  their  first 
treatment.  Of  the  remaining  fourteen,  one  lived  two  years,  one 
fifteen  months,  oue  ten  months,  two  eight  months,  three  five  and 
one  four  months;  two  died  within  four  weeks  and  three  could  not 
be  traced.  When  considering  these  results  it  must  be  remembered 
that  all  the  cases  had  very  advanced  disease,  and  that  although 
life  may  not  have  been  prolonged  greatly,  most  of  them  received 
material  benefit  from  the  treatment. 

To  conclude,  I  consider  that  diathermy  is  most  valuable  for  the 
destruction  of  massive  ulcers  in  the  nose  or  throat,  especially  when 
associated  with  dyspnoea,  with  urgent  dysphagia,  blood-spitting  or 
constant  expectoration.  The  obvious  advantages  over  the  knife  are 
the  rapidity  and  ease  of  the  operation,  the  possibility  of  removing 
even  a  dangerous  growth  without  loss  of  blood,  the  fact  that  the 
vessels  and  lymphatics  are  sealed  by  burning,  and  the  quick 
recovery.  There  is  no  difficulty  in  destroj^ing  the  superficial  parts 
of  such  a  disease  and  the  patient  is  more  comfortable  afterwards. 
For  the  man  who  knows  that  he  is  dying  of  cancer  such  relief, 
although  temporary,  gives  fresh  hope,  so  that  the  last  days  of  his 
life  are  less  miserable  than  Avhen  nothing  can  be  done.  Although 
there  is  no  evidence  that  the  cancer  cells  are  easier  to  kill  than 
normal  tissues,  my  impression  is  that  the  rapidity  of  the  growth  is 
sometimes  checked  and  that  the  enlargement  of  the  glands  in  the 
neck  is  often  slow.  By  eliminating  the  septic  element  from  the 
case  we  may  possibly  prevent  the  rapid  dissemination  of  the  cancer 
cells.  Be  that  as  it  may,  in  some  cases  where  growth  remained  it 
became  atrophic  in  character  for  a  time.  Moreover,  there  may  be 
less  tendency  to  recurrence  than  after  a  cutting  operation.  For 
simple  vascular  tumours,  such  as  ntevi,  the  results  are  all  that  could 
be  desired. 

Diathermy,  therefore,  is  a  method  of  dealing  with  growths 
which  is  worth  the  consideration  of  every  surgeon  in  charge  of  a 
department  for  diseases  of  the  nose  and  throat.  The  results  of 
treatment  of  cancer  in  the  mouth  have  been  so  encouraging  that 
we  must  now  see  whether  it  cannot  be  employed  for  the  improve- 
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ment  of  extrinsic  carcinoma  of  the  larynx,  or  for  some  forms  of 
tuberculous  laryngitis.  If  also  remains  to  be  seen  whether  it  will 
be  a  safe  treatment  for  inoperable  strictures  of  the  oesophagus. 


THE    TREATMENT     OF     INOPERABLE     GROWTHS     OF    THE 
NOSE   AND   THROAT   BY   RADIUM.' 

By  Wm.  Hill,  M.D., 

Surgeon  for  Diseases  of  the  Throat,  Nose,  and  Ear,  St.  Mary's  Hospital : 
President  of  the  Section  of  Laryngology,  Royal  Society  of  Medicine. 

Speaking  generally  radium  irradiation  is  worth  trying  in  any 
malignant  growth  in  our  area,  which  is  considered  hopelessly 
outside  the  range  of  radical  excision  by  the  knife,  provided 
always  that  an  adequate  amount  is  available  and  that  the  primary 
growth  is  accessible  and  not  too  far  advanced  and  extensive,  that 
the  secondary  adjacent  growths  and  more  remote  metastases  are 
not  a  contra-indication,  and  provided  also  that  the  general  health 
of  the  patient  is  fairly  good.  As  regards  the  latter  it  must  be 
remembered  that  when  an  extensive  growth  is  irradiated  and 
reacts  well  that  a  massive  dose  of  toxins,  due  to  the  products  of 
absorption  of  the  tumour  entering  the  circulation,  may  cause  not 
merely  general  malaise  and  fever  but  a  very  definite  toxajmia, 
associated  in  some  cases  with  dangerous  thrombosis  in  areas 
remote  from  the  tumour.  In  a  recent  case  of  a  round-celled 
sarcoma  of  the  base  of  the  tongue,  lingual  tonsil  area,  under  Dr. 
Pegler,  the  insertion  by  Mr.  Totter  of  Dr.  Finzi's  100  mgrm. 
radium  tube  through  the  skin  from  below  into  tbe  tumour  caused 
not  merely  the  disappearance  of  the  whole  growth  within  the 
course  of  a  day  or  two,  but  unfortunately  led  to  the  appearance  of 
oedema  of  one  leg  due  to  thrombosis  of  the  internal  iliac.  The 
patient,  however,  made  a  good  recovery.  I  have  observed  bad 
toxaemia  in  three  of  my  own  patients,  one  with  a  sarcoma  of  the 
antrnm  and  in  two  cases  of  carcinoma  of  the  oesophagus. 

In  pharyngo-laryngeal  cancers  of  large  size,  marked  glandular 
involvement  is,  of  course,  a  contra-indication,  and  no  one  ought  to 
worry  a  patient  with  radium  in  gullet  cancer  if  a  tracheo-broncho- 
scopic  examination,  which  should  never  be  omitted  in  such  cases, 
shows  that  the  growth  has  invaded  the  air-passages. 

1  British  Medical  Association  Meeting  at  Aberdeen,  July,  1914.  Discussion 
on  "  The  Treatment  of  Inoperable  Growths  of  the  Nose  and  Throat." 
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It  may  be  stated,  again  speaking  generally,  that  round-celled 
sarcomas,  especially  lympho-sarcomas  and  lymph  adenomas,  react 
rapidly  and  consistently  well  to  radium  as  do  also  most  endo- 
theliomas. Spindle-celled  sarcomas  and  fibro-sarcomas  usually  react 
fairly,  whereas  squamous  epitheliomas  and  also  carcinomas  of  the 
glandular  variety  are  far  more  uncertain  in  the  way  they  react  to 
radium  rays.  It  may  be  asserted,  however,  that  some  epitheliomas 
in  the  nose,  throat,  and  gullet  do  react  beneficially  to  radium,  in 
striking  contrast  to  those  of  the  tongue  and  of  the  vulva.  The 
reason  why  the  action  of  radium  on  cancerous  growths  is  so  un- 
certain compared  Avith  the  behaviour  of  sarcomas  and  endo- 
theliomas is  not  clear.  The  uncertainty  is  not,  however,  confined  to 
carcinomata,  though  more  common  in  tliat  group,  for  during  the  same 
month  I  had  under  my  care  four  or  five  years  ago  two  men,  each 
of  whom  had  a  large,  hard  growth  on  the  left  side  extending  from 
the  zygoma  to  the  clavicle  ;  portions  removed  for  diagnosis  showed 
each  to  be  identical  in  structure — endothelioma — yet  though  they 
were  irradiated  with  equal  weight  and  time  doses  in  the  one  case 
the  growth  disappeared,  though  he  died  nearly  two  years  later  from 
growths  in  the  lung,  Avhile  in  the  other  case  the  steady  growth  of 
the  tumour  continued  and  he  died  from  invasion  of  the  chest  six 
weeks  later.  I  have  no  reason  to  think  that  in  this  case  the  treat- 
ment actually  accelerated  the  growth;  though  in  a  man  with  an 
epithelioma  of  the  vestibule  of  the  nose  treatment  by  radium  seemed 
at  once  to  light  up  the  tumour,  but  as  it  was  fortunately  accessible 
to  operation  it  was  removed  two  weeks  later  by  my  colleague,  Mr. 
Graham.  In  this  case  radium  was  first  tried  on  the  chance  of  its 
reducing  the  growth  so  that  a  small  operation  could  subsequently 
be  carried  out  to  avoid  the  deformity  inevitable  after  a  larger 
operation. 

It  is  often  stated  that  in  no  case  should  radium  therapy  be 
employed  if  the  growth  is  capable  of  being  radically  removed  by 
the  knife,  or  unless  the  patient  refuses  operation.  But  many  good 
observers  consider  that  operable  accessible  sarcoma  of  the  jaw  and 
naso-pharynx  quite  properly  may  be,  and  even  should  be,  in  the 
first  instance  given  the  chance  of  the  eifect  of  radium,  and  even  if 
an  operation  is  subseqnentl}^  decided  on  in  a  case  reacting  well, 
to  make  sure  of  cure,  a  less  extensive  dissection  would  be  required. 
Sarcomas  of  the  tonsil,  again,  react  so  well  to  radium,  often 
disappearing  almost  in  a  night,  as  the  saying  is,  that  operation,  if 
not  actually  unjustifiable,  is  at  all  events  the  least  preferable  pro- 
cedure in  tlie  first  instance.     For  operable  epitheliomas  and  gland 
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cancers  in  the  throat  the  converse  is  the  case,  and  failing  operation 
surgical  diathermy  should  be  first  considered,  though  radium  may 
be  employed  as  an  adjunct. 

Success  in  radium  therapy  in  the  region  under  discussion 
depends  not  less  on  technique  than  on  selection.  An  adequate 
supply  of  the  salt  or  of  the  equivalent  in  emanation  is  a  sine  qua 
non.  Finzi  lays  down  that  at  least  an  equivalent  of  50  mgrin. 
of  radium  bromide,  i.  e.  about  26  mgrm.  in  terms  of  the 
metal  should  be  employed.  It  must  be  stated,  however,  that  at 
least  one  radio-therapeutist,  who  for  long  worked  with  the 
equivalent  of  only  about  8  mgrm.  of  the  metal,  claimed  gratifying 
results.  I  saw  some  years  ago  a  case  of  epithelioma  of  the  palate 
treated  by  Dr.  Knox  with  26  mgrm.  of  radium  bromide  in  which 
the  growth  disappeared  and  the  patient  was  free  from  recurrence 
quite  recently.  With  smaller  weight  doses  the  time  dose  is 
necessarily  increased  and  this  latter  is  a  matter  of  moment  in  the 
cavities  of  the  throat  and  gullet  and  to  some  extent  in  the  nose 
where  it  is  inconvenient  and  even  dangerous  to  unduly  prolong 
the  time  of  application.  With  from  100  to  200  mgrm.,  suitably 
screened,  the  time  of  application  is  proportionately  decreased  to  the 
great  advantage  of  the  patient.  As  nearly  all  my  patients  have  been 
treated  in  conjunction  with  Dr.  Finzi,  who  has  in  recent  years  had 
the  equivalent  of  200  mgirn.  of  radium  bromide  available,  I  can 
only  vouch  for  the  results  obtained  with  the  aid  of  such  doses  and 
am  unable  to  speak  from  any  experience  of  small  doses. 

It  has  been  said  that  the  deleterious  effects  occasionally 
observed  in  patients  where  a  radium  apparatus  had  been  embedded 
was  due  to  the  salt  having  been  employed  instead  of  emanation, 
suggesting  that  the  action  of  a  tube  of  radium  salt  was  different 
and  more  deleterious  than  an  emanation  tube  of  equivalent  gamma 
radio-activity  with  identical  screen  and  time  doses,  on  account  of 
a  supposed  excess  of  alpha  and  beta  rays  in  the  former.  There  is 
not  the  smallest  warrant  for  such  an  assumption — the  only 
difference  in  the  behaviour  between  two  such  tubes  of  identical 
initial  valency  being  due  to  the  fact  that  the  action  of  the  salt  is 
practically  constant,  whereas  the  radio-activity  of  the  emanation 
tube  is  always  decreasing,  amounting  to  a  loss  of  16  per  cent, 
during  the  first  twenty-four  hours. 

There  is  an  advantage  in  using  emanation  tubes  in  certain 
circumstances  as  metal  boxes  can  be  constructed  to  suit  special 
cases  and  special  areas  as  regards  shape  and  size,  e.  g.  a  flat 
circular  box  for  the  tonsil,  an  oblong  or  cordate-shaped  box  for  the 
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post-cricoidal  pharynx,  or  a  very  long  tube  for  the  gullet.  I  have 
no  difficulty,  however,  in  using  the  ordinary  radium  tubes  as  they 
can  be  linked  up  together  either  two  or  three  abreast  or  even 
unicorn  fashion  in  the  pharynx  or  arranged  tandem  in  the  gullet. 

As  regards  screening,  though  formerly  silver  or  lead  was  used 
in  my  practice,  for  the  last  four  years  only  platinum  screens  have 
for  the  most  part  been  employed,  varying  in  thickness  from  1  to  Ta 
and  2  mm.  and  covered  by  rubber  1  mm.  thick  to  avoid  secondary 
radiation  from  the  metal.  Silver,  a  less  effective  screen,  is,  how- 
ever, largely  used  at  the  Eadium  Institute  with  very  evident 
success,  though  2  mm.  thickness  of  platinum  is  the  equivalent  of 
5  mm.  of  silver.  It  is  possible  that  2  mm.  of  platinum  may  be  an 
unduly  thick  screen  for  use  in  the  gullet.  On  the  other  hand  the 
fact  that  others  who  have  treated  the  gnllet  have  been  disappointed 
with  radium  in  oesophageal  cancer  may  be  explained  by  the  fact 
tliat  the  better  results  may  be  due  to  more  efficient  screening  and 
better  technique  generally.  The  question  of  using  quite  thin 
metallic  screens  for  emanation  tubes  of  small  calibre  has  recently 
come  prominently  under  discussion.  Mr.  Pinch  has  employed  at 
the  Radium  Institute  a  short  needle-like  apparatus  of  narrow 
calibre  with  a  sharp  point  at  one  end  and  an  eye  at  the  other  for 
inserting  into  small  epitheliomas  of  the  tongue  which,  as  is  well 
known,  often  respond  badly  to  surface  applications.  Needle-like 
applicators,  somewhat  similar  in  principle,  have  also  been  used  by 
Drs.  Stevenson  and  Jolly  of  Dublin.  They,  however,  enclose  their 
capillary  glass  tube  containing  emanation  in  a  hollow  steel  serum 
syringe-needle.  It  is  rightly  claimed  that  this  type  of  needle 
screen  more  easily  penetrates  into  the  substance  of  tumours  and 
that  several  such  needle-screen  tubes  can  be  inserted  at  once 
into  the  growth.  The  disadvantage  of  such  an  apparatus  com- 
pared with  the  iridium-pointed  needle  of  Pinch  is  to  be  found 
in  the  fact  that  steel  has  only  one  third  the  screening  power  of 
platinum,  even  it'  the  steel  screens  of  the  same  thickness  of  the 
platinum  ones  used  by  Pinch,  viz.  'S  mm.,  are  employed,  but,  as  a 
matter  of  fact,  the  steel  needle-screen  of  the  Dublin  pattern  is  much 
thinner  than  this.  Pinch's  needle  apparatus  is  likewise  more 
efficient  in  that  he  uses  emanation  in  his  needles  of  twenty  times 
the  radio-activity  of  Drs.  Stevenson  and  Jolly.  If  it  be  confirmed 
that  these  emanation  needles  thinly  screened  really  do  substantial 
good  and  no  harm  they  would  have  a  wide  field  of  appiicabion  in 
the  throat  for  embedding  in  growths  of  the  larynx  and  pharynx^ 
but  corroboration  is  needed  before  we  should  be  justified  in  recom- 
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mending  a  method  which  is  directly  opposed  to  current  practice 
which  almost  always  includes  the  use  of  the  thick  screen  to  cut  off 
all  the  alpha  rays  and  most  of  the  beta. 

In  addition  to  the  employment  of  an  apparatus  containing  an 
adequate  amount  of  either  radium  salt  or  emanation  adequately 
screened,  it  is  also  important  to  secure  the  apparatus  immovably 
in  the  desired  position.  A  tube  which  was  insufficiently  moored, 
if  it  were  moored  at  all,  was  recently  reported  from  Lancashire  as 
having  broken  loose  from  the  post-nasal  pharynx,  passed  into  the 
stomach  and  retrieved  after  several  days  by  la;parotomy  from  the 
small  intestine.  This  shows  the  advisability  of  securely  mooring 
the  apparatus  either  by  a  cord  or  by  a  flexible  silver  style.  The 
latter  should  always  be  used  in  the  oesophagus. 

In  reference  to  the  latter  point  it  was  recently  reported  from 
Vienna  that  a  radium  tube  had  actually  passed  from  the  gullet 
into  the  stomach,  from  whence  it  was  recovered  by  gastrotomy. 
Now,  although  this  tube  had  been  inserted  through  the  oesophago- 
scope  in  approved  fashion,  the  tube  was  only  held  in  position  by  a 
silk  string  and  on  making  traction  on  this  to  remove  the  tube  the 
string  broke  and  the  tube  passed  down  into  the  stomach.  In  this 
case  the  performance  of  the  gastrotomy  was  prompt.  Five  or  six 
years  ago,  Finzi  and  I  w^ere  in  the  habit  of  applying"  the  radium 
tube  without  a  silver  style  in  the  gullet ;  we  were  not,  however, 
content  to  rely  on  string  to  keep  it  suspended  at  the  right  spot 
and  to  facilitate  removal,  for  Ave  used  a  long  rubber  drainage-tube, 
one  end  of  which  was  closed  and  contained  the  radium  apparatus, 
while  the  other  end  passed  upwards  and  out  of  the  mouth,  where 
it  was  flimily  secured,  and  there  was  no  chance  of  such  an 
apparatus  finding  its  way  into  the  stomach.  But  there  were 
obvious  disadvantages  in  the  arrangement,  which  we  soon  dis- 
covered. If  the  apparatus  was  inserted  through  the  oesophago- 
scope  under  an  anaesthetic  and  vomiting  followed  later  whilst  the 
tube  was  in  position,  the  latter  was  liable  to  be  shifted  upwards 
out  of  the  stricture  to  a  healthy  part  of  the  gullet  above,  and  this 
actually  happened  on  one  occasion  when  vomiting  occurred  during* 
the  night  and  the  nurse  failed  to  report  the  fact.  Admittedly,  the 
flexible  silver  style  which  we  have  used  for  the  last  five  years  is 
not  so  comfortable  for  the  patient  as  a  rubber  suspender  without  a 
style,  but  the  style  effectually  prevents  shifting  and  enables  the 
radium  tube  to  be  drawn  up  after  ten  or  twelve  hours'  exposure 
from  a  lower  part  of  the  stricture  to  another  point,  say  2  or  3  cm. 
higher  up,  and  this  almost  invariably  has  to  be  done  if  the  whole 
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of  tlie  tight  part  of  even  a  luoderately  long  gullet  strictm*e  is  to 
be  effectively  dealt  Avitli. 

Our  object  sliould  always  be  to  irradiate  the  whole  of  a  growth. 
This  either  requires  the  use  of  several  applicators  simultaneous!}', 
or,  if  only  one  or  two  are  available,  the  shifting  of  position  after 
one  area  has  been  radiated  to  a  fresh  one.  It  is  sometimes  stated — 
without  qualification — that  the  most  effectual  way  of  irradiating  a 
growth  is  to  insert  one  or  more  tubes  into  its  substance.  Less 
radio-activity  is  undoubtedly  lost  by  such  an  arrangement,  but  the 
best  thing  to  do  in  any  case  is  not  necessarily  to  forthwith  embed 
a  radium  tube  in  it.  Embedding  may  be  necessary,  but  if  the 
growth  can  be  thoroughly  irradiated  without  recoui-se  to  it,  then 
embedding  should  usually  be  avoided  as  there  is  always  the  danger 
of  sepsis,  and  that  often  proves  a  very  disastrous  complication  of  a 
radiated  wound,  and  may  be  characterised  by  persistent  sloughing 
and  a  tendency  not  to  heal.  There  is  always  a  greater  chance  of 
an  embedding  incision  remaining  free  from  septic  sequelee  when 
the  incision  is  made  through  healthy  skin  than  tlsrough  mucosa. 
In  the  case  previously  mentioned  of  sarcoma  of  the  base  of  the 
tongue,  which  disappeared  so  rapidly,  the  tube  was  inserted  and 
removed  without  subsequent  sepsis  through  an  incision  of  the 
skin  above  the  hyoid  bone.  In  that  case,  the  tumour  was  of  such 
a  size  that  the  whole  of  it  could  not  be  effectually  irradiated 
by  surface  applications  and  embedding  was  a  necessity,  but  as 
a  cutaneous  route  was  available,  that  was  chosen  rather  than  the 
mucosal  one.  In  large  growths  of  the  fauces  and  pharynx,  surface 
applications  should  be  employed,  unless  they  are  too  large  and 
deep,  and  in  them  embedding  from  the  mucosal  surface  may  be 
unavoidable.  In  the  case  of  a  growth  of  the  tonsil — too  large  for 
surface  applications — it  is  probably  worth  the  trouble  to  embed 
through  an  external  incision,  near  the  angle  of  the  mandible,  rather 
than  employ  the  buccal  route. 

Tumours  of  the  antral  cavity  necessarily  have  to  be  treated  by 
embedding  the  tube.  I  recently  treated  an  extensive  epithelioma 
originating  in  the  left  antrum,  extending  into  the  nasal  cavity,  the 
ethmoidal  cells  and  naso-phai-ynx,  by  inserting  one  tube  of  100 
mgrrns.  of  radio-bromide  through  a  breaking-down  area  over  the 
hard  palate  into  the  antrum;  another  of  50  mgrms.  was  inserted 
into  the  same  cavity  by  the  inferior  nasal  route,  a  small  tube 
of  20  mgrms.  was  placed  in  the  ethmoidal  region,  and  a  fourth  of 
50  in  the  naso-pharynx.  As  the  growth  was  f ungating,  it  was  felt 
than  a  long  exposure  of  forty-eight  hours  could  be  made.     As  the 
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result  the  antrum  was  clear  after  a  few  days  of  all  apparent 
growth.  There  was  no  sloughing,  merely  a  thin  yellowish  pellicle 
here  and  there ;  the  nasal  cavity  was  quite  free,  though  formerly 
blocked,  and  actually  looked  normal ;  and  the  post-nasal  space 
contained  little  remains  of  disease.  Unfortunately,  the  growth 
must  have  already  invaded  the  cranial  cavity — although  we  had 
not  suspected  it — for  the  patient  died  shortly  afterwards  from 
intracranial  pressure.  The  remarkable  point  about  this  case  was 
that  the  growth — though  an  epithelioma — reacted  immediately 
after  the  manner  of  a  round-celled  sarcoma.  There  is  usually  a 
longer  latent  period  in  carcinoma. 

In  contrast  with  this  case — in  which  embedding  had  to  be 
resorted  to — I  can  mention  two  cases  of  my  own,  and  one  of 
Mr.  Graham's,  of  sarcoma,  in  which  rapid  disappearance  took  place 
after  surface  applications  only. 

A  private  patient,  aged  fifty,  was  recently  referred  to  me  by  Mr.  Worthington^ 
of  Exeter,  a  diagnosis  of  round-celled  sarcoma  having  been  made  by  him  two  days 
previously  after  exploratory  incision  through  the  cheek  and  microscopic  examina- 
tion. The  tuihour  was  hard  and  about  the  size  of  one  moiety  of  a  hen's  egg" 
bisected  through  its  long  diameter;  it  apparently  grew  from  the  periosteum, 
covering  the  oxiter  surface  of  the  anterior  antral  wall  and  the  adjacent  part  of  the 
nasal  process  of  the  left  maxilla.  On  palpation  under  the  lip  it  was  found  to  fill  the 
canine  fossa,  but  not  to  involve  the  alveolar  region.  Dr.  Finzi  would  not  agree  ta 
embedding  in  this  case,  although  this  could  easily  have  been  done  sub-labially ; 
he  expressed  the  opinion  that  it  would  rapidly  disappear  by  surface  applications, 
which  would  have  to  be  short  to  avoid  causing  the  least  burn  to  the  mucosa  or  to 
the  skin.  A  tube  of  100  mgrm.  of  radium  bromide,  screened  in  2  mm.  of  platinum, 
was  sewn  into  position  under  the  lip,  well  up  against  the  canine  fossa  part  of  the 
tumour,  and  retained  there  by  two  stitches  passing  through  the  mucosa  of  the  lip 
and  of  the  aveolus  ;  another  tube  of  50  mgrm.  was  inserted  into  the  left  nasal 
cavity,  and  packed  into  position  opposite  the  growth  on  the  adjacent  nasal 
process  of  the  maxilla.  These  tubes  were  left  in  situ  for  eight  hours,  and  were 
then  each  transferred  to  the  skin  and  allowed  to  remain  on  for  twelve  hours  in 
their  new  positions.  Twenty-four  hours  later  the  growth  had  apparently  gone, 
and  certainly  two  days  later  not  the  least  trace  of  the  former  hard  tumour  could 
be  detected  by  careful  palpation  externally  on  the  cheek  and  vinder  the  lip. 

In  another  patient,  with  an  enormous  round-celled  sarcoma  originating  on  the 
left  side  of  the  post-nasal  pharynx,  sent  me  by  Mr.  Martineau,  of  Brighton,  the 
growth  reached  down  to  the  level  of  the  epiglottis,  and  pushed  the  soft  palate  and 
uvula  to  within  an  inch  of  the  incisor  teeth  ;  the  patient  swallowed  food  with  great 
difficulty,  and  he  was  wearing  a  tracheotomy  tube,  as  he  was  unable  to  breathe 
through  either  the  nose  or  mouth  ;  he  was  also  deaf  in  both  ears.  Eadium  tubes 
were  passed  through  each  nostril  on  the  anterior  aspect  of  the  tumour,  and  two 
more  were  inserted  at  the  same  time  through  the  mouth  into  the  upper  pharynx 
behind  the  tumour.  The  tiibes,  aggregating  300  mgrm.  of  radium  salt  in  2  mm. 
screens  of  platimxm,  were  retained  for  forty-eight  hours.  When  examined  at  the 
end  of  ten  days  swallowing  was  normal  and  breathing  was  perfect  without  the 
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cannula ;  both  nasal  passages  and  the  i^pper  pharynx  were  free ;  he  could  hear 
perfectly  in  the  right  ear  and  fairly  well  with  the  left — the  side  from  which  the 
growth  sprang,  but  the  left  side  of  the  soft  palate  Avas  still  thickened,  and  there 
was  evident  invasion  of  the  left  maxillary  tuberosity  and  of  the  adjacent  ptery- 
goid plates.  A  further  application  was  made  to  these  areas  with  a  good  eifect  at 
first ;  althovigh  the  growth  did  not  recur  in  the  pharynx  it  continued  to  advance 
in  the  maxilla  towards  the  malar  process,  which  was  unchecked  to  the  same 
extent  by  an  external  application  of  200  mgrm.  two  months  later ;  the  pain, 
though  not  abolished,  was  much  relieved.  He  died  fifteen  months  later  from  a 
rather  sudden  rrtpid  increase  of  the  growth  in  the  uj^per  jaw. 

In  the  mesopharjnx  and  entrance  to  the  hirynx  I  have  seen  in 
three  cases  of  epithelioma  marked  diminution  of  the  tumour,  with 
great  subjective  functional  and  objective  relief ;  the  vestibule  of 
the  larynx  and  glottic  region,  which  could  not  be  seen  with  the 
mirror  before  radium  treatment,  later  appearing  well  open  instead 
of  blocked,  and  the  urgent  necessity  for  tracheotomy  in  each  case 
removed. 

In  a  case  of  epithelioma  of  the  right  side  of  the  base  of  the 
tongue  and  adjacent  pharyngeal  and  faucial  region  marked 
diminution  to  the  normal  level  took  place  though  there  was  never 
complete  disappearance  in  spite  of  two  applications  of  100  and  200 
mgrms.  respectively  at  six  weeks'  interval.  The  glands  in  the 
sub-mandibular  region  were  also  treated,  and  markedly  diminished. 
The  patient  lived  two  months,  and  died  from  asthma  and  chronic 
bronchitis  before  any  marked  growth  had  taken  place. 

In  two  cases  of  epithelioma  at  the  junction  of  the  larynx  and 
pharynx  involving  the  vestibule  of  the  larynx  and  the  pharyngeal 
aspects  of  the  aryepiglottic  fold  and  arytenoid  region,  mostly  on 
one  side,  no  good  followed.  In  one  case  the  patient  died  on  the 
fifth  day  from  septic  pneumonia  and  in  the  other  case  the  radium 
had  no  eifect  whatever  on  the  growth. 

In  epithelioma  of  the  post-cricoidal  pharynx  I  have  had  two 
remarkably  good  results  and  in  two  others  substantial  temporary 
impi'ovement,  whilst  in  four  other  cases  there  was  no  obvious 
benefit. 

The  two  in  which  there  were  gratifying  results  are  Avorth 
recording,  and  it  is  worth  mentioning  that  the  clinical  diagnosis 
of  epithelioma  was  in  each  instance  confirmed  by  microscopy. 

An  old  gentleman,  aged  eighty-one,  was  referred  to  me  in  August,  1910,  by 
Dr.  Jenkins,  of  Hickley,  with  a  cancer  in  the  deep  pharynx,  and  was  seen  with  the 
mirror  as  a  typical  cancerous  growth  springing  from  the  pharyngeal  aspect  of  the 
left  arytenoid,  and  filling  up  the  left  pyriform  fossa.  On  endoscopic  examination 
under  general  anesthesia  it  was  fovind  to  involve  the  left  half  of  the  post-cricoidal 


October,  1914.]  Rhinology,  and  Otology.  495 

part  of  the  pharynx,  and  vilceration  extended  to  just  within  the  month  of  the 
oesophagus,  i.  e.  just  below  the  lower  edge  of  the  cricord.  With  Struychen's  type 
of  long  scissors  and  with  large  punch  forceps  the  mass  of  the  growth  was  removed 
there  and  then.  I  did  not,  however,  proceed  to  the  application  of  radivim  imme- 
diately after  operation,  but  waited  for  three  weeks,  until  the  effects  of  traumatism 
had  passed  off  and  the  wound  had  apparently  healed. 

The  placing  of  even  a  well-screened  radium  tube  immediately  into  the  bed,  from 
Avhich  a  cancerous  growth  has  been  removed,  for  the  piu'pose  of  destroying  malig- 
nant areas  left  behind,  is  a  very  bad  practice,  and  may  lead  to  prolonged  sloughing 
with  sepsis,  and  a  wound  which  will  not  heal.  Tissues  which  are  non-cancerous 
are  resistant  to  moderate  irradiations  when  normal,  but  tissues  which  have  just 
been  subjected  to  considerable  and  recent  traumatism  are  often  susceptible  to  the 
action  of  the  gamma  rays,  and  the  most  disastrous  complications  may  ensue. 

In  this  case  three  tubes  were  tethered  up  unicorn  fashion,  the  single  one  just 
entering  the  oesophagus,  and  the  other  two  were  in  the  deep  pharynx — one  in  the 
middle  line  and  the  other  in  the  left  pyriform  fossa.  The  tubes  were  allowed  to 
remain  in  position  for  eight  hours,  and  the  application  was  repeated  six  weeks 
later.  At  the  end  of  two  from  the  first  application  not  a  trace  of  ulceration  or  of 
growth  could  be  seen,  and  his  swallowing  became  normal.  A  small  gland  treated 
from  the  skin  svu-face  almost  disappeared.  The  throat  was  examined  from  time  to 
time  during  the  twelve  months  ensviing  after  operation  both  with  the  mirror  and 
with  the  endoscope,  and  no  recurrence  could  be  detected.  Aboiit  eighteen  months 
after  he  first  came  under  observation,  he  noticed  that  he  had  a  slight  pricking 
sensation  on  swallowing.  Under  a  general  anaesthetic  we  found  ulceration  in  the 
deepest  part  of  the  post-crieoidal  pharynx,  and  the  oesophageal  involvement  had 
imdoubtedly  extended  downwards.  One  tube  of  100  mgrm.  with  the  usual  screen- 
ing was  applied  for  twelve  hours.  TJnfortiinately  the  patient  had  a  bad  attack  of 
bronchitis,  and  he  succumbed  to  heart  faikire  within  a  week.  It  was  probable 
that  the  anaesthetic,  C  E.  mixture,  was  resi^onsible  for  this  unfortunate  termina- 
tion. 

That  radium  liad  a  markedly  beneficial  though  temporary  effect 
on  this  patient  no  one  connected  with  the  case  had  any  doubt. 

In  a  gentleman  whoxn  I  treated  in  conjunction  with  Dr.  Maclay  at  Newcastle  in 
December,  1912,  there  was  an  epithelioma  causing  dysphagia  springing  from  the 
pharyngeal  aspect  of  the  arytaenoids,  and  involving  a  good  deal  of  the  post-cri- 
coidal  region,  but  not  extending  to  the  giiUet.  Two  emanation  tubes,  equivalent 
to  100  mgrm.  of  the  metal,  wei'e  inserted  for  nine  hours.  The  himen  became  so 
increased  that  all  dysphagia  disappeared  and  remained  normal  till  his  death  from 
cerebral  haemorrhage  a  year  later.  With  the  mirror  it  could  be  seen  that  the  site 
of  the  growth  was  occupied  by  a  whitish  and  scar-like,  l^iit  somewhat  raised, 
surface. 

Regarding  the  palliative  treatment  of  malignant  stricture  of 
the  gullet_,  in  a  couimunication  I  made  to  the  Medical  Society  of 
London  early  in  1911,  I  claimed  that  out  of  twenty-one  cases 
of  malignant  growths  in  the  oesophagus,  three  showed  temporary 
disappearance  after  radium  therapy  of  naked  eye  objective,  and 
radiographic  evidence  of  the  growth,  together  with  the  temporary 
disappearance  of  all  subjective  symptoms  for  many  months,  and  in 
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a  few  instances  for  about  one  year  or  more.  My  most  striking 
case  is  that  of  a  woman  with  an  endothelioma  in  the  thoracic  gullet 
who  has  had  nine  applications  of  radium  salt  during  the  last 
four  and  a  half  years.  All  fungation  and  ulceration  disappeared 
after  the  second  application,  tliough  there  has  been  definite 
recrudescence  from  time  to  time  which  has  yielded  to  treatment. 
At  the  present  time  the  lesion  looks  just  like  an  ordinary  fibrous 
stricture,  both  endoscopically  and  radioscopically.  Such  a  gratifying 
experience  is  exceptional,  but  the  functional  relief  is  often  so  great 
in  cases  not  too  far  advanced  that  we  have  in  radium  a  valuable 
method  of  palliative  therapy  which  can  be  applied  to  cases  which 
are  practically  always  beyond  surgical  aid,  and  in  which  all  we  can 
hope  to  do  is  to  relieve  the  difficulty  in  swallowing. 

In  my  second  series  of  twenty  cases,  as  yet  unpublished,  the 
palliative  results  were  as  striking  and  as  numerous  as  in  the  first 
series. 

My  experiences  with  radium  in  epithelioma,  whilst  confirming 
those  of  other  observers  that  its  action  is  uncertain,  and  that  some 
such  tumours  react  and  some  do  not,  yet  they  are  on  the  whole 
sufficiently  encouraging  to  compel  me  to  differ  from  those  who 
sweepingly  assert  that  radium  therapy  is  so  disappointing  as  to  be 
hardly  worth  trying  in  epithelioma  of  the  throat.  I  admit,  how- 
ever, that  my  slight  but  gratifying  experience  with  surgical  dia- 
thermic coagulation  in  the  fauces  and  pliaryno-lai'ynx  lead  me  to 
agree  with  Mr.  Harmer  and  Dr.  Lack  that  diathermy  has  a  much 
wider  field  of  application  than  radium  in  these  areas,  and  should 
be  the  palliative  method  of  choice  in  most  cases,  though  radium 
may  usefully  be  employed  as  an  adjunct.  In  the  oesophagus  the 
converse  is  the  case. 


THE  TREATMENT  OF  INOPERABLE   CASES    BY  MEANS  OF 

X-RAYS.i 

By  Dk.  John  Macintyke. 
{Abstract.) 

(a)  What  do  we  mean  by  inoperable  cases  of  cancer  ?  There  are 
four  classes  of  cases  that  come  under  every  surgeon's  observation: 
(1)   Those  that  are  operated  upon  successfully;    (2)   cases    after 

1  British  Medical  Association  Meeting  at  Aberdeen,  July,  1914.     Discussion 
on  "  The  Treatment  of  Inoperable  Growths  of  the  Nose  and  Throat." 
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operation  where  there  is  more  or  less  recurrence  ;  (3)  cases  which, 
after  operation  and  recurrence,  surgeons  declare  inoperable; 
(4)  untreatable  cases  in  which  no  treatment  whatever  can  be  of 
any  avail.  (6)  What  class  of  cases  do  we  usually  get  ?  By 
universal  consensus  of  opinion  surgeons  were  agreed  that  in  the 
present  state  of  our  knowledge  cases  where  the  patient  could 
be  operated  upon  this  should  be  done  in  the  first  instance.  This 
view  has  been  challenged  of  late.  The  result  is  that  we  rarely  get 
cases  in  the  early  stages  and  are  consequently  left  with  the 
inoperable  or  untreatable  cases,  which  do  not  give  X-rays  or  any 
other  agent  the  same  chance,  (c)  In  judging  of  the  results  in 
cases  in  which  we  try  the  X-rays  in  the  choice  of  an  agent,  we 
meet  with  many  difficulties :  (1)  One  agent,  whether  X-rays, 
radium,  or  carbon  dioxide,  does  not  probably  always  act  in  the 
same  way  in  different  tissues  nor  in  different  subjects,  and  a  like 
observation  might  be  made  about  the  stage  of  advancement  of  the 
disease.  (2)  The  tissues  themselves  vary ;  the  mesoblastic  layer 
differs  from  the  endo-epithelial  and  epithelial.  (3)  The  different 
parts  of  the  body  seem  liable  to  different  diseases.  For  example, 
why  should  primary  carcinoma  of  the  nose  be  so  rare  when  it  is  so 
common  in  the  digestive  tract  ?  Why  should  the  lungs  also  enjoy 
such  an  immunity  ? 

(2)  Diagnosis  should  be  confirmed  by  every  possible  test. 

(3)  Results  :  {a)  Rodent  ulcer. — As  early  as  the  year  1896,  in 
the  Royal  Infirmary  I  had  one  of  the  first;  only  two  failures  in 
this  affection  and  both  after  surgical  treatment.  (6)  Round-celled 
and  other  sarcomata. — We  have  distinct  evidence  of  some  good 
results  in  these,  (c)  Epitheliomata  of  the  lip,  tongue,  nose,  and 
naso-pharynx.  Cases  where  an  opportunity  of  trying  the  X-rays 
in  the  early  stage  because  the  patients  refused  operation  (proved 
by  section)  with  good  results,      {d)   Glands  following  operation. 

(4)  Conclusions. — (a)  We  have  undoubtedly  evidence  of  cures 
iu  early  disease  and  the  patients  have  lived  for  a  long  time  after- 
wards. (6)  On  the  other  hand,  after  a  great  many  experiments  and 
having  seen  many  cases  of  malignant  disease  treated  by  X-rays 
I  frankly  admit  that  the  results  would  not  justify  me  in  saying 
that  w^e  have  for  inoperable  cases  in  X-rays  a  cure,^but  that 
there  has  been  arrest  or  diminution  of  growth,  relief^^from  pain, 
arrest  of  haemorrhage,  and  in  conjunction  with  other  agents 
prolongation  of  life,  no  one  can  doubt,  (c)  It  was  perfectly 
clear  in  the  past  that  the  nearer  we  were  to  the  epithelial  struc- 
tures   or   the    surface,   the   better   results    we   got,  although    the 

36 
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results  have  not  been  very  promising  in  the  mucous  membranes 
of  the  respiratory  tract  or  in  the  region  of  the  oesophagus.  As 
a  result^  I  have  often  preferred  to  use  other  agents,  such  as 
radium,  diathermy,  frozen  carbon  dioxide,  and  the  choice  was 
often  largely  influenced  by  the  anatomical  conditions  or  regions 
affected,  [d]  It  should  never  be  forgotten  that  we  can  combine 
operation  with  any  of  these  agents. 

(5)  Prevention  of  disease. — In  view  of  what  has  been  stated 
above,  prophylactic  treatment  by  means  of  radium  or  X-rays  sub- 
sequent to  operation  might  be  more  frequently  employed.  For 
the  reasons  given  X-rays  have  not  been  found  to  be  very  satis- 
factory in  malignant  disease  of  the  upper  respiratory  tract  and 
oesophagus,  but  it  is  too  soon  to  come  to  a  conclusion  or  to  give 
up  the  investigation.  When  we  are  asked  such  a  question  as  we 
are  now  discussing,  and  particularly  when  we  refer  to  X-rays,  we 
have  to  ask  ourselves  what  do  we  mean  by  X-rays  ?  It  is  perfectly 
clear,  and  most  men  hold  the  view  ever  since  Eontgen's  discovery 
that  the  condition  inside  of  an  X-ray  tube,  properly  excited,  offers 
a  very  complex  study.  We  have  the  alpha,  beta  and  gamma  rays 
and  others — some  may  be  corpuscular,  not  yet  determined.  In 
the  past  we  were  working  in  the  dark.  Each  operator  judged  for 
himself  what  to  do.  Was  he  to  use  a  low  tube  or  a  high  tube  ? 
Was  he  to  protect  the  superficial  tissues  as  much  as  possible,  and 
try  to  get  only  at  the  deeper  ones  ?  Some  said  we  could  get  no 
result  unless  we  had  distinct  evidence  of  reaction,  and  this  reaction, 
I  need  hardly  say,  might  mean  mild  irritation  or  severe  burning. 
Now,  we  all  know  that  a  new  era  has  been  opened  up  within  the 
last  two  years.  We  have  been  screening  patients'  tissues  from 
the  alpha,  beta  and  destructive  rays,  and  only  using  the  deep- 
seated  curative  ones. 

Physicians  and  obstetricians  have  been  successful,  not  only  in 
fibroid  tumours  but  in  malignant  disease,  in  arresting  growths  in 
deep-seated  parts  of  the  body  without  injury  to  the  superficial 
tissues.  This  work  necessitated  the  production  of  large  doses  of 
X-rays,  and  consequently  huge  coils  with  cooling  apparatus  to  get 
rid  of  the  great  heat  developed  in  the  primary.  Coils  had  to  be 
made  to  stand  the  enormous  currents,  mechanical  stands  have  been 
made  to  distribute  the  rays  over  any  part  of  the  body  we  wish 
them,  methods  of  measurement  have  been  devised  which  give  a 
certainty  of  dosage  never  attained  before,  so  that  we  can  now  work 
with  the  rays  on  the  surface  or  at  a  certain  depth  through  the 
tissues    to    an    extent    of    accuracy  that  five   years  ago   seemed 
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impossible.  It  is  thus  premature  to  say  that  the  X-rays  have 
proved  to  be  useless  in  malignant  disease  of  the  nose  and  throat. 
On  the  contrary,  I  think  the  work  is  only  beginning. 

Critics,  too,  are  often  inclined  to  speak  of  these  forces  as  if  they 
were  different  agents.  Are  they  ?  Let  us  think  for  a  moment 
how  many  things  are  common  to  radium  and  X-rays — such  as  the 
production  of  different  rays,  the  alpha  and  gamma,  and  only  the 
other  day  Dr.  Laue  discovered  an  entirely  new  line  of  research, 
which  seems  to  be  the  beginning  of  a  revolution  in  our  ideas  of 
X-rays.  Already  physicists  are  producing  spectras  of  the  X-rays, 
and  for  the  benefit  of  those  who  look  upon  light  treatment,  whether 
it  be  from  the  sun  or  a  violet-light  lamp  like  Finsen's,  we  now 
know,  thanks  to  the  work  of  such  men  as  Laue,  Bragg,  and  others, 
that  we  have  X-rays  of  the  same  nature  as  the  waves  of  invisible 
light :  that  is,  they  are  electro-magnetic  waves  in  ether,  and 
apparently  the  wave  length  of  X-rays  is  about  a  thousandth  part 
of  the  shortest  light  rays,  or,  as  Professor  Soddy  has  pointed  out, 
less  than  one-sixth  of  the  diameter  of  an  atom,  whereas  the  waves 
used  in  wireless  telegraphy  may  be  miles  in  length. 

Case  1. — A  yormg  man,  aged  twenty-four,  was  suffering  from  sarcoma  at  the 
back  of  both  nostrils  which  involved  the  naso-pharynx.  The  case  was  looked  upon 
as  inoperable.  He  was  treated  by  means  of  the  X-rays.  The  face  and  other  parts 
were  thoroughly  protected,  and  glass  specula  were  introduced  into  each  nostril ; 
the  X-rays  were  passed  directly  through  the  nose,  and  in  the  course  of  time  the 
sarcomatous  tumour  entii-ely  disappeared.  He  was  quite  well  one  year  afterwards, 
and  since  then  we  have  lost  trace  of  him.  The  diagnosis  was  confirmed  by  micro- 
scopic examination,  and  there  can  be  no  doubt  that  the  tumour,  which  appeared 
to  be  rapidly  growing,  disappeared  under  treatment. 

Case  2. — Round-celled  Sarcoma. — The  patient  was  a  man,  aged  twenty-nine, 
and  the  report  is  as  follows :  The  naso-pharynx  is  fairly  well  blocked,  and  nodules 
extend  down  the  posterior  wall  and  are  just  visible.  For  six  weeks  past  a  gradual 
blocking  of  the  nose,  interfering  with  nasal  respiration  and  altering  the  character 
of  his  speech,  was  observed.  Ten  days  ago  a  slight  haemorrhage  from  the  naso- 
jjharynx  coming  by  the  mouth,  and  not  at  all  from  the  nose,  alarmed  him,  and 
caused  him  to  consult  Dr.  Kerr  Love,  who  removed  a  portion  of  the  tiimour  by 
means  of  a  naso-pharyngeal  punch.  This  was  examined  microscopically  and  found 
to  be  lympho-sarcomatous  in  character.  Treated  with  X-rays  all  round  the  side 
of  neck  and  throat  and  inside  the  mouth.  Three  weeks  later  patient  reported 
great  improvement  in  breathing  by  nostril,  and  speaks  much  more  freely.  There 
never  has  been  any  pain.  Six  months  later  patient  reported  himseK  as  keeping 
■well. 
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Tonsils  from  a  Case  of  Lymphatic  Leukaemia. — H.  J.  Davis. — 

The  specimens  were  suspeuded  iu  Frost's  solution  :  sodium  fluoride 
80  grm.,  chloral  hydrate  80  <i^rm.,  potassium  acetate  100  grm.,  cane-su<ijar 
(Tate)  2500  grm.,  saturated  solution  of  thymol  iu  water  8000  c.c.  The 
solution  preserves  the  natural  colour  of  the  preparation,  and  was  used 
for  that  purpose.  The  specimens  were  taken  from  a  boy,  aged  seven. 
The  lymphomatous  nodules  in  the  gland  substance  were  well  seen. 

Preparation  showing  the  Left  Recurrent  Laryngeal  Nerve 
involved  in  a  Mass  of  Lymphomatous  Glands. — H.  J.  Davis.— 

Total  recurrent  paralysis  was  observed  before  death.  The  case,  that  of  a 
child,  aged  two,  was  admitted  as  a  case  of  foreign  body  in  the  bronchus. 
There  was  dyspnoea,  stridor,  and  collapse  of  the  left  lung.  I  examined 
the  bronchial  tree,  but  failed  to  find  any  signs  of  a  foreign  body. 
Repeated  X-ray  skiagrams  gave  a  negative  result.  Later  the  left  recur- 
rent laryngeal  became  paralysed,  left  abductor  paralysis,  and  later  still, 
as  the  paralysis  became  complete,  the  left  cord  assumed  the  cadaveric 
position.  A  low  tracheotomy  was  performed.  Not  much  relief  was 
obtained,  but  the  child  lived  three  weeks  afterwards  and  died  suddenly. 
The  preparation  showed  that  the  lung  was  collapsed,  that  the  lumen  of 
the  bronchus  was  partially  occluded  by  glands,  and  that  the  recurrent 
nerve  was  flattened,  expanded,  and  inseparably  united  with  a  mass  of 
glands  on  its  upward  course  to  the  larynx. 

In  this  case,  as  the  left  lung  was  collapsed  and  almost  functionless 
during  bronchoscopy  the  "mist"  hung  in  the  left  bronchial  tubes  for 
some  time,  whereas  when  the  right  bronchi  were  similarly  dealt  with  the 
vapour  was  rapidly  indi-awn  or  expelled.  This  might  almost  be  used  as 
a  test  as  to  whether  air  was  passing  into  a  bronchial  offshoot  or  not. 

This  is  the  youngest  patient  in  whom  I  have  observed  left  total 
recurrent  paralysis. 

Sir  Felix  Semon  said  the  specimen  was  a  veritable  museum  of  patho- 
logical curiosities.  To  begin  with,  it  was  surprising  that  recurrent 
laryngeal  paralysis  should  be  so  seldom  met  Avith  in  children,  bearing  in 
mind  the  frequency  of  enlai-gement  of  the  cervical  and  bronchial  glands 
in  children.  Secondly,  he  was  pleased  that  Dr.  Davis  had  been  able  to 
actually  observe  in  this  case  the  transition  from  abductor  paralysis  to 
complete  recurrent  laryngeal  paralysis.  The  number  of  cases  in  which 
such  a  transition  had  been  actually  observed  was  still  small.  The  third 
point  was,  that  in  the  case  of  this  child  unilateral  laryngeal  paralysis  had 
given  rise  to  dyspnoea.  True,  it  was  not  a  pvire  case ;  for  there  was — 
which  was  the  fourth  point  of  interest — a  double  stenosis ;  above,  in  the 
lai*yux  the  narrowing,  due  to  the  unilateral  paralysis,  and  below,  direct 
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compression  of  the  lower  air  passages,  due  to  the  pressure  exerted  by 
the  lymphomatous  glands  on  the  trachea  and  left  bronchus.  That 
lower  stenosis  was  the  reason  also  why  the  tracheotomy  which  had  been 
performed  gave  so  little  relief.  Though  it  relieved  the  upper  stenosis 
one  could  well  see  it  could  not  have  relieved  the  lower.  Perhaps  the 
most  interesting  feature  about  the  case  was  that  even  imilateral  paralysis 
in  a  child  might  produce  dyspucea.  There  were  very  few  cases  of  this 
on  record.  Many  years  ago  (1884)  he  had  attempted  a  collective  inves- 
tigation concerning  this  point  in  the  Internationales  Centralhlatt  filr 
Laryngologie,  but  the  replies  he  received  were  unsatisfactory.  The  whole 
question  was  interesting,  because  it  bore  on  the  observations  made  fully 
one  hundred  years  ago  by  Legallois,  showing  the  enormous  difference  in 
the  calibre  of  the  larynx  in  young  animals  compared  with  that  of  the 
adult.  Legallois  performed  experiments  by  cutting  the  recurrent  laryn- 
geal nerves  in  animals  of  different  species,  such  as  dogs,  cats,  and  rabbits, 
within  a  few  days  of  birth.  Whilst  there  were  considerable  differences 
with  regard  to  the  species  of  the  animals  experimented  upon,  it  might 
broadly  be  stated  that  very  young  animals  perished  in  periods  ranging 
from  a  few  hours  to  a  few  days,  while  when  the  s^ame  experiment  was 
performed  on  adult  animals  there  was  some  degree  of  dyspnoea,  but  not  a 
very  considerable  amount.  Similarly,  in  human  beings,  an  adult  could 
easily  bear  an  amount  of  narrowing  of  the  larynx  which  in  a  child 
caused  severe  dyspnoea.  This  was  well  shown  by  Dr.  Peters'  case, 
demonstrated  at  that  day's  meeting,  in  which  there  was  complete 
abductor  paralysis  in  an  adult,  yet  no  trace  of  dyspnoea.^ 

Mr.  Herbert  Tillet  explained  that  he  was  once  in  a  similar  predica- 
ment to  that  described,  owing  to  the  bubbling  of  mucus  at  the  lower 
end  of  the  tube.  The  bubbles  were  at  once  dispersed  by  a  mop  of  wool 
moistened  with  ether,  and  thus  he  was  enabled  to  see  what  he  was 
looking  for. 

Dr.  Bronner  asked  whether  the  glands  could  be  removed  by  opera- 
tion ?  He  saw  a  distressing  case  some  years  ago  in  which  a  boy  died 
owing  to  first  one  bronchus  and  then  the  other  being  pressed  on.  All 
kinds  of  tubes  were  tried. 

Mr.  Waggett  quoted  the  case  of  a  small  child  with  tracheal  com- 
pression by  (presumably)  tuberculous  glands,  verified  by  direct  tracheo- 
scopy. After  a  few  months  at  Margate  dyspnoea  disappeared,  and  direct 
tracheoscopy  showed  a  normal  lumen. 

Sir  Felix  Semon  said  he  had  once  been  associated  with  Lord  Lister 
in  such  a  case.  Lord  Lister  made  many  experiments  on  dead  bodies  to 
see  if  he  could  get  down  far  enough  to  remove  those  glands.  Ultimately 
they  went  to  Brighton  for  the  purpose  of  removing  them,  but  they  had 
meanwhile  disappeared. 

Sir  StClair  Thomson  said  the  small  size  of  the  larynx  and  trachea 
in  children  could  scarcelv  be  believed.  When  he  was  Avriting  his  text- 
book he  asked  Mr.  Eraser,  of  St.  Mary's  Hospital,  to  get  him  the  larynx 
of  a  newly-born  infant.  It  was  split  'longitudinally  and  hardened,  and 
he  said  it  was  not  shrunk.  It  was  sent  to  the  artist  to  make  a  drawing 
of  it,  and  when  the  drawing  came  he  could  hardly  believe  it  was  true  to 
model.  He  had  to  get  two  or  three  specimens  before  he  was  sufiicieutly 
satisfied,  so  narrow  is  the  glottis  of  an  infant. 

The  President  (Dr.  D".  E.  Paterson)  said  he  mentioned  a  case  at  a 
former  meeting,  where  there  was  a  double  cause    of  stenosis.     When  a 

'  See  p.  510. 
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bronchoscopy  tube  was  passed  beyond  the  paralysed  cords  very  definite 
stenosis  was  foi;nd  at  the  root  of  the  trachea.  In  regard  to  tbe  differ- 
ences between  the  cahbre  of  the  human  trachea  and  larynx  and  that  of 
lower  animals,  there  was  an  interesting  paper  by  Nemai,  of  Budapest,  in 
which  it  is  shown  to  be  largely  due  to  a  change  in  the  form  of  the 
arytaenoid.  In  the  lower  animals  this  is  a  flat,  concave,  cartilaginous 
plate,  which  allows  of  great  distension  of  the  posterior  part  of  the  rima 
glottidis — the  so-called  cartilaginous  glottis,  which  plays  the  most 
important  part  in  inspiration,  and  permits  the  glottis  a  much  wider 
airway  than  in  the  human.  On  the  other  hand,  the  human  voice,  with 
the  consequent  great  development  of  the  larynx,  has  only  been  acquired 
at  the  expense  of  curtailing  the  airway  of  its  possessor. 

Dr.  H.  J.  Davis,  in  reply,  said  it  was  in  consequence  of  seeing  Mr. 
Hope's  case  at  the  last  meeting  that  he  decided  to  show  this.  He 
expressed  the  view  on  Mr.  Hope's  case  that  it  was  one  of  double  abductor 
paralysis,  due  to  a  condition  such  as  was  present  in  this  case.  It  was 
really  surprising  how  any  tube  could  pass  through  a  child's  glottis,  as  it 
was  so  very  small,  but  after  passing  the  larynx  it  was  easier  to  proceed. 

Two  Primary  Sores  on  the  Lip  and  Angle  of  the  mouth. — 

H.  J.  Davis. — The  patient  was  a  girl,  aged  twenty-two.  The  case  was 
promptly  treated  with  neo-salvarsau,  and  the.  usual  severe  symptoms  met 
with  in  these  cases  were  not  observed. 

Necrosis  of  the  Palate. — H.  J.  Davis. — The  patient  was  a  man. 
aged  seventy,  who  said  he  was  kicked  in  the  face  by  a  pony  when  aged 
ten,  and  necrosis  of  the  palate  took  place.  He  has  worn  an  obturator 
ever  since,  and  when  this  is  removed  a  perfect  view  of  the  nasal  fossa? 
and  turbinal  bones  can  be  observed. 

The  Pkesident  said  he  supposed  it  was  congenital  specific  disease ; 
it  had  been  corrected  in  a  remarkable  way  by  the  obturator. 

Abnormal  Artery   on   Wall   of  Pharynx.— H.   J.   Davis.— The 

patient  was  a  man,  aged  fifty.  A  large  pulsating  vessel  is  seen  on  the 
posterior  wall  of  the  pharynx — it  appears  too  large  for  the  ascending 
pharyngeal  artery.  On  ordinary  laryngoscopy  the  bifurcation  of  the 
trachea  and  both  bronchi  are  seen  with  the  greatest  ease. 

Mr.  Harmer  thought  it  was  a  complete  coil  in  the  internal  cai'otid 
artery.  Such  a  coil  was  frequently  seen  in  the  dissecting  room.  A  few 
meetings  ago  he  mentioned  a  case  in  which  the  house-surgeon  at  a 
hospital  mistook  such  a  loop  for  adenoids,  and  removed  it  with  forceps. 
There  was  a  great  gush  of  blood,  and  the  patient  collapsed.  Three  hours 
later,  though  the  child  was  still  on  the  table,  the  bleeding  returned,  and 
death  occurred  in  ten  seconds.  Post  mortem  it  was  seen  that  the  coil  had 
been  completely  removed,  so  that  the  two  ends  of  the  artery  were  ^  in.  from 
each  other.  On  the  other  side  there  was  a  similar  coil,  which  projected 
towards  the  pharynx. 

Destruction  of  Nasal  Septum. — H.  J.  Davis. — The  patient  was  a 
woman,  aged  forty-five,  who  had  lost  the  septum  as  well  as  the  columella 
of  the  nose.  When  the  face  is  raised  the  appearance  to  which  this  gives 
rise  is  peculiar.  The  symmetry  and  curves  of  the  alae  nasi  are  well 
shown.  It  can  be  noted  that  loss  of  the  bony  and  cartilaginous  septum 
does  not  necessarily  produce  sinking  in  of  the  bridge  of  the  nose.  This 
has  a  bearing  on  the  extent  of  the  septal  partition,  which  can  safely  be 
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removed  in  submucous  resections  without  risk  of  external  deformity.  The 
external  appearance  of  the  nose  in  this  patient  is  quite  good,  in  spite  of 
complete  loss  of  intranasal  support. 

The  President  said  he  had  a  similar  case  which  came  to  him  at 
an  early  stage.  He  thought  some  sinking  would  come  on  as  a  result 
of  contraction  after  healing.  This  patient  he  spoke  of  was  treated  at 
once  by  salvarsan,  which  led  to  a  rapid  healing,  but  he  was  disappointed 
on  account  of  the  subsequent  sinking. 

Dr.  P.  DE  Havilland  Hall  said  the  case  reminded  him  of  a 
disastrous  one  he  had  when  he  commenced  throat  work.  A  lady  was 
sent  to  him  from  the  country  with  commencing  mischief  in  her  nose. 
He  made  an  examination,  using  cocaine  so  that  he  could  obtain  a  good 
view.  He  wrote  an  unfavourable  report  to  her  doctor,  advising  energetic 
treatment.  The  course  was  rapid,  and  in  a  week  the  bridge  of  the  nose 
had  fallen  in.  The  blame  for  that  was  laid  upon  him,  for  it  was  said  he 
used  a  caustic  application  for  the  examination,  and  he  never  saw  the 
patient  again. 

The  President  said  he  did  not  think  there  could  be  much  doubt 
that  the  lateral  cartilages  were  ample  support  for  the  bridge  of  the  nose, 
So  that  one  could  remove  practically  the  whole  of  the  septum  without  any 
falling  in.  In  this  case,  as  in  so  many  others,  the  contraction  seemed  to 
be  taking  place  fir.st  of  all  just  where  the  cartilage  joins  the  bone. 

Dr.  H.  J.  Davis  replied  that  he  was  surprised  to  see  the  change  in 
the  case,  and  he  admitted  that  there  was  retraction  now ;  he  saw  the 
patient  last  five  weeks  ago,  and  the  condition  then  was  as  stated  in 
the  notes. 

Empyema  of  the  Antrum  with  Infection  of  the  Nose  and 
Cheeks. — H.  J.  Davis. — The  patient  was  a  woman,  aged  thirty,  with 
redness,  infiltration,  and  oedema  of  the  nose  and  both  cheeks  of  six 
montlis'  duration.  I  mistook  the  case  for  one  of  lupus  erythematosus. 
There  were  shadows  on  transillumination,  but  this  might  have  been 
accounted  for  by  the  extreme  thickness  of  the  infiltrated  integuments. 
Dr.  Pernet,  who  saw  the  case,  disagreed  with  my  diagnosis,  and  suggested 
an  empyema  of  the  antrum  and  a  septic  infection  of  the  integuments 
therefrom.  This,  on  intranasal  puncture,  proved  to  be  the  case.  The 
condition  is  one  of  chronic  symmetrical  lymphangitis  with  blocking  of 
the  lymphatics  from  a  septic  focus  in  the  antrum. 

The  President  said  the  case  was  interesting,  as  being  the  type 
usually  described  in  text-books  as  antral  disease,  a  form  which  was  but 
rarely  seen. 

Mr.  Hope  asked  whether  Dr.  Davis  punctured  the  other  antrum 
as  well,  because  that  looked  the  more  unhealthy  of  the  two. 

Mr.  Herbert  Tillet  referred  to  the  records  of  a  case  of  solid 
cfidema  of  the  face,  which  would  be  found  in  the  Transactions  some  years 
ago;  the  man's  eyes  being  almost  closed  by  the  cedema.  The  speaker 
tried  to  find  a  septic  focus  which  might  account  for  the  lymphatic 
obstruction.  The  search  was  unsuccessful,  but  someone  had  opened  the 
left  frontal  sinus  without  finding  any  disease  there,  and  naturally  the 
cedema  did  not  disperse. 

Mr.  O'Malley  said  he  recently  saw  a  similar  case  in  a  girl,  aged  six- 
teen. The  history  was  that  «dema*  began  on  the  right  side  of  the  face,  and 
spread  from  below  ;  and  later  the  left  side  of  the  face  was  involved. 
There  was  some  excoriation  round  the  anterior  nares,  which  did  not  look 
healthy,  and  he  believed  it  to  be  lymphatic  obstruction  due  to  sepsis. 
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Notliing  was  found  iu  the  antrum,  but  a  vaccine  was  made  from  the 
cultivation  taken  from  the  nose.     The  case,  however,  had  not  improved. 

Dr.  Peters  said  the  swelling  was  on  the  right  side  of  the  face,  and 
there  was  also  a  fissure  of  the  nose  on  that  side,  which  was  probably  the 
origin  of  the  absorption.  In  cases  of  obstruction  of  the  lymphatics  of 
the  nose  there  was  usually  a  history  of  fissure  or  of  boil  infection. 

Dr.  Dan  McKenzie  doubted  the  diagnosis  altogether.  He  would 
require  more  proof  before  accepting  the  view  that  the  face  oedema  was 
secondary  to  the  antrum  suppuration. 

Dr.  Kelson  asked  whether  a  Wassermann's  test  had  been  done.  He 
had  seen  a  similar  case,  which  turned  out  to  be  syphilis.  The  condition 
was  removed  by  iodide  of  potassium. 

Dr.  H.  J.  Davis  replied  that  he  punctured  the  other  side  also,  biit 
nothing  came  away.  There  was  a  marked  shadow  on  both  sides  of  the 
face,  and  he  considered  that  was  mainly  due  to  the  thickened  integuments. 
The  skin  was  infected  fi'om  the  nose,  from  which  there  was  a  purulent 
discharge  on  one  side.  He  did  not  see  why  this  should  not  aft'ect  both 
sides  of  the  face,  as  in  this  instance. 

Malignant  Disease  of  the  Ethmoid  extending  along  the  Antral 
Roof  and  Perforating  the  Maxilla  at  the  Outer  Angle  of  the  Orbit. 
— H.  J.  Davis. — The  patient  Avas  a  woman,  aged  forty-four.  There  was 
a  large  tumour  over  the  malar  boue  with  nasal  polypi  ;  on  curetting 
these  away  the  left  ethmoid  came  away  en  onasse.  The  disease  was 
obviously  malignant.  The  antrum  was  invaded,  but  the  growth  tracked 
along  the  upper  antral  wall,  clinging  to  the  bone  and  perforating  the 
malar  prominence.  Tbe  lower  parts  of  the  antrum  were  not  affected.  A 
second  more  extensive  operation  was  performed  a  week  later,  and  so  far 
there  had  been  no  recurrence.  An  X-ray  plate  by  Dr.  Morton  showed 
the  line  of  invasion.  The  outer  angle  of  the  antrum  was  seen  to  be 
eroded  by  the  tumour. 

The  President  said  these  cases  raised  a  point  of  considerable  import- 
ance— namely,  as  to  the  best  method  of  getting  access  to  the  growth. 
He  had  used  Denker's  method  of  approaching  it  through  the  antrum, 
but  that  was  not  suflficient,  as  it  did  not  take  one  high  enough  up. 
Moure's  incision  round  the  angle  of  the  nose,  on  the  other  hand,  gave 
plenty  of  room  for  it.  He  did  one  by  that  route  a  few  days  ago,  and 
found  that  thetumoiu',  which  began  in  the  inferior  turbinate,  involved  a 
large  part  of  the  anterior  ethmoid,  spreading  up  and  invading  the  floor 
of  the  frontal  sinus ;  he  did  not  know  of  that  involvement  imtil  the 
operation  revealed  it.  Another  question  was  as  to  the  best  means  of 
preventing  blood  flowing  into  the  back  of  the  throat.  Like  most  men, 
he  had  used  a  posterior  plug  for  ordinary  cases  ;  but  his  experience  was 
that  it  had  to  be  of  large  size,  and  it  depressed  the  soft  palate  so  much 
that  there  was  interference  with  the  airway,  causing  difiiculty  with  the 
anaesthetic.  He  had  recently  tried  what  was  usually  done  in  ordinary 
epistaxis — namely,  plugging  the  particular  nostril  by  a  small  plug 
attached  by  a  string  drawn  through  the  anterior  nares.  The  patient 
could  make  use  of  the  unaffected  nostril  for  breathing,  which  was  a 
distinct  advantage.     It  Avas  not,  however,  suitable  for  all  cases. 

Sir  StClair  Thomson  had  recommended  Moure's  operation  very 
frequently,  but  there  were  two  points  in  these  cases  now  shown  which 
justified  a  further  word.  In  one  of  them  the  lower  part  of  the  antrum 
was  not  affected,  and  the  return  of  growth  in  the  other  was  not  in  the 
antrum.     He  once  made  investigations  in  all  the  museums  of  London, 
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and  found  that  the  antrum  was  the  last  place  in  the  nose  and  accessory 
cavities  where  malignant  gro'wth  originates.  The  tearing  out  of  the 
alveolus,  which  the  general  surgeon  had  been  doing,  was  futile.  If 
Dr.  Davis  were  to  remove  a  little  for  microscopic  examination  he  would 
find  there  was  recurrence  in  the  ethmoidal  region.  In  malignant  disease 
of  nose  and  accessory  sinuses,  nine  out  of  ten  originated  in  the  ethmoidal 
region.  Until  people  tried  Moure's  operation,  they  would  scarcely  believe 
how  directly  they  could  get  down  to  the  growth  and  follow  it  to  the  base 
of  the  skull.  They  could  only  know  they  had  arrived  at  cure  when  they 
could  show  cases  such  as  he  showed  on  two  occasions,  in  which  the  inside 
of  the  nose  was  lined  with  smooth  cicatricial  tissue.  One  of  his  cases 
was  aged  seventy,  and  there  had  been  no  recurrence  after  over  four 
years. 

Mr.  Waggett  said,  with  regard  to  the  incidence  of  disease  in  the 
palatal  portion,  there  was  a  class  in  which  malignant  disease  grew  from 
the  "  rests  "  connected  with  the  embryonic  tooth  organs.  These  burrowed 
in  the  substance  of  the  palate. .  He  had  a  case  in  which  disease  burrowed 
from  one  side  to  the  other,  and  the  entire  palate  had  to  be  removed.  He 
had  seen  sarcoma  start  in  the  floor  of  the  antrum,  but  he  thought  it 
correct  to  say  the  majority  of  new  growths  started  in  the  ethmoidal 
region.  With  regard  to  haemorrhage,  where  this  was  likely  to  be 
dangerous  he  advocated  crico-thyrotomy  and  a  laryngeal  plug. 

Dr.  Dan  McKenzie  asked  whether  Sir  StClair  Thomson,  when 
referring  to  the  common  origin  of  malignant  disease  of  the  nose,  included 
epithelioma  as  well  as  sarcoma.  His  own  impression  Avas  that  epithelio- 
mata  were  more  frequent  in  the  superior  maxilla  and  antrum,  whereas 
sarcomata  were  more  frequent  in  the  ethmoidal  region.  He  would  again 
urge  care  before  accepting  the  qualification  "  malignant  "  in  regard  to  so- 
called  sarcoma  of  the  ethmoidal  region.  If  these  were  sarcomata  at  all, 
they  were  of  very  low  malignancy.  True,  they  recurred  locally,  but 
showed  little  tendency  to  general  dissemination,  in  which  respect  they 
differed  strikingly  from  sarcomata  of  bone  elsewhere  in  the  body.  The 
case  he  showed  in  November  exemplified  the  excellent  access  which  could 
be  obtained  from  outside  the  nose.  Though  the  tumour  was  vascular  and 
the  bleeding  free,  there  was  no  trouble  with  blood  running  down,  because 
that  side  was  packed  with  gauze  and  so  the  tumour  was  isolated,  as  well 
as  the  field  of  operation,  from  the  posterior  pharynx. 

Mr.  E.  D.  Davis  said  that  four  years  ago  he  had  a  similar  case  with 
Mr.  Clogg,  and  that  was  an  endothelioma  of  the  ethmoid.  Some  con- 
sidered it  to  be  an  epithelioma.  A  complete  removal  wa,s  done  by  com- 
mencing to  excise  the  upper  jaw,  but  the  palatal  process  was  left.  The 
usual  Ferguson  incison  of  the  cheek  was  made,  and  the  whole  facial 
surface  of  the  maxilla  was  removed.  The  growth  was  followed  up  to  the 
frontal  region,  and  backwards  to  the  sphenoid.  The  patient  did  very 
well  for  ten  months,  and  then  she  developed  a  secondary  growth  in  the 
brain,  and  died  suddenly. 

Mr.  Harmee  said  that  cancers  might  originate  in  the  mucous  mem- 
brane of  the  antrum,  and  the  roof  was  a  very  common  site  ;  but  they 
could  also  be  found  commencing  on  its  nasal  wall  and  floor.  Though  the 
antrum  was  lined  with  columnar- celled  mucous  membrane,  when  a  growth 
was  found  there  it  was  nearly  always  of  the  squamous- celled  variety.  On 
the  other  hand,  carcinomata,  starting  in  the  ethmoidal  region,  were 
generally  columnar-celled,  at  least  in  their  early  stages. 

Dr.  H.  J.  Davis  replied  that  the  section  in  his  case  showed  it  was  a 
spheroidal-celled   carcinoma,  evidently    the   result   of  pressure   on   the 
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original  cylindrical  cells.  The  first  operation  consisted  in  removing 
polypi  from  the  nose,  and  the  lateral  mass  of  the  ethmoid  came  away  with 
the  curette.  The  tumour  at  the  side  of  the  malar  bone  was  the  size  of  a 
walnut.  The  case  was  first  regarded  as  malignant  disease  of  the  upper 
jaw  and  it  was  referred  to  him  to  ascertain  whether  there  was  disease  in 
the  antrum.  He  did  not  think  such  a  large  tumour  could  be  connected 
with  the  antrum,  as  it  appeared  to  be  quite  separate,  but  the  skiagram 
showed  thtit  the  disease  had  tracked  from  the  ethmoid  along  the  lower 
border  of  the  orbit,  and  perforated  the  malar  bone.  He  removed  the 
tumour,  and  was  able  to  curette  away  the  disease  by  again  opening  the 
antrum  ;  and  as  the  lower  part  of  the  frontal  sinus  was  also  affected,  he 
curetted  that  also.  As  the  patient  was  very  emaciated  he  hesitated  about 
doing  any  more.  There  was  no  bulging  of  the  palate,  and  he  made  the 
incision  on  the  outer  side  along  the  floor  of  the  orbit.  He  removed  the 
tumour  with  a  scoop  and  cauterized  with  Paquelin's  cautery,  and  curetted 
the  ethmoid  and  cauterized  that  area  as  well.  These  growths  of  the 
ethmoid  were  but  slowly  progressing.  He  did  not  agree  with  Sir  StClair 
Thomson,  because  when  disease  started  in  the  antrum  the  whole  of  the 
upper  jaw  was  affected ;  but  if  it  started  in  the  ethmoid,  secondarily 
invading  the  antrum,  it  hugged  the  superior  wall,  as  in  this  case,  and 
usually  presented  at  the  inner  angle  of  the  orbit. 

Columnar-celled  Epithelioma  of  the  Nasal  Cavity  and  Left 
Antrum.— W.  Stuart-Low.— A  man,  aged  fifty.  Pathological  B.eport : 
"  The  eijithelium  is  of  columnar  type  arranged  in  irregular  tubes."  Thi& 
case  illustrates  the  slowness  of  the  growth  of  a  tumour  of  this  nature  and 
its  non-liability  to  infiltrate  and  spread  to  other  parts,  also  its  great 
tendency  to  recur  locally.  Three  thorough  operations  have  been  per- 
formed, the  first  (three  years  ago)  when  the  antrum  was  cleared  of  a 
mass  of  growth  by  the  canine  fossa  route,  the  ascending  process  of  the 
superior  maxillary  bone  being  removed  to  give  a  better  view  and  access. 
At  this  operation  it  was  found  that  the  inner  wall  of  the  antrum  had  been 
destroyed  by  the  disease,  and  the  inferior  and  middle  turbinals  involved. 
In  a  year  he  returned  with  a  recurrence  in  both  antral  and  nasal  cavities. 
A  similar  operation  to  the  first  was  performed,  and  now  after  a  lapse  of 
tAvo  years  there  is  again  a  i-eturn  of  the  growth  in  the  nose,  but  not  in 
the  antrum. 

Laryngeal  Tumour;  (?)  Adenoma  of  Right  Yentricular  Band. 
— Herbert  Tilley. — Male,  aged  fifty-two,  complained  of  hoarseness  of 
ten  to  fifteen  years'  duration.  No  symptoms  suggestive  of  tubercle. 
Wassermann  reaction  negative.  Note  made  August  11,  1913  :  Eight 
ventricular  band  uniformly  swollen,  slightly  congested,  not  ulcerated. 
Only  posterior  one-sixth  of  right  vocal  cord  can  be  seen,  and  it  moves 
freely  on  phonation.  Note,  January  10,  1914:  Right  ventricular  band  is 
swollen  to  such  an  extent  in  its  anterior  five-sixths  that  only  the  posterior 
end  of  the  vocal  cord  can  be  seen.  Swelling  is  of  globular  shape,  smooth, 
pale,  and  covered  with  a  pale  secretion.  A  small  papillomatous  growth 
can  be  seen  on  the  anterior  half  of  the  left  ventricular  band.  I  removed 
a  considerable  portion  of  the  right-sided  tumour  by  the  direct  method, 
under  local  anaesthesia. 

Pathological  Report. — "  The  tumour  is  apparently  of  the  nature  of  an 
adenoma  originating  from  a  crypt  in  connection  with  the  ventricle." 

Mr.  Herbert  Tilley  added  that  when  he  had  removed  the  piece 
from  the  right  ventricular  band  he  could  then  see  practically  the  whole 
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length  of  the  right  cord.  There  was  now  some  interarytsenoid  thickening 
and  a  rather  congested-looking  left  cord.  The  Wasserniann  reaction 
was  negative.  The  patient  was  such  a  fine  specimen  of  manhood  that 
tubercle  seemed  nnlikely,  especially  in  the  absence  of  any  physical  signs 
in  the  lungs. 

Mr.  KosE  said  that,  having  examined  the  microscopic  specimen,  he 
would  scarcely  use  the  word  "  adenoma  "  ;  it  seemed  to  him  to  be  a 
chronic  inflammatory  thickening. 

Sir  Felix  Semon  said  that  if  he  had  simply  seen  the  case  and  been 
told  nothing  about  it,  he  would  have  said  it  suggested  tubercle. 

Mr.  E.  I).  Davis  said  that  he  had  had  a  very  similar  case  to  that 
shown  by  Mr.  Tilley,  a  growth  limited  to  the  left  ventricular  band.  The 
case  was  followed  up,  and  proved  to  be  tuberculosis. 

Mr.  Heubert  Tilley  said  the  man  was  in  good  health,  there  was  no 
coucjh  or  o-eneral  weakness,  and  it  was  difficult  to  believe  the  condition 
was  tuberculous.  He  thought  the  iuflammatory  appearances  in  the 
section  might  be  due  to  the  mechanical  irritation. 

Frontal  Sinus  Burrs  for  Enlarging  the  Fronto- nasal  Canal 
when  Operating  by  the  Intranasal  Method. — Herbert  Tilley.— The 
instruments  are  shaped  like  the  ordinary  frontal  sinus  probe,  and  the 
posterior  and  superior  aspects  of  the  burr  are  planed  off  so  that  it  is 
practically  impossible  to  damage  posterior  wall  of  the  frontal  sinus. 

Mr.  Tilley  added  that  until  a  few  days  ago  he  was  imder  the  impres- 
sion that  the  instruments  were  unlike  any  he  had  hitherto  seen,  but  he  had 
since  ascertained  that  an  almost  identical  means  of  enlarging  the  fronto- 
nasal canal  had  been  invented  by  a  Dr.  Sullivan  in  America. 

Maxillary  Antroscope. — Dan  McKenzie. — An  instrument  modelled 
on  the  cystoscope,  or  naso-pharyngoscope,  for  examination  of  the  maxillary 
antrum.  It  is  introduced  into  the  cavity  through  a  trocar.  The  exhibitor 
had  found  difficulty  in  recognising  detail  during  the  examination,  but 
believed  the  ability  to  do  so  would  arrive  in  time. 

The  President  said  the  instrument  was,  to  him,  an  old  friend.  He 
started  with  Valentine's  salpingoscope  ten  years  ago,  and  used  it  eighteen 
months  for  examining  the  Eustachian  tubes,  upper  and  nasal  fossa,  naso- 
pharynx, etc.,  but  he  also  foimd  it  difficult  to  get  a  comprehensive  view  of 
the  parts.  It  was  easy  enough  to  pass  the  instrument  through  an  opening 
in  the  inferior  meatus  into  the  antrum,  but  it  was  impossible  to  get  a 
really  good  idea  of  what  the  interior  was  like. 

Acute  Suppurative  Frontal  Sinusitis,  due  to  Bathing. — 
C.  W.  M,  Hope. — Case  1. — Male,  aged  twenty,  was  admitted  to  hospital 
on  September  23,  1913,  at  8  p.m.  Condition  on  Admission. — Left  frontal 
region  red  and  swollen ;  fluctuation  present.  Eye  closed ;  oedema  over 
maxilla.  Marked  tenderness  over  frontal  sinus.  Pus  in  middle  meatus  ; 
anterior  end  of  middle  turbinal  red  and  swollen.  Septal  deviation  high 
up  to  left.  Patient  felt  and  looked  very  ill.  Temperature,  98-6°  P. ; 
pulse,  76.  Previous  History. — Swimming  four  days  before  admission, 
followed  day  after  by  pain  and  swelling  around  left  eye.  Operation, 
10.30  p.m.  :  Maxillary  antrum  pimctured ;  full  of  pus ;  washed  out. 
Incision  made  through  eyebrow  and  continued  down  on  to  side  of  nose. 
On  incising  periosteum  a  large  amount  of  pus  escaped.  Probing  revealed 
a  sinus  through  floor  of  sinus  into  upper  part  of  orbit,  periosteum  stripped 
up  into  orbit  for  1  in.  and  up  on  to  front  wall  of  frontal  sinus  for  2  in. 
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Portion  of  floor  cut  away,  also  part  of  fronto-nasal  process  of  superior 
maxilla  to  enlarge  infundibuluni.  Bone  of  sinus  walls  did  not  bleed. 
The  whole  of  inner  lining  of  sinus  was  stripped  oft'  and  found  lying 
loose  amongst  pus.  Anterior  end  of  middle  turbinal  removed,  large 
rubber  drain  inserted  from  nose  into  sinus,  wound  closed  with  silkworm- 
gut  sutui'es.  Pus  on  culture  proved  to  be  pure  Staphylococcus  lyyoyenes 
aureus.  Subsequent  Progress. — Swelling  rapidly  went  down.  Dischai'ge 
from  sinus,  at  first  great  in  amount,  soon  diminished.  October  1 :  100 
million  mixed  staphylococcus  vaccine.  October  7 :  100  million  mixed 
staphylococcus  vaccine.  November  1 :  Temperature,  100°  F.;  puffiiiess 
at  inner  canthus,  catheter  impassable.  November  2 :  Temperature, 
100'2°r.;  more  swelling;  inner  end  of  wound  opened  up,  pus  escaped; 
small  tube  inserted  into  sinus  ;  removed  at  end  of  four  weeks.  November 
27 :  Sequestrum  felt  in  sinus  with  catheter.  November  29 :  Radical 
Killian  operation  performed  ;  whole  of  bridge  and  most  of  inner  wall 
found  to  be  necrotic,  exposing  dura.  Fistula  found  leading  into  right 
frontal  sinus.  Wound  sutured  entirely  except  for  tiny  drain  at  inner 
canthus.  December  31 :  Discharged  cured.  February  20  :  Deformity 
of  operation  markedly  diminished  ;  nose  clean.  There  has  at  no  time 
been  any  diplopia. 

Case  2. — Female,  aged  fourteen,  was  admitted  to  hospital  on 
October  29,  1913,  with  oedema  of  left  frontal  region,  eyes,  and  over 
maxilla. 

Previous  History. — Perfectly  well  until  she  went  swimming  on 
October  22.  Next  day  had  pain  in  nose  and  left  epiphoia  ;  swelling 
appeared  on  October  28.  Temperature  100°  F.,  pulse  108,  on  admission. 
Fomentations,  hot  inhalations  ordered.  When  seen  on  November  2  the 
left  eye  was  completely  closed  ;  marked  swelling  on  left  side  of  face  and 
left  frontal  region.  Fluctuation  over  and  around  frontal  sinus. 
Temperature  101 '4°  F.,  pulse  84.  Left  middle  meatus  full  of  pus  and  a 
few  small  polypi. 

Operation  same  evening  :  Exactly  similar  condition  found  on  operating 
as  in  Case  I,  but  infection  was  a  pure  culture  of  streptococcus.  Anterior 
ethmoidal  cells  being  infected,  they  were  cleared  out. 

Following  operation  patient  shortly  developed  very  marked  mental 
symptoms,  "terrors  "  by  day  and  night,  and  difficult  to  keep  in  bed  at 
times.  Temperature  varied  from  98-2°  to  99-8°  F.  Tissues  became 
adherent  to  bone  forming  anterior  wall  of  sinus  and  wound  healed  up  by 
first  intention.  November  26  :  Temperature  rose  to  100'4°  F.  Some 
puffiness  above  eye.  November  30  :  Wound  reopened.  Sinus  found  full 
of  polypi  and  several  sequestra.  A  large  area  of  dura  mater  was  exposed, 
covered  with  granulations.  Sinus  was  carefully  cleared  of  polypi  and 
exuberant  granulations  and  a  drain  left  for  four  days  at  inner  end  of 
wound.     Mental  symptoms  soon  disappeared. 

Except  for  a  little  infection  of  anterior  ethmoid  cells  patient  has  now 
completely  recovered.  There  was  never  any  infection  of  the  maxillary 
antrum.     Slight  diplopia  in  tipper  part  of  field  only. 

The  President  gathered  that  in  both  cases  the  patients  were  swimming 
in  a  bath,  not  in  the  sea.  Some  years  ago  there  was  almost  an  epidemic 
of  accessory  sinus  infection  as  well  as  middle-ear  disease,  which  developed 
in  some  into  mastoid  trouble  as  a  result  of  bathing  in  a  particular  bath  in 
one  of  the  mining  villages  of  South  Wales. 

Dr.  DoNELAN  said  that  he  found  on  inquiry  that  the  youth  was 
frequently  in  the  habit  of  jumping  into  the  water  feet  foremost,  while  the 
girl   invariably  did  so.     As   well  as    he    could    remember.    Sir    StClair 
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Thomson  was  the  only  authority  who  had  called  attention  in  writing  to 
the  objections  to  this  form  of  diving  on.  account  of  risk  to  the  sinuses. 

Mr.  Whale  thought  that,  as  regards  the  girl,  a  second  operation 
would  be  necessary,  as  there  was  much  pus  in  tlie  infundibulum  at 
present.  Her  case  almost  exactly  resembled  a  recent  case  of  his.  At  the 
lower  angle  of  the  outer  incision  in  this  girl's  case  there  was  a  tender 
lump,  suggesting  eaidy  keloid  formation,  and  that  was  so  in  his  case  also. 
After  the  second  operation  the  keloid  thickening  had  spread  so  much 
that  he  had  to  ionize  her  with  2  per  cent,  sodium  chloride  through  eight 
thicknesses  of  lint  for  twenty  minutes,  with  a  strength  of  20  ma.,  once  a 
week  for  five  weeks,  the  negative  pole  being  applied  to  the  keloid  scar. 

Mr.  Norman  Patterson  asked  why  Mr.  Hope  aj)plied  sutures  in 
these  cases.  The  best  plan,  he  considered,  was  to  leave  the  wound  fairlv 
widely  open,  and  allow  external  drainage  to  take  place.  Subsequently 
very  little  scarring  resulted.  He  did  not  think  that  immediate  closure  of 
the  wound  was  a  safe  procedure. 

Dr.  Peters  asked  whether  Mr.  Hope  in  future  intended  to  leave  open 
part  of  the  incision  and  close  it  when  the  suppuration  had  settled  down, 
or  whether  he  would  close  the  incision  at  the  first  operation. 

The  President  said  that  in  these  cases  it  was  difiicult  to  know  when 
all  the  necrotic  bone  had  been  got  away.  He  had  had  cases  in  which  it 
was  necessary  to  open  again,  to  give  vent  to  pieces  of  bone.  That  was 
largely  due  to  one's  conservative  instincts,  because  one  opei-ated  to  relieve 
tension  and  give  the  bone  a  chance  to  recover  or  to  prevent  subsequent 
deformity. 

Mr.  Hope  replied  that  the  front  wall  of  botli  sinuses  was  laid  bare, 
and  there  was  no  periosteum  on  either  side.  He  thought  he  would  give 
the  tissues  a  chance  to  readhere.  He  sutured  them  up  again  because  he 
thought  it  would  give  the  bone  a  chance  of  recovering. 

The  Influence  of  Pregnancy  on  Lupus  of  the  Nose.— E.  A. 
Peters. — Female,  aged  twenty-seven,  first  seen  in  April,  1913,  with  the 
history  of  scraping  for  lupus  four  years  previously.  Active  lupus  was 
observed  around  the  nose  and  on  the  septum  and  outer  wall.  There  was 
also  a  patch  of  ulceration  to  be  seen  on  the  right  lateral  pharyngeal  band. 
The  left  false  cord  was  swollen,  and  hypertrophic  ulcerated  tissue  protruded 
from  the  region  of  the  ventricle.  Injections  of  B.E.  from  xottott  ^^  loVo' 
mgrm.  were  carried  out  in  two  series  up  to  November,  1913.  The  reaction 
was  never  great  and  the  local  conditions  improved  so  that  in  the  larynx 
only  a  slight  fulness  of  the  superior  cord  remained.  A  child  was  born 
January,  1914,  and  the  present  condition  indicates  a  genei'al  relapse  with 
consolidation  of  the  right  lung.  The  evening  temperature  ranges  from 
100°  F.  The  feature  of  the  case  is  the  transition  from  lupus  at  the  nares 
to  tuberculosis  in  the  lung.  The  appearance  of  the  larynx  is  of  inter- 
mediate character  and  the  process  commenced  in  the  ventricle.  Is  it 
necessary  to  invoke  a  double  infection  ? 

Mr.  A.  J.  Martineau  said  the  case  was  of  interest  as  showing  the 
influence  of  pregnancy  on  cases  of  lupus.  In  a  case  which  Dr.  H.  J. 
Davis  saw  with  him,  it  became  necessary  to  advise  a  young  lady  with 
healing  lupus  of  the  larynx  as  to  whether  she  might  safely  marry.  On 
general  grounds  the  advice  tendered  was  to  postpone  the  marriage  until 
sound  healing  occun-ed.  The  correctness  of  this  advice  was  confinned  by 
the  course  of  this  case. 

Sir  StClair  Thomson  said  it  was  not  unusual  for  lupus,  on 
marriage,  to  pass  into  tuberculosis  of  the  lung.     He  had  watched  a  case 
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of  lupus  for  fifteen  years.  As  long  as  the  patient  remained  unmarried 
the  lupus  was  kept  well  under  control,  but  marriage  and  motherhood 
were  accompanied  by  a  rapid  spread,  and  the  development  of  symptoms 
in  the  chest.  He  agreed  that  these  people  should  be  strongly  warned 
against  marriage. 

Dr.  Peters,  in  reply,  asked  whether  it  was  a  question  of  double  or 
of  sino-le  infection.  In  cases  of  lupus  it  was  not  uncommon  to  see  a  dis- 
tribution of  the  lupus  by  the  blood,  and  deposits  in  the  skin. 

Unilateral  Abductor  Paresis  of  the  Left  Cord.— E.  A.  Peters.— 

A  woman,  aged  forty-two,  became  suddenly  hoarse  three  weeks  ago  and 
experienced  "a  difficulty  in  swallowing  fluids.  General  health  good. 
Auscultation  of  the  chest  gave  a  negative  result.  On  examination  of  the 
oesophagus  a  slightly  ulcerated  growth  could  be  seen  8  in.  from  the 
teeth.  Probably  secondary  glandular  infection  had  involved  the  left 
recurrent  nerve. 

Tumour  on  the  Left  Yocal  Cord.— James  Donelan. — Patient,  a 
woman,  aged  twenty-six,  had  been  hoarse  for  several  years.  Operation 
on  May  5,  1909,  by  Prof.  Gradenigo,  of  Turin.  Voice  improved,  but  not 
clear.     Had  become  again  very  hoarse  in  the  last  three  weeks. 

Mr.  Herbert  Tilley  said  he  saw  a  white  projecting  point  on  the  left 
cord,  around  which  the  cord  was  congested,  and  the  cord  was  not  moving 
so  freely  as  its  fellow.  He  would  not  be  surprised  if  it  proved  to  be 
intrinsic  malignant  disease  of  the  cord.  He  advised  that  it  should  be 
examined  by  the  direct  method. 

Mr.  Waggett  said  he  derived  much  the  same  impression  as  did  Mr. 
Tillev  ;  the  spike  of  white  might  even  prove  to  be  a  piece  of  cartilage 
coming  away.  Direct  examination  would  leave  no  doubt  as  to  diagnosis. 
The  cord  moved,  but  much  of  it  had  been  cut  away,  and  was  at  a  lower 
level  than  the  sound  cord.  It  was  a  good  case  for  the  Killian's  suspension 
laryngoscopy. 

Dr.  Donelan  replied  that  the  case  might  be  a  late  recurring  papilloma. 
Such  forms  of  papillomata  recurring  after  five  or  six  years  were 
included  in  the  second  group  of  Bruns's  classification.  He  thought  the 
perfect  mobility  of  the  vocal  cord  and  the  patient's  twenty-six  years  were 
ao-ainst  malignancy.  Sir  Felix  Semon,  who  had  also  examined  the  case, 
said  that,  in  his  opinion,  whatever  the  exact  form,  it  was  certainly  some 
benign  neoplasm. 


NOSE. 

Richardson.  C.  W.— Vaso-motor  Disturbances  of  the  Tipper  Air  Tract. 

"  Annals  of  Otology,  etc.,"  vol.  xxi,  p.  817. 
Insists  upon  the  importance  of  the  subject,  and  regrets  the  too 
frequent  indulgence  in  cauterising  and  removing  turbinates,  even  at  the 
present  day.  Urges  the  necessity  of  diet,  exercise,  avoidance  of  over- 
work, and  excessive  nervous  zeal,  with  mild  local  treatment.  A  very 
short  paper,  with  a  value  in  inverse  proportion  to  its  length. 

Macleod  Yearsley. 
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TJlricli,  Henry  L..  M.D.  (Minneapolis). — Some   Notes  on  Hay  Fever. 
"  Journ.  Amer.  Med.  Assoc,"  April  18,  1914. 

From  a  review  of  the  literature  and  a  study  of  the  disease  itself,  the 
author  believes  that  hay  fever  is  a  hypersensibility  to  a  foreign  protein, 
the  irregularity  of  time,  sequence  and  intensity  of  the  svmptoms 
suggesting  the  hypersensibility  of  nerve  and  tissue  groups  to  an  ii-regular 
protein  intoxication,  the  portal  of  entry  of  which  is  the  nose.  In  other 
words  the  process  is  of  the  nature  of  a  protein  toxicosis. 

Investigating  the  subject  further  Dr.  Ulrich  made  an  extract  of 
ragweed  pollen  by  means  of  Dunbar's  method,  with  which  he  treated 
twelve  cases  of  hay  fever.  His  method  was  to  inject  0'5  c.c.  of  a  dilution, 
never  greater  than  1 :  500,000  nor  less  than  1 : 1,000,000,  the  latter  dose 
being  more  satisfactory  and  safer.  The  patients  in  the  majoritv  of 
instances  were  relieved  partially  or  wholly  from  symptoms  in  from  fifteen 
minutes  to  two  hours.  This  relief  lasted  sometimes  a  few  hours,  again 
for  days,  one  week  being  the  longest.  There  was  a  gradual  impi'ovemeut 
of  spnptoms  in  the  majority  of  cases  which  cannot  be  explained  wholly 
by  a  diminution  of  pollen  in  the  air.  From  the  manner  of  its  production 
and  its  short  duration  the  writer  is  convinced  that  a  refractory  or 
inhibitory  phase  of  hypersensibility  was  produced. 

Birkett  (Rogers). 


EAR. 

Sack,  N.  (Moskow). — A  Case  of  Atrophy  of  the  Ear  associated  with 
Mal-development  of  the  Skull  and  Atrophy  of  the  Facial  Nerve. 

"  Monats.  f.  Ohrenh.,"'  Year  47,  No.  7. 

A  nine-year-old  boy  of  poor  development  was  brought  to  the  author 
by  his  father,  who  stated  that  the  left  ear  had  recently  become  stopped. 
Examination  revealed  a  typical  tubal  catarrh,  and  on  the  right  side  a 
most  remarkable  deformity  of  this  ear  and  side  of  the  skull,  which 
consisted  in  a  mici'otic  auricle  of  about  3  cm.  in  length,  no  trace  of  an 
external  meatus  or  mastoid  process,  whilst  the  posterior  portion  of  the 
skull  was  flattened,  and  the  parietal  and  occipital  bones  more  stronglv 
developed  than  those  on  the  left  side.  The  head  was  held  in  tlie  position 
of  torticollis  towards  the  right  side,  there  was  a  scoliosis  of  the  neck  with 
the  convexity  towards  the  right  and  a  compensatory  curve  in  the  opposite 
direction  in  the  thoracic  region,  and  the  usual  asymmetry  of  the  face. 
Paralysis  of  the  upper  half  and  paresis  of  the  lower  half  of  the  right 
facial.  Eye  movements  and  pupils  normal.  Tongue  normal.  Sensation 
of  the  face  and  interior  of  the  mouth  normal.  Paralysis  of  the  right  soft 
palate.  Taste  normal.  Post-nasal  space  examined  by  palpation,  normal 
with  the  exception  of  the  presence  of  adenoids.  Tuning-forks  of  under 
200  vibrations  were  not  heard  via  air  on  the  affected  side,  and  the 
perception  for  the  lower  forks  via  bone  was  much  reduced.  The  deformity 
of  the  face  and  ear  was  noted  soon  after  birth. 

Sack  considered  that  as  the  Weber  test  was  not  lateralised  to  sound 
side,  and  that  as  the  sense  of  audition,  though  depreciated,  existed  on 
the  affected  side,  that  a  tympanic  cavity  was  present.  He  also  regarded 
the  facial  paresis  was  due  to  some  cause  situated  other  than  centi-allv, 
probably  to  pressure  effects  of  the  developmental  arrest,  and  he  further 
contends  that  the  paresis  of  the  soft  palate  is  in  favour  of  the  view  that 
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its  innervation  is  via  the  geniculate  ganglion,  great  superficial  petrosal 
nerve  and  sphenopalatine  ganglion. 

The  narration  of  this  case  forms  the  basis  for  a  speculative  discussion 
on  the  aetiology  of  the  condition  in  this  instance,  and  in  others  of  a 
similar  natui-e  with  the  usual  review  of  the  literature  available  to  the 
author  on  the  subject.  Alex.  B.  Tweedie. 


CORRESPONDENCE. 

THE  INTRANASAL  OPERATIVE  TREATMENT  OF  FRONTAL 
SINUS  SUPPURATION. 

To    the   Editor  of  The  Journal   of   Laryngology,  Rhinology,  and 

Otology. 

Sir, — May  I  draw  attention  to  the  absence  of  a  description  in  the 
Official  Reports  of  the  demonstration  on  my  intranasal  methods,  which 
I  gave  on  August  11,  1913,  at  the  International  Congress  of  Medicine 
in  London,  in  accordance  with  the  official  programme  of  the  Laryngo- 
logical  Section. 

The  operation  by  "anterior  entry,"  which  I  described  and  illustrated  in 
the  Journal  of  Laryngology,  Rhinology,  and  Otology,  May,  1914, 
covers  the  ground  of  my  demonstration  at  the  International  Congress ; 
while  a  more  recent  demonstration,  which  I  had  the  privilege  of  giving  in 
the  Lai'yngological  Section  of  the  British  Medical  Association  Meeting  at 
Aberdeen  last  July,  is  substantiall}'  the  same,  and  hence  hardly  merits 
any  further  extended  note  in  your  reports  of  the  proceedings  of  that 
meeting. 

I  have  the  honour  to  remain, 

Yours  faithfiilly, 
Sejptember,  1914.  P.  Watson-Williams. 


NOTES   AND   QUERIES. 

Cocaine  and  Adrenalin  during  the  War. 

"We  are  obliged  to  Messrs.  Duncan,  Flockhart  &  Co.,  and  to  Messrs.  Parke,  Davis 
&  Co.  iov  the  following  information. 

Cocaine. — The  price  of  cocaine  in  England  has  advanced  since  the  war  broke 
out  from  10s.  to  15s.  an  ounce.  This  rise  is  chiefly  due  to  the  fact  that  the 
British  Government  has  been  purchasing  large  quantities  of  the  drug.  Cocaine  is 
made  from  the  coca  leaf,  which  is  cultivated  in  British  India,  Java,  and  South 
America,  and  supplies  are  expected  shortly  which  will  probably  reduce  the  price 
of  the  drug.  But  a  reduction  to  the  figure  prevailing  prior  to  the  outbreak  of  the 
war  is  highly  improbable. 

With  regard  to  the  synthetic  local  anaesthetics  such  as  Novocame,  Eucaine, 
etc.,  the  stocks  in  England  are  sufficient  to  meet  all  ordinary  demands.  Conse- 
quently, the  price  of  these  articles  has  risen  but  slightly.  Although  hitherto 
largely  prepared  abroad,  steps  have  already  been  taken  to  manufacture  them  in 
England  for  the  future. 

The  price  of  the  suprarenal  gland  extracts  {adrenaliii,  supra-renin,  etc.)  has 
not  so  far  been  affected  by  the  war. 
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CLINICAL    ASPECT    OP    OTOSCLEROSIS.^ 
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Assistant-Siirc^eon,  Ear  and  Throat  Department,  Royal  Infirmary,  Edinburgh  ; 

Lecturer  on  Diseases  of  the  Xose,  Throat  and  Ear,  School  of  Medicine  of 

the  Royal  Colleges,  Edinburgh;  Aural  Surgeon  to  Leith  Hospital;  and 

Gideon  Walker,  M.B.,  Ch.B., 

Clinical  Assistant,  Ear  and  Throat  Department,  Royal  Infirmary,  Edinbiu-gh. 

From  the  Ear  and  Throat  Department,  Royal  Infirmary,  Edinburgh  (under  the 
charge  of  A.  Logan  Turner,  M.D.,  F.R.C.S.E.,  F.E.S.E.). 

In  attempting-  to  discuss  the  clinical  aspect  of  otosclerosis  we  are 
at  once  met  with  a  difficulty,  viz',  is  it  possible  in  the  present  state 
of  our  knowledge  to  make  a  certain  clinical  diagnosis  of  all  cases 
of  otosclerosis  during  life  ?  Lucae,  for  example,  held  that  it  was 
not  possible  to  draw  a  line  between  otosclerosis  on  the  one  hand 
and  chronic  progressive  deafness,  due  to  adhesive  processes,  etc., 
on  the  other.  We  can,  of  course,  eliminate  patients  with  scars  of 
the  drum-head  adherent  to  the  ossicles  or  inner  tympanic  wall, 
cases  of  dry  perforation,  etc.,  but  there  remain  patients  with 
slight  abnormalities  of  the  tympanic  membrane,  such  as  opacity 
and  loss  of  gloss,  in  which  it  is  impossible  to  be  certain  that  oto- 
sclerosis is  not  present. 

Again,  there  are  well-known  instances  reported  by  Siebenmann, 
Manasse,  Bruehl,  and  others,  in  which  nerve  deafness  was  diag- 
nosed during  life,  and  yet  on  microscopic  examination  of  the  ear 

1  Read  at  the  meeting  of  the  British  Medical  Association  at  Aberdeen,  July, 
1914. 
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ostitis  vasculosa  was  found  to  be  present.  Further,  althougli  some 
degree  ot"  atrophy  of  the  nerve  structures  has  been  reported  in 
most  cases  of  advanced  otosclerosis,  there  are  other  instances  in 
which  practically  no  degenerative  changes  have  been  found  in  the 
membranous  labyrinth  or  auditory  nerve. 

There  are  three  groups  of  opinion  as  to  the  pathology  of  oto- 
sclerosis:  (1)  That  it  is  a  chronic  inflammatory  process  stai'ting 
from  the  muco-periosteum  of  the  middle  ear  ;  (2)  that  it  is  an  here- 
ditary developmental  anomaly  in  the  post-embryonic  growth  of  the 
labyrinth  capsule;  and  (3)  that  it  is  a  trophoneurosis.  I  need 
not  trouble  you  with  other  isolated  views  as  to  the  connection 
of  otosclerosis  with  osteomalacia,  rheumatoid  arthritis,  disorders 
of  the  accessory  thyroid  glg-uds  or  the  sympathetic  nervous 
system,  etc.  My  own  view  at  present  is  in  favour  of  the  first 
theory,  i.  e.  that  at  least  some  cases  of  otosclerosis  are  due  to  a 
chronic,  locally  infective,  inflammatory  process,  starting  in  the 
muco-periosteum  of  the  middle  ear  in  the  region  of  the  anterior 
margin  of  the  oval  window.  The  reasons  for  this  special  seat 
of  predilection  have  been  well  stated  by  Bruehl,  and  need  not 
be  repeated. 

We  must  not  forget  that  the  tympanic  ossicles  and  joints  are 
the  only  bones  and  joints  in  the  body  that  ai-e  covered  merely  by 
mucous  membranes.  They  appear,  therefore,  to  be  especially  liable 
to  infection  from  the  surface. 

I  think  that  many  of  you  will  agree  with  me  when  I  say  that 
the  middle  ear  often  makes  a  better  recovery  from  acute  purulent 
than  from  catarrhal  otitis  media.  I  think  it  probable  that  catar- 
rhal otitis  may  linger  in  the  region  of  the  oval  window  and  in  time 
invade  the  bone,  and  I  can  show  specimens  from  two  cases  which 
go  to  support  the  view  that  ostitis  vasculosa  may  follow  an  inflam- 
matoiy  process  in  the  middle  ear. 

At  the  same  time  we  must  admit  that  in  the  great  majority  of 
cases  of  otosclerosis  hitherto  microscopically  examined  the  tympanic 
mucosa  has  been  normal  or  almost  noi'mal. 

The  question  of  heredity — so  marked  in  otosclerosis — may 
merely  amount  to  this :  In  certain  families  the  whole  auditory 
apparatus  is  congenitally  weak  and  is  unable  to  completely  throw 
off  an  attack  of  acute  otitis  media,  which  lingers  in  the  muco- 
periosteum  in  the  region  of  the  oval  window  and  in  time  invades 
the  bone. 

For  the  purpose  of  this  paper,  1 53  cases — clinically  regarded  as 
otosclerosis — have    been    analysed   by    Dr.    Gideon    Walker   and 
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myself  (J.  S.  F,).  Of  these,  21  occurred  in  my  private  practice 
and  132  were  obtained  from  the  Ear  and  Throat  Department  of  the 
Royal  Infirmary  by  the  kindness  of  Dr.  Logan  Turner, 

In  the  great  majority  of  cases  the  tympanic  membranes  were 
entirely  normal,  but  in  26  cases  there  were  slight  abnormalities  of 
the  drum-head  such  as  opacity  and  loss  of  polish. 

Sex. — Out  of  153  patients,  99  were  females  (64  per  cent.)  and 
54  were  males  (36  per  cent.). 

Age  of  Onset. — (Recorded in  only  116  out  of  153  cases).  Under 
20  years,  26  cases  ;  from  20  to  30  years,  52  cases ;  over  30  years, 
38  cases. 

Suggestions  as  to  Causation. — A  definite  history  of  family 
deafness  was  obtained  in  39  cases.  Nine  females  stated  that 
pregnancy  had  had  a  marked  effect  in  making  the  deafness  worse. 
Seven  females  attributed  the  deafness  to  anemia.  A  history  of 
rheumatism  was  obtained  from  six  patients.  In  only  six  cases  did 
the  patient  give  a  history  of  suppurative  otitis.  Unfortunately, 
the  question  of  catarrhal  otitis,  i.  e.  attacks  of  earache  not  accom- 
panied by  otorrhoea  in  childhood  or  early  adult  life  was  not 
inquired  into.  Perhaps  this  is  not  very  important,  as  it  will  be 
generally  admitted  that  most  children  have  had  attacks  of  earache 
at  one  time  or  other. 

Symptoms. — Deafness  was  present  more  or  less  in  all  cases. 

Tinnitus  was  a  marked  symptom  in  the  great  majority. 

Giddiness  was  mentioned  in  39  cases — present  in  20  and  absent 
in  19  ;  these  figures  are,  of  course,  fallacious,  as  only  the  patients 
with  giddiness  would  mention  the  presence  of  this  symptom,  while 
in  the  others  its  absence  would  not  be  noticed  unless  the  question 
were  inquired  into. 

Pain. — Slight  pain  of  a  neuralgic  diaracter  was  mentioned  by 
eight  patients. 

Before  leaving  the  question  of  symptomatology  I  should  like  to 
say  something  about  the  fades  of  patients  suffering  from  oto- 
sclerosis. I  have  been  struck  by  the  somewhat  mask-liJce  counten- 
ance of  these  patients — their  expressionless  appearance.  This  may, 
of  course,  merely  be  due  to  their  deafness  and  consequent  loss  of 
interest  in  their  surroundings,  but  I  have  not  noticed  the  appear- 
ance to  the  same  extent  in  patients  suffering  from  severe  deafness 
due  to  chronic  purulent  otitis  media  and  its  results.  The  weaken- 
ing of  nerve  influence  mentioned  by  Froeschels  and  others  may 
possibly  have  something  to  do  with  this  loss  of  expression. 

Examination  of  the  Patients  :  External  Meatus. — A  special  note 
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with  regard  to  this  was  made  in  only  26  cases.  In  14  the  meatus 
was  wide  and  free  from  wax^  while  in  12  wax  was  present.  These 
numbers  are,  of  course,  too  small  to  justify  any  conclusion. 

Tickling  Sensation. — This  is  dealt  with  later,  and  I  would  merely 
mention  here  that  since  Froeschels  noted  this  symptom  (loss  of 
sensibility  for  tickling  in  otosclerosis)  other  observers  have  found 
it  in  deaf-mutes  and  in  cases  of  the  chronic  adhesive  process,  so 
that  its  value  as  a  diagnostic  sign  is  not  very  great.  It  probably 
points  to  weakness  of  the  nerve  supply  of  the  meatus  derived  from 
the  trigeminal  and  vagus. 

Tympanic  Membrane. — The  condition  of  the  drumhead  was 
recorded  in  138  cases.  In  112  it  was  normal,  and  in  15  of  these  the 
congestion  of  the  promontory  was  seen  through  the  transparent 
drumhead — the  so-called  "  flamingo  "  tinge.  In  26  cases  there 
was  slight  abnormality  of  the  tympanic  membrane — opacity  or  loss 
of  gloss. 

Eustachian  Tubes. — The  condition  of  the  tubes  was  noted  in 
117  cases.  In  105  the  tubes  Avere  patent,  while  in  12  there 
appeared  to  be  slight  obstruction.  In  no  case  was  any  improve- 
ment in  hearing  obtained  after  inflation.  It  is  usually  stated  that 
in  otosclerosis  the  Eustachian  tubes  are  abnormally  patent,  but  I 
do  not  know  that  many  otologists  are  in  the  habit  of  catheterising 
normal  middle  ears  in  order  to  become  acquainted  with  the  normal 
patency  of  the  tube.  I  certainly  have  no  such  standard  to  guide 
me,  and  I  veiy  much  doubt  if  other  otologists  are  in  a  different 
position . 

Rhinoscojoy. — Noted  in  88  cases.  The  nose  was  normal  in  52  of 
these  patients,  while  in  16  there  Avas  slight  turbinal  enlargement, 
in  12  deviation  of  the  nasal  septum,  in  4  rhinitis  sicca,  and  in  4 
catarrhal  rhinitis  and  adenoids  Avere  present. 

Functional  Examination  :  Weber's  Test  noted  in  82  cases. 
Weber  lateralised  to  the  worse  ear  in  45 ;  not  lateralised  in  27 ; 
Weber  lateralised  to  the  better  ear  in  10  cases  (in  4  of  these 
the  patient  was  almost  entirely  deaf  in  the  Avorse  ear). 

Schicabach's  Test. — Noted  in  101  cases.  ScliAvabach's  lengthened 
in  94,  normal  in  5,  and  shortened  in  only  2  cases. 

Rinne's  Test. — Reported  on  in  all  cases  (153).  Rinne  negative 
in  both  ears,  137  cases  ;  Rinne  positive  in  one  ear  and  negative  in 
the  other,  14  cases  ;  Rinne  positive  in  both  ears,  2  cases. 

Gelles  Test. — I  have  not  found  this  test  satisfactory  and  there- 
fore give  no  statistics  as  to  the  results  obtained.  The  test  was 
tried  in  various  Avays — the  tuning-fork  being  placed  in  the  middle 
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line  of  the  vertex,  on  the  mastoid  process,  or  again  upon  the 
Politzer  bag  used  to  raise  tlie  air  pressure  in  the  external  auditory 
meatus.  This  test  was  applied  to  many  normal  people — medical 
students  and  others — but  I  found  that  the  results  were  by  no 
means  uniform,  i.  e.  the  students  by  no  means  always  stated  that 
the  sound  of  the  tuning-fork  was  diminished  when  the  air  in  the 
external  meatus  was  compressed.  Some  obseiwers  hold  that  if  the 
Eustachian  tube  is  very  patent  Gelle^s  test  fails,  because  the  air  in 
the  tympanic  cavity  is  driven  through  the  tube  when  the  air 
pressure  in  the  meatus  is  raised. 

Low  Tones. — I  regard  the  total  loss  of  perception  by  air  conduction 
of  the  C-^oforJc  as  the  most  important  clinical  sign  of  otosclerosis,  and 
I  have  been  struck  by  the  fact  that  the  great  majority  of  cases  of 
suppurative  otitis  media  aud  of  adhesive  processes  aud  dry  perfora- 
tions following  chronic  purulent  otitis  can  hear  this  fork.  Loss  of 
hearing  for  the  Cjg  fork  is  of  little  or  no  importance,  as  many 
normal  people  cannot  appreciate  this  sound.. 

The  results  of  testing  the  air  conduction  for  the  tuning-fork 
C^g  and  Cgo  were  reported  on  in  104  cases ;  none  of  these  patients 
were  able  to  appreciate  these  tones.  Hearing  for  C^  was  reported 
on  in  87  cases ;  this  fork  was  heard  by  24  and  not  heard  at  all 
by  63  patients. 

Middle  Tones. — These  include  C^os;  C^se,  and  Cg^o.  These  forks 
were  heard  by  47  and  not  heard  at  all  by  air-conduction  by  23 
patients ;  total  70. 

Upper  Tone  Limit. — Unfortunately  most  of  the  cases  were 
tested  by  means  of  the  Galton-Edelmann  Avhistle — an  unsatisfactory 
instrument.  The  upper  tone  limit  was  reported  on  in  84  cases  and 
was  normal  in  51,  almost  normal  in  5,  and  lowered  in  28. 

Watch  by  Air  Conduction. — Reported  in  98  cases,  heard  by  74, 
not  heard  by  24. 

Watch  by  Bone  Conduction. — Reported  in  87  cases,  heard  by  60, 
not  heard  by  27. 

Hearing  Distance. — Noted  in  87  cases.  (1)  Whisper  heard  at 
3  ft.  or  more,  8  cases ;  (2)  whisper  at  1  or  2  ft.,  42  cases ;  (3) 
marked  deafness,  i.  e.  hearing  worse  than  above,  37  cases. 

In  order  to  investigate  certain  points,  Dr.  Gideon  Walker 
requested  about  a  hundred  patients  to  report  themselves  at  the 
Royal  Infirmary,  but  only  tAventy  responded.  Of  these,  fifteen 
were  females  and  five  were  males.  In  six  of  these  patients  the 
onset  occurred  under  20  years,  in  nine  between  20  and  30,  and  in 
five  between  30  and  40.     In  seven  of  the  twenty  cases  there  was  a 
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marked  family  history  of  deafness,  and  in  four  pregnancy  and 
menstrual  troubles  were  assigned  as  the  cause.  In  no  case  was 
there  any  history  of  suppurative  otitis  media. 

Symptoms. — Deafness  was  present  in  all  cases  and  tinnitus  in 
eighteen.  The  patients  described  their  "noises"  as  buzzing, 
booming,  ringing,  or  resembling  the  sound  of  the  sea  or  wind. 

Paracusis  had  been  noted  by  the  patients  in  fifteen  out  of  the 
twenty  cases,  but  giddiness  was  only  mentioned  by  three  patients. 
Pain  of  a  neuralgic  character  was  present  in  six  cases. 

Examination. — In  nine  the  external  meatus  was  wide  and  free 
from  wax,  but  normal  in  eleven  cases.  The  sensibility  of  the 
external  meatus  to  tickling  was  tested  with  a  celluloid  Eustachian 
bougie,  and  also  with  a  fine,  cotton-tipped  pi-obe.  The  sensibility 
appeared  to  be  diminished  in  every  case  and  was  markedly  less  on 
the  side  of  the  worse  ear.  The  tympanic  membrane  was  normal 
in  twelve  cases  (in  two,  the  flamingo  tinge  was  present),  while  eight 
patients  showed  slight  abnormality  of  the  dru)n-head.  In  nineteen 
of  the  cases  the  Eustachian  tubes  inflated  easih',  but  in  one  case 
there  was  slight  obstruction.  In  none  of  the  patients  was  there 
improvement  in  the  hearing  distance  after  inflation.  Rhinoscopic 
examination  showed  practically  normal  conditions  in  all  patients. 

Functional  Examination. — SclncahacWs  Test  :  Bone  conduction 
lengthened  in  nineteen  cases  and  shortened  in  one. 

Weber's  Test  :  Lateralized  to  the  worse  ear  in  fifteen  cases  and 
not  lateralized  in  five  cases. 

Bi line's  Test :  It  was  decided  to  ascertain  the  tone  at  which 
Rinne's  test  became  positive,  and  to  compare  this  with  the  hearing- 
distance  in  each  case.  In  eight  early  cases,  in  Avhich  the  hearing 
was  comparatively  good,  these  tests  gave  the  following  results  : 
In  one  case  the  whisper  was  heard  at  twelve  feet,  and  Rinne 
became  positive  at  C^oo-  In  three  cases  the  conversation  voice 
was  heard  at  twelve  to  eighteen  feet,  and  Rinne  became  positive  at 
Cjjo.  In  two  cases  conversation  voice  heard  at  six  feet,  and  Rinne 
became  positive  at  Cj^^n^.  In  the  two  remaining  cases  in  this  group 
conversation  voice  was  heard  at  three  feet,  and  in  one  Rinne  became 
positive  at  Cjooj  and  in  the  other  at  Cnojs- 

In  the  second  gronii  of  twelve  late  cases,  in  which  the  hearing 
was  bad,  three  patients  heard  the  conversation  voice  at  from  one  to 
two  feet,  and  in  them  Rinne  became  positive  at  Cj^o.  In  one  case 
the  conversation  voice  was  heard  at  two  feet,  and  Rinne  became 
positive  at  Coo^g-  Two  patients  heard  the  raised  voice  at  only  six 
inches,  and  in  these  cases  Rinne  became  positive  at  C-^q^^.     Lastly, 
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six  patients  heard  tlie  raised  voice  at  six  inches  or  less,  and  in  these 
E,inne  only  became  positive  at  CoQjg.  We  thus  see  that  there  is  a 
very  close  relationshi])  between  the  degree  of  deafness  and  the  tone  at 
which  Rhine's  test  becomes  ijositive,  i.  e.,  in  early  cases  with  fairly 
good  hearing  Rinne's  test  only  gives  a  negative  result  with  the 
lower  pitched  forks,  whereas  in  the  latter  cases,  Avith  bad  hearing, 
Rinne's  test  is  negative  up  to  Cgo^g- 

Low  Tones. — C^g  and  C33  were  not  heard  in  any  case,  and  Cg^^  was 
only  heard  by  four  out  of  the  twenty  patients. 

Middle  Tones. — C^ng,  was  heard  by  nineteen  out  of  the  twenty 
patients. 

Upper  Tone  Limit. — This  was  tested  with  the  monochord,  and 

may  therefore  be  regarded  as  accurate.     In  the  eight  early  cases 

the  results  were  as  follows : 

Double  vibrations 
per  second. 

1  case,    whisper  at  12  ft.,  upper  tone  limit       .  .     16,000 

1  „       C.V.  15  ft.  „         „       „        .         .     15,000 

2  cases,  C.V.  from  6  to  18  ft.  „  „  „  .  .  14,000 
2  ,,  C.V.  „  3  to  6  ft.  „  „  „  .  .  13,000 
2     „       C.V.  about  3  ft.  „         „       „        .         .     11,000 

In  the  twelve  late  cases  the  results  were  as  follows  : 

Double  vibrations 
per  second. 

4  cases  C.  V.  at  1  to  2  ft.,  upper  tone  limit  from  12,000-14,000 

4     „      C.  V.  at  6  to  12  in.,        „  „  10,000-11,000 

4     „       C.  V.  at  3  to  6  in.,  „  „  8000-9000 

On  the  whole  the  results  of  these  tests  were  much  the  same  as 

those  obtained  by  Rinne's  test,  i.  e.  early  cases  with  comparatively 

good  hearing  had  an  upper  tone  limit  approaching  the  normal 

(18,000  D.V.S.),  while  late  cases  with  bad  hearing  had  a  greatly 

reduced  upper  tone  limit,  and  in  four  of  these  the  highest  tone 

appreciated  by  the  patient  was  only  from  8000  to  9000    D.V.S. 

According  to  Zwaardemacker,  the  upper  tone  limit  in  early  cases 

of  otosclerosis  is  raised  to  20,000  D.V.S.,  but  we  have  not  met  with 

one  of  these. 

Vestibular  Apparatus. — The  caloric  reaction  time  Avas  examined 
by  syringing  the  ears  with  water  at  the  room  temperature.  By  the 
method  we  employ  at  the  Royal  Infirmary,  Edinburgh,  the  average 
time  in  normal  people  is  about  twenty-five  seconds  till  the  rotatory 
and  horizontal  nystagmus  to  the  non-syringed  side  begins  to  appear. 
In  the  eight  early  cases  of  otosclerosis,  the  average  time  was  exactly 
twenty-five  seconds,  but  in  the  twelve  late  cases  the  average  time 
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was  only  nineteen  seconds.  These  numbers  are  probably  too  small 
to  draw  any  certain  conclusion,  but  they  appear  to  point  to  a  certain 
amount  of  hyper-sensibility  of  the  vestibular  apparatus  in  the  late 
stages  of  otosclerosis,  or  at  least  to  an  alteration  in  the  laby- 
rinthine fluid  favouring  the  production  of  vestibular  nystagmus. 


THE    TREATMENT    OF    OTOSCLEROSIS.! 

By  G.  J.   Jenkins,  M.B.,  C.M.Edin.,  F.R.C.S.Eng., 

Assistant  Aural  Sui-geon,  King's  College  Hospital,  etc. 

The  difficulties  in  the  way  of  a  satisfactory  treatment  of  otosclerosis 
must  be  great  until  the  problems  of  the  pathology  of  the  condition 
have  been  solved.  Otologists  have  for  many  years,  in  spite  of  or 
because  of  this  ignorance  of  the  pathology,  been  trying  various 
remedies  for  the  alleviation  of  the  symptoms  of  the  disease. 

When  first  recognised  as  a  clinical  entity  otosclerosis  was 
regarded  as  a  middle-ear  affection,  and  treatment  was  largely 
directed  to  the  middle-ear  tract. 

At  this  period  the  treatment  was  various — inflation  of  the  tym- 
panic cavity  with  air,  hot  and  cold,  oxygen  and  medicated  atmo- 
spheres, and  the  administration  of  drugs  supposed  to  influence 
chronic  inflammatory  processes.  Repeated  blistering  of  the  mastoid 
region  and  even  the  complete  post-aural  operation  were  tried. 

As  treatment  after  treatment  failed,  others  were  thought  of 
and  tried  with  indifferent  results. 

Later  it  was  found  that  certain  bone  changes  occur  in  the  region 
of  the  foramen  ovale,  and  that  the  condition  was,  therefore,  not 
purely  of  the  middle  ear. 

Many,  believing  these  changes  resultant  on  a  middle-ear  inflam- 
mation, continued  to  treat  otosclerosis  as  before  by  local  and 
general  medication  that  might  be  expected  to  influence  a  local 
inflammatory  condition. 

The  known  tendency  to  the  fixation  of  the  stapes  led  to  a 
thorough  trial  of  massage,  galvanism,  ionisation,  fibrolysin,  etc. 
It  has  been  the  endeavour  of  some  to  influeuce  these  local  chaueres 
hy  means  of  radium  and  X-rays. 

Since  then  there  has  been  a  further  advance  in  our  knowledge 

of  the  pathology.     It  has  been  found  that  the  bone  changes  in 

otosclerosis  may  be  found  in  isolated  patches  at  some  distance  from 

the  foramen  ovale,  indeed  in  any  part  of  the  bony  otitic  capsule. 

'  Eead  at  the  meeting  of  the  British  Medical  Association  at  Aberdeen,  July, 
1914. 
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At  the  International  Congress  of  Medicine,  1918,  I  ventured 
to  state,  and  I  still  believe,  that  clinical  and  experimental  evidence 
tend  to  prove  that  there  must  be  a  change  in  the  labyrinthine  fluid. 

We  now  understand  that  in  considering  treatment  we  have  to 
deal  with  an  affection  of  a  region  that  includes  the  greater  part  of 
the  terminal  auditory  apparatus. 

In  natural  sequence  to  this  belief  we  find  that  trial  treatment 
has  become  of  a  more  general  nature.  Siebennmann  gives  phos- 
phorus, Dinker  also  phosphorus;  many  give  potassium  iodide, 
Briihl  thyroid  gland ;  Ferreri  a  diplococcal  serum,  and  so  on. 

It  is  suggested  that  pituitary,  ovainan  and  testicular  extracts 
and  other  gland  extracts  should  be  tried. 

The  subject  of  internal  secretions  is  so  complicated,  however, 
that  we  must  go  ahead  but  very  slowly.  We  cannot  explain  the 
pigmentation  of  the  nipple  at  pregnancy,  no  more  can  we  begin  to 
explain  the  relationship  of  otosclerosis  to  pregnancy. 

I  have,  personally,  tried  most  of  the  above  sug'gested  treatments 
and  cannot  say  that  I  have  found  one  that  has  been  of  the  least 
value.  Phosphorus  seems  to  do  good  in  some  cases,  but  I  am  very 
doubtful  that  there  is  any  real  benefit. 

I  am  convinced  that  certain  so-called  treatments  are  harmful  in 
some  cases.  I  believe  that  massage  and  treatments  by  sounds, 
musical  or  otherwise,  do  harm  in  true  otosclerosis,  more  especially 
if  internal  ear  deafness  is  a  decided  clinical  feature. 

So  far  I  have  dealt  with  treatment  in  so  far  as  it  is  directed 
toward  cure  or  the  delaying  of  the  progress  of  the  disease. 

Can  anything  be  done  for  advanced  cases  ?  Knowing  that 
fixation  of  the  stapes  is  so  often  present,  you  can  understand  that 
otologists  would  be  likely  to  try  to  produce  a  new  oval  window. 
This  has  been  done  by  plucking  out  the  stapes  and  by  making  a 
neAv  window  in  the  promontory.  The  results  of  these  operative 
procedures  have  been  bad.  Usually  the  patient  has  been  worse  in 
hearing  after  the  operation. 

-  Thinking  that  the  labyrinthine  fluid  might  be  at  fault  I  tried 
to  alter  the  physics  of  this  fluid  by  opening  the  perilymphatic  space 
of  the  external  semi-circular  canal.  The  immediate  result  was 
astonishing.  The  hearing  improved  very  considerably,  but  in  two 
or  three  months  the  condition  of  the  patient  was  almost  as  bad  as 
before.  Barany  did  a  similar  operation  on  the  posterior  canal  on  a 
different  deduction  and  obtained  a  similar  result. 

All  operative  procedures  have  been  unsatisfactory  and  are  likely 
to  be  so. 
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It  is  my  experience,  and  it  seems  to  be  that  of  most,  that  we 
cannot  effect  any  improvement  in  true  otosclerosis  by  any  known 
means.  We  may  improve  an  associated  condition  that  may  be 
present;  and  we  must  be  careful  not  to  mistake  this  as  an  im- 
provement in  the  otosclerosis. 

Pro'phylactic  treatment  must  be  considered  from  the  standpoint 
of  heredity  and  the  influence  of  pregnancy  on  the  progress  of  the 
disease. 

The    General  Management  and  Treatment. 

In  my  opinion  the  patient  should  be  told  the  nature  of  his 
deafness,  and  we  should  be  careful  not  to  raise  hope  of  improve- 
ment by  operation  in  the  nose,  inflation  of  the  ear,  etc.  These 
operative  procedures  should  not  be  made  unless  there  is  danger  of 
Eustachian  deafness  being  added. 

The  patient  is  usually  pleased  to  hear  that  progress  is  commonly 
very  slow,  that  the  condition  may  remain  stationary  at  any  period, 
and  that  the  great  majority  of  cases  do  not  become  "  stone  deaf." 

I  advise  my  patients  to  avoid  noisy  surroundings.  There  is  no 
doubt  that  noises,  especially  high  pitched,  increases  the  symptoms 
in  otosclerosis. 

Two  intelligent  doctors,  who  have  otosclerosis,  have  influenced 
me  very  much  in  coming  to  this  conclusion.  They  insist  they  are 
much  worse  after  being  in  London  for  a  time.  They  are  conscious 
that  a  noise  makes  the  hearing  and  the  tinnitus  worse.  They  are 
certain  that  after  a  few  days  in  quietness  they  are  better.  One  of 
these  men  attempted  a  study  of  X-rays  work,  and  ho  was  convinced 
that  the  cracking  noise  of  the  apparatus  did  him  harm. 

These  observations  lead  one  to  study  the  effect  of  noise  on  other 
patients,  and  the  conclusion  I  came  to  was  that  noise — especially 
machinery  noise — has  a  marked  damaging  effect  in  otosclerosis. 

This  conclusion  suo-o'ested  to  me  the  idea  of  g-ivino-  the  ear  as 
near  as  possible  absolute  quietness  and  rest  by  mea.ns  of  a  clay,  fibre 
or  other  plugs  in  the  external  auditory  meatus.  It  is,  however, 
difficult  to  persuade  a  patient  to  submit  to  a  prolonged  treatment 
of  this  kind. 

Therefore  I  strongly  advise,  more  especially  in  the  early  stages, 
that,  if  possible,  these  patients  should  live  in  quiet  surroundings. 

Nervous  exhaustion  and  extreme  cold  have  a  bad  effect. 

Diet  seems  to  have  no  effect  one  way  or  the  other.  I  am  not 
satisfied  that  alcohol  or  tobacco  have  a  marked  influence  on  the 
disease,  except  in  so  far  that  Avhen  used  in  excess  they  tend  to 
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cause  a  general  deterioration.  On  this  subject  I  should  like  to 
have  the  opinion  of  the  meeting. 

It  would  be  well  to  warn  patients  against  the  trying  of  adver- 
tised remedies  as  aids  to  hearing.  Some  of  them,  I  believe,  do 
harm.  The  patient  should,  whether  better  or  worse,  see  an  aural 
surg'eon  from  time  to  time,  and  also  should  see  a  competent  man  if 
there  is  an  obvious  increase  in  deafness  at  any  time,  as  this  may  be 
due  to  the  addition  of  another  form  of  deafness  that  might  be  relieved. 

It  is  in  such  conditions  that  the  irregular  practitioners  some- 
times gain  a  client  and  a  nucleus  of  practice,  as  most  of  these  men 
have  sufficient  knoAvledge  to  be  able  to  recognise  the  additional 
deafness  that  can  be  relieved.  It  is  for  this  reason  I  would  advise 
the  above  course  rather  than  to  send  the  patient  away  out  of  reach 
and  often  into  the  liands  of  an  irregular  practitioner. 

Instrumental  Aids. 

In  the  early  stages  when  the  deafness  is  slight  the  patient  is 
better  without  instrumental  aid. 

If  the  deafness  has  reached  such  a  degree  that  the  patient 
cannot  hear  a  speaker  in  a  hall  but  can  still  carry  on  an  ordinary 
conversation,  the  use  of  a  "trumpet"  in  one  of  its  many  forms 
may  give  considerable  assistance  and  pleasure. 

When  the  hearing  power  is  diminished  so  much  that  the  patient 
can  hear  ordinary  conversation  only  two  or  three  feet,  instru- 
mental «id  may  be  of  great  value.  Many  by  the  time  this  stage 
is  reached  can  manage  ordinary  conversation  with  the  aid  of  lip 
reading,  but  most  patients  welcome  some  form  of  instrumental  aid. 
Electrical  instruments  are  sometimes  of  great  value  at  this  stage, 
but  the  instrument  must  be  carefully  selected.  Many  derive  the 
greatest  assistance  from  well-fitting  "  auricles."  This  instrument 
is,  of  course,  most  suitable  for  females,  as  it  can  be  so  readily 
hidden.  I  am  inclined  to  think  we  are  rather  neglecting  the 
"  auricle  "  since  electrical  instruments  have  been  so  much  advo- 
cated. Indeed,  I  believe  that  the  auricle  properly  made  in  many 
cases  gives  nuich  better  results  than  the  electrical  instrument,  even 
when  the  latter  is  definitely  of  some  help.  The  electrical  instru- 
ment is  less  helpful  when  there  is  marked  internal-ear  deafness, 
whereas  the  "  auricle  "  is  more  generally  useful. 

When  the  heai'ing  is  very  much  diminished  so  that  only  raised 
conversational  voice  close  to  the  pinna  can  be  heard,  most  assist- 
ance is  obtained  by  means  of  the  "trumpets-shaped  instruments 
and  the  speaking  tube. 
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AUDITORY    RE-EDUCATION.i 

By  F.  F.  Muecke,  M.B.,  B.S.,  F.R.C.S., 

Aural  Surgeon,  Maida  Vale  Hospital  for  Epilepsy  ;  Assistant  Surgeon,  London 
Throat  Hospital ;  Aural  Registrar,  London  Hospital. 

Summary  of  Cases  Treated. — Cases  treated,  36;  cured,  1 ;  definite 
improvement,  3  ;  improved,  but  relapsed  after  treatment,  JO;  In 
statu  2«o,  22. 

This  result  is  altogether  at  variance  with  the  published  results 
of  the  various  inventors  of  re-educators.  I  have  worked  with  two 
of  these  machines,  been  associated  with  a  third,  and  closely  read 
the  inventor's  description  of  two  more.  These  five  comprise  all  the 
best  known  instruments,  and  although  they  differ  in  details,  yet  to 
my  honest  belief  their  actions  and  results  upon  the  auditory 
apparatus  are  identical  in  kind. 

The  instruments  are  extremely  complicated  to  the  observer,  and 
it  is  wonderful  what  can  be  done  with  them  from  an  electrical  and 
physical  point  of  view. 

The  main  objectives  aimed  at  are  : 

(a)  The  production  of  sound  vibration  from  80  to  3500  per 
second. 

{h)  Control  of  the  intensity  of  the  sound  according  to  the  sus- 
ceptibility of  the  patient. 

(c)  Regularity  in  the  emission  of  the  sound  wave. 

(d)  Regulation  of  the  waves  to  each  ear  separately. 

(e)  Vibration  of  the  drum  by  the  sound  waves  and  transmitted 
vibration  by  the  air-cushion  in  the  meatus. 

In  all  the  instruments  the  sound  waves  are  conveyed  by  a  tele- 
phone receiver  which  is  placed  firmly  against  the  ear,  and  the 
intensity  of  the  sound  is  gradually  increased  until  the  patient 
experiences  a  distinct  "  tickling "  sensation.  This  intensity  can 
readily  be  maintained  and  the  tone  altered  at  will.  The  limit  thus 
obtained  must  not  be  passed,  as  actual  pain  and  giddiness  are 
thereby  caused.  Each  sitting  lasts  from  three  to  five  minutes.  If 
after  fourteen  consecutive  sittings  no  improvement  is  found,  the 
case  is  not  proceeded  with  further. 

The  actual  effect  on  the  ear  is  chiefly  threefold  : 

(ft)  Vibration  of  the  tympanic  membrane,  both  physiologically 

1  Read  at  the  meeting  of  the  British   Medical  Association  at  Aberdeen,  July, 
1914. 
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by  the  sound  waves  and  mechanically  by  the  air-cushion.  The 
"tickling"  is  the  conscious  effect  of  the  vibration. 

(6)  Vaso-dilatation  of  the  vessels  of  the  meatus,  membrane,  and 
middle  ear. 

(c)  Stimulation  of  the  nerve-endings  in  the  labyrinth  by  the 
loud  sounds. 

It  now  remains  to  be  seen  how  the  deaf  ear  can  be  helped  by 
these  means.  For  the  sake  of  convenience  the  causes  of  deafness 
may  be  placed  under  five  main  headings  (naturally  leaving  out 
those  actually  suppurating)  : 

(1)  Old  suppurative  otitis  with  no  membrane  or  a  large  per- 
foration. 

(2)  Old  suppurative  otitis  with  adhesions  and  scars, 

(3)  Otosclerosis. 

(4)  Chronic  otitis  media  catarrhalis. 

(5)  The  various  forms  of  nerve  deafness. 

To  commence  with  the  first  of  these  divisions,  it  is  obvious  that 
the  only  way  in  which  such  cases  can  be  benefited  would  be  by 
the  last  of  the  means  mentioned  above,  namely,  the  stimulation  of 
the  labyrinth.  But  it  is  rare  to  find  any  diminution  in  the  bone- 
conduction  in  these  cases,  so  the  labyrinth  is  probably  not  at 
fault.  Therefore  one  would  not  expect  any  benefit  from  the 
re-educators  in  these  cases.  And  this  was  found  to  be  the  case  in 
the  eight  patients  who  came  under  this  heading. 

Secondly,  practically  the  same  might  be  said  of  the  next 
division,  as  it  is  extremely  hard  to  imagine  that  drum-vibration  or 
vaso-dilatation  could  have  any  effect  on  the  old  scars  and  fibrous 
adhesions.     Practically  I  found  these  cases  equally  unsatisfactory. 

Thirdly,  even  nioi-e  improbable  of  help  should  this  division  be, 
for  here  we  are  dealing  with  bony  ankylosis  of  the  stapes  to  the 
edges  of  the  foramen  ovalis.  However,  certainly  some  of  these 
patients  were  temporarily  helped  as  regards  tinnitus. 

Fourthly,  we  come  to  by  far  the  largest  group — the  chronic 
catarrhal  type,  with  indrawn  drums,  some  hypertrophic  and  some 
atrophic.  It  is  in  this  group  where  the  possibilities,  if  any,  of  the 
re-educators  are  mainly  centred.  The  effect  of  the  drum  massage 
and  vaso-dilatation  is  certainly  beneficial,  as  every  aurist  has  long 
ago  noticed  with  the  pneumo-massage  machines ;  but  we  must 
grant  to  the  re-educators  a  physiological  massage  which  may  be 
of  greater  benefit.  In  the  eai-ly  chronic  stages  of  this  disease 
I  obtained  some  improvement  either  in  the  hearing  or  the  tinnitus 
in  almost  every  case,  but  no  more  improvement  than  that  which 
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I  could  obtain  in  the  same  case  with  the  Eustachian  catheter  and 
pneumo-massage,  in  fact,  the  latter  method — as  might  be  expected 
—  gave  the  better  results.  Unfortunately  I  got  the  relapse  which 
aurists  are  so  familiar  with  in  other  forms  of  treatment.  I  con- 
tinued the  treatment,  giving  three  or  four  separate  courses,  all 
with  the  same  result.  The  effect  on  tinnitus  was,  on  the  whole, 
more  satisfactory  than  on  the  hearing.  In  the  later  stages  of 
this  trouble  some  of  the  patients  had  immediate  benefit,  which 
I  could  not  equally  get  with  the  catheter  and  pneumo-massage. 
I  put  this  down  to  the  stimulation  of  the  labyrinth,  which  from 
want  of  function  had  become  sluggish.  It  is  well  known  in  the 
late  stages  of  chronic  otitis  media  that  bone-conduction  is  lessened 
and  the  wakening  up  of  the  nerve-endings  may  account  for  the 
improvement.  Unfortunately  again  the  relapse  came  after  treat- 
ment had  stopped. 

The  thinking  practitioner  will  not  be  at  all  surprised  at  these 
results,  for  the  treatment  can  in  no  way  affect  the  cause,  Avhich 
remaining,  quickly  reduces  the  auditory  apparatus  to  its  previous 
condition. 

In  two  of  the  cases,  both  of  whom  had  been  under  several 
courses  of  treatment  at  the  hand  of  one  of  these  inventors,  but  had 
relapsed  after,  I  removed  the  cause  of  the  trouble.  Afterwards 
one  of  these  had  the  re-educator  only  and  the  other  the  re-educator 
plus  catheter,  the  latter  doing  the  better.  Both  are  certainly 
improved,  but  I  think  this  was  more  due  to  the  operation  than  the 
after-treatment,  and  it  is  interesting  to  note  that  neither  has 
relapsed,  as  they  did  after  the  inventor's  treatment  only. 

I  did  not  try  the  re-educator  on  any  of  these  cases  in  their 
earliest  or  sub-acute  stage,  as  we  already  know  such  cases  to  be 
readily  cured  by  older  and  well-tried  methods.  Probably  it  is  this 
form  of  case  which  swells  the  numbers  of  "  successful  "  cases  in 
the  published  re-education  lists.  But  if  the  cause  be  left  the  deaf- 
ness will  undoubtedly  return. 

Now  to  come  to  the  fifth  group,  namely,  nerve  deafness.  My  list 
shows  that  here  I  have  no  success  at  all — even  despite  the  combina- 
tion with  active  and  anti-syphilitic  treatment.  This  is  only  in 
keeping  with  the  results  obtained  in  the  treatment  of  affections  of 
the  other  nerves  of  special  sense.  I  believe  that  when  there  is  any 
actual  disease  or  affection  of  the  labyrinth  the  re-educatoi's  are 
quite  useless. 

The  main  beneficial  effect  of  the  machine  I  believe  to  be  the 
vibration  effect.      The  word  "  re-educator  "  goes  for  nothing.      In 
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one  of  the  cases  which  showed  temporary  improvement  I  endea- 
voured to  prove  this  by  keeping  the  receiver  firmly  ao-ainst  the 
ear  and  controlling  the  intensity  to  a  mai-ked  "ticklino-"  sensation. 
I  kept  to  this  for  three  days  and  carefully  noted  the  result.  The 
next  three  days  I  had  the  receiver  held  slightly  further  from  the 
ear  and  increased  the  intensity  of  the  sound  to  well  above  the 
previous.  Now,  though  the  vibration  was  not  felt  as  the  added 
air-cushion  vibration  was  absent,  no  result  was  found,  the  patient 
herself  asking  to  be  put  back  on  the  old  method.  I  found  a 
similar  result  in  the  other  three  cases  on  which  I  tried  this 
method. 

It  will  be  noticed  that  I  have  one  cured  case.  He  was  thouo-ht 
to  be  a  case  of  neurasthenic  deafness,  and  I  quite  concurred  in 
the  diagnosis.  He  was  an  exceedingly  rapid  cure  and  has 
remained  so. 

I  have  had  no  experience  in  voice-listening  lessons,  Avhicli  the 
educators  claim  to  be  a  useful  adjunct  to  their  method,  but  I  fail 
to  see  why  it  should  not  be  equally  useful  in  any  other  method. 

Three  cases  have  so  far  (a  year  to  sixteen  months)  not  relapsed. 
One  (a  relapse  of  the  inventor's)  refers  to  tinnitus  only.  The 
second  had  a  removal  of  marked  nasal  obstruction,  and  the  third, 
certainly  highly  successful  at  the  time,  I  have  lately  not  been  able 
to  trace. 

So  I  regret  to  state  that  the  result  of  my  experience  with 
re-education  has  not  been  satisfactory.  I  state  with  emphasis 
that  no  patient  should  attempt  this  treatment  until  a  reputable 
aurist  has  either  ordered  it  or  found  further  orthodox  treatment 
useless — for  although  the  treatment  can  do  no  direct  harm,  it  may 
do  indirect  harm  by  postponing  the  removal  of  the  cause  of  the 
deafness. 

These  cases  were  all  done  at  the  London  Hospital.  Mr.  Hunter 
Tod,  the  Aural  Surgeon  at  the  Hospital,  saw  the  patients  before 
and  after,  and  can  verify  my  results.  Quite  a  number  came  from 
Mr.  Tod's  private  practice,  so  I  had  excellent  material  to  work 
upon. 


]Por  tables,  see  next  page.] 
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SOCIETIES'     PROCEEDINGS. 


BRITISH     MEDICAL    ASSOCIATION. 


Meeting  at  Aberdeen,  July,  1914. 


Dr.  H.  Lambert  Lack,  President,  in  the  Chair. 


Abstract  Report  by  Mr.  Harold  Whale. 

President's  Opening  Address. 

"With  regard  to  the  work  before  us,  the  two  subjects  chosen  for 
discussiou  will  both,  I  believe,  prove  of  great  interest  and,  I  trust,  mai'k 
a  decided  advance  in  our  progress.  In  both  cases  we  are  discussing 
affections,  the  treatment  of  which  has  hitherto  been  considered  hopeless. 
The  very  fact  that  a  subject  has  again  come  up  for  discussion  indicates 
that  some  progress  has  been  made,  and  I  trust  that  after  the  meeting  we 
shall  take  a  more  hopeful  view  of  both  affections.  It  is  quite  certain 
that  our  opinions  as  to  the  absolutely  hopeless  nature  of  inoperable 
neoplasms  of  the  throat  has  undergone  a  marked  change  in  recent  years. 
We  may  not  be  able  to  cure  them,  but  we  can  certainly  do  a  great  deal 
more  than  we  have  ever  been  able  to  do  in  the  past. 

The  record  of  the  past  year  has  been  one  of  marvellous  progress  in 
our  branch.  Thi-ee  things  appear  to  stand  forth.  They  may  have  been 
invented  before,  some  of  us  have  been  acqviainted  with  and  used  them 
before,  but  I  think  it  is  only  in  the  past  year  that  they  have  been 
generally  recognised  and  adopted. 

Suspension  laryngoscopy,  which  we  owe  to  the  genius  of  Killian, 
practically  dates  from  the  International  Medical  Congress  of  last  year. 
It  makes  a  tremendous  advance  on  bronchoscopy,  especially  in  the  exti'a- 
ordinary  facilities  it  allows  for  operation. 

Diathermy,  introduced  by  JSTagelschmidt,  of  Berlin,  and  first  used  in 
this  country  by  Douglas  Harmer,  is  certainly  more  than  a  year  old,  but 
its  value  is  still  not  so  widely  known  as  it  should  be.  It  is  employed 
in  few  hospitals  and  by  few  specialists.  I  regard  it  as  the  most  valuable 
means  we  have  for  dealing  with  many  conditions.  I  have  found  it 
invaluable  in  cases  of  inoperable  nsevi  in  the  throat  and  mouth,  invaluable 
in  a  few  intractable  cases  of  lupus  of  the  upper  air-passages,  and  if  any 
of  you  should  meet  with  one  of  those  most  difficult  cases  of  nose-bleeding 
due  to  multiple  hereditary  telangiectasis,  I  would  strongly  recommend 
you  to  try  it.  In  my  hands  it  has  proved  the  only  means  of  dealing  with 
such  a  case  where  the  cautery  had  entirely  failed. 

Finally,  I  would  like  to  mention  the  intra-tracheal  administration  of 
ether  as  one  of  the  greatest  helps  in  our  work.  It  enables  us  to  perform 
severe  and  bloody  operations  upon  the  upper  air-passages  with  a  feeling 
of  complete  security.  It  may  be  used  for  all  operations  on  the  nose, 
upper  jaw,  mouth  and  pharynx  where  serious  bleeding  is  expected,  and 
will,  I  think,  completely  supercede  the  need  for  laryngotomy  as  a  pre- 
liminary to  these  preceediugs.  One  may  regret  that  none  of  these 
gi'eat  advances  has  come  through  the  work  of  our  own  fellow-country- 
men. We  must  hope  they  will  not  be  far  behind  and  that  something 
will  shortly  materialise  from  the  good  work  which  we  know  is  being  done. 
There  is,  for  instance,  Freeman's  work  of  hay  fever  which  bids  fair  to 
provide  us  at  last  with  a  rational  and  successful  method  of  treatment  for 
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that  serious  distressing  disease,  altliougli  we  have  beeu  so  ofteii  dis- 
appointed bj  preAdous  efforts  in  this  direction  that  one  hesitates  to  accept 
anything  not  confirmed  by  prolonged  experience. 

Discussion  on  Treatment  of  Inoperable  Growths  of  the  Nose 

and  Throat.^ 

Dr.  Watson  Williams  (Bristol)  had  come  to  the  conclusion  that 
for  sarcomas  radium  in  suital)le  dosage  often  effected  exceedingly  good 
results,  while  in  epitheliomas  of  the  mucous  tract  the  results,  though 
temporarily  encouraging,  generally  ended  in  recurrence  and  death.  That 
sarcoma  was  often  successftdly  removed  by  the  knife  was,  of  course, 
undoubted.  Nevertheless  it  was  frequently  impossible  to  determine  how 
deep  a  growth  had  penetrated,  and  he  felt  that  patients  should  sometimes 
first  have  the  Ijenefit  of  radium  or  diathermy  in  suitable  cases.  He 
instanced  one  of  his  cases  in  whom  operation  on  a  sarcoma  of  the  tonsils 
which  had  extended  into  the  neck  was  followed  by  recurrence.  This  was 
treated  by  two  applications  of  200  mgrm.  of  radium  by  Dr.  Finzi,  and  now, 
two  years  later,  he  found  the  patient  remained  quite  cured.  Finally  we 
could  not  fail  to  realise  that  even  if  in  malignant  growths  in  the  oeso- 
phagus recurrence  was  inevitable,  the  relief  to  the  patient  and  prolonga- 
tion of  life  in  such  inoperable  conditions  was  a  sufficient  reason  to  resort 
to  radium  or  X-rays  in  these  cases. 

Mr.  SoMERviLLE  HASTINGS  (Loudou)  gave  his  experiences  of  the 
-action  of  radium  in  sixteen  cases,  namely,  five  sarcoma  and  eleven 
epithelioma.  Of  the  foi'mer,  two  were  apparently  cured,  two  tempor- 
arily improved,  and  one  was  unaffected.  Of  the  epithelioma  cases,  four 
were  temporarily  improved,  and  seven  were  unaffected.  The  regions 
involved  included  pharynx,  naso-pharyux,  tonsil,  oesophagus,  and  cervical 
region  (glands).  The  silver  tubes  he  used  were  0-3  to  0-8  mm.  thick; 
the  dosage  50  to  200  mgrm.  of  radium  bromide.  The  duration  of  the 
exposure  was  from  four  to  twenty-four  hours.  Stress  was  laid  upon  the 
necessity  of  avoiding  excessive  exposure,  and  one  case  was  described 
in  which  too  prolonged  an  exposure  had  led  to  serious  sloughing. 
In  this  case  the  patient  had  septic  teeth,  and  this  factor  might  also 
have  played  a  part  in  inducing  the  complication.  In  oesophageal  growths 
the  radium  tube  could  be  fixed  in  a  Symonds'  tube. 

Dr.  Pegler  narrated  a  case  of  a  female  patient,  aged  fifty-nine,  who 
had  consulted  him  for  a  growth  in  the  region  of  the  bngual  tonsil.  The 
glan.ls  in  the  neck,  on  bo'th  sides,  were  greatly  swollen;  there  was  also  an 
enlarged  gland  in  the  right  axilla.  When  screened  by  Dr.  Finzi,  a  dark 
shadow  was  seen  in  the  posterior  media  stimuu,  indicating  a  mass  of 
glands  in  that  situation.  The  right  half  of  the  diaphragm  was  paralysed. 
The  case  was  treated  by  insertion  of  a  tube  of  pure  radium  bromide  into 
the  tongue,  and  afterwards  by  a  weekly  application  of  X-rays.  The  result 
so  far,  after  a  period  of  about  fovu-  months,  is  extremely  satisfactory  in 
regard  to  swallowing,  speech,  and  general  condition,  and  especially  so  is 
the  disappearance  of  the  tumour  and  of  thrombosis  of  the  right  lower 
limb,  which  intervened  some  time  after  the  radium  operation,  and  Avhich 
opens  up  an  interesting  question  as  to  its  immediate  cause. 

Dr.  W.  S.  Syme  said  he  thought  the  most  important  pronouncement 
in  the  discussion  was  that  made  by  Dr.  Hill,  that  the  time  has  come  when, 
in  cases  of  operable  malignant  disease  of  the  nose  and  throat,  we  may  use 
our  discretion  as  to  whether  we  shall  treat  the  case  by  surgical  methods 

1  For  introductory  papers  see  Journ.  of  Laryngol.,  Ehinol.,  and  Otol., 
October,  1914,  p.  481,  ef.  seq. 
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or  by  radium.  Early  cases  of  sarcoma  of  tlie  nose  are  particularly  hopeful 
as  regards  surgical  treatment,  and  it  would  seem  inadvisable  to'  do  any- 
thing to  allay  removal  by  ordinary  surgical  measures.  In  sarcoma  of  the 
tonsil,  again,  it  is  sometimes  possible  to  remove  an  early  growth  by  simple 
enucleation.  In  regard  to  epithelial  growths  the  action  of  radium  has 
been  shown  to  be  so  unreliable  that  the  argument  in  favour  of  surgical 
measures  is  stronger.  The  time,  therefore,  does  not  appear  to  have 
arrived  Avhen  it  should  go  forth  that  there  is  any  method  but  surgery  for 
dealing  with  early  malignant  growths. 

Dr.  T.  H.  Livingstone  (Newcastle)  quoted  a  case  of  sarcoma  of  the 
maxillary  antrum  which  he  had  treated  with  radium.  The  primary 
growth  disappeared  and  a  sinus  which  was  present  healed  up.  The 
patient  died  six  months  later  of  malignant  disease  of  the  liver. 

Mr.  T.  Jefferson  Faulder  said  the  effects  of  diathermy  in  these 
cases  are  often  very  striking  as  regards  the  freedom  from  pain,  the 
abolition  of  foetor,  the  absence  of  febrile  reaction  and  sometimes  delayed 
growth  or  even  apparent  healing.  Those  who  have  time  and  opportunity 
ought  to  make  experiments  on  the  recent  cadaver,  and  microscopical 
examination  of  the  tissues,  as  was  done  in  the  case  of  rodent  ulcer  wdien 
that  disease  began  to  be  treated  by  X-rays.  At  the  same  time  it  w^ould 
be  a  great  misfortune  if  we  allow  the  idea  to  get  abroad  that  we  can  deal 
effectively  with  cancerous  growths  at  a  late  stage.  As  things  are  it  is 
very  rare  to  see  a  case  of  cancer  of  the  throat  at  what  might  be  properly 
called  an  early  stage.  To  attach  the  word  inoperable  to  diathermy,  which 
is  a  very  fine  kind  of  cautery,  or  to  radium,  abov;t  Avhicli  we  know  very 
little,  is,  in  the  pi-esent  state  of  hvnnan  nature,  to  encourage  the  sufferers 
from  cancer  to  procrastinate  even  more  than  they  do  already.  Cancer  of 
the  hypo-pharynx  is  accessible  by  means  of  suspension  laryngoscopy,  and 
if  we  could  get  such  cases  at  an  early  stage  Ave  have  an  ideal  means  of 
treating  them  in  diathermy.  For  if  its  effects  are  so  striking  in  the 
inoperable  cases  it  must  be  capable  of  curing  early  cases  in  a  more  easy 
and  safe  manner  than  the  knife,  but  if  we  use  the  word  inoperable  too 
freely  these  early  cases  will  be  conspicuous  by  their  absence.  He  asked 
whether  iu  cases  where  glands  in  the  neck  are  dissected  out  after  dia- 
thermy there  was  any  difficulty  of  a  special  nature. 

Mr.  John  F.  OMalley  Avas  indebted  to  Mr.  Somerville  Hastings  for 
the  opportunity  of  Avorking  with  him  and  folloAving  the  progress  of  his 
cases.  All  the  sarcomata  treated  did  well,  but  carcinomata  only  moderately 
so.  The  latter  in  many  instances  underAvent  softening,  especially  around 
the  margin  of  the  growth  Avhich  tended  to  lose  its  hardness  and  diminished 
in  size.  The  possible  explanation  is,  that  the  connectiA-e  tissue  round- 
celled  barrier,  which  is  set  up  against  the  invading  epithelial  cells  and 
Avhich  is  a  large  factor  in  the  hardness  of  the  groAvth,  attriluited  to  infiltra- 
tion of  the  healthy  tissues,  disappears  before  the  therapeutic  action  of  the 
radium.  The  following  are  the  principal  points  Avhich  seemed  to  recom- 
mend the  extended  use  of  diathermy  in  these  cases :  The  facility  of 
removal  of  growth  of  any  size  ;  the  facility  of  their  removal  in  parts  inac- 
cessible to  ordinary  surgery  ;  the  freedom  from  haemorrhage — haemorrhage 
during  remoA^al  with  the  knife  is  usually  severe  and  difficult  to  control, 
and  patients  of  this  type  bear  the  loss  of  blood  badly :  the  Avounds  in 
mucous  sin-faces  appear  to  heal  well  with  little  scarring. 

The  President  said  that  during  the  past  year  he  had  treated  sixteen 
cases  of  malignant  disease  of  the  throat,  which  had  entailed  over  thirty 
applications  of  diathermy.  His  results  Avere  as  folloAvs :  Four  cases  of 
carcinoma  of  the  soft  palate  and  adjoining  regions,  all  extensive  and 
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inoperable.  They  now  appeal*  locally  free  from  growth  although  one  of 
the  worst  cases  was  treated  last  Aiigust.  In  every  case  the  diathermy 
caused  swelling-  of  the  neck  and  glandular  region,  and  subsequent 
removal  of  the  glands  was  very  diflBcult,  in  one  it  proved  impossible.  Pro- 
bably in  these  cases  there  will  be  recurrence.  Three  cases  of  carcinoma 
of  the  palate,  which  was  surgically  operable,  results  all  good.  In  two 
there  was  swelling  in  the  glandular  region  of  the  neck  after  the  diathei-my. 
One  endothelioma  of  post-nasal  space  recurred  rapidly  after  two  applica- 
tions, and  one  carcinoma  of  the  nose  was  not  improved  by  foin*  applica- 
tions. One  case  of  post- cricoid  carcinoma  covering  the  whole  back  of  the 
cricoid  ring  and  both  arytsenoids  Avas  done  by  the  aid  of  suspension 
laryngoscopy  and  did  remarkably  well.  There  was  no  immediate  ill- 
effects,  and  when  suspended  a  month  later  only  scar  tissue  could  be  seen. 
Two  snnilar  vei'v  extensive  cases  of  carcinoma  of  the  lower  pharynx  Avere 
very  little  benefited.  Three  cases  of  carcinoma  of  tongue  and  floor  of 
mouth  showed  decided  improvement,  and  one  is  probably  free  from 
growth.  In  two  subsequent  removal  of  glands  proved  very  difficult ;  in 
one  the  glands  were  removed  first.  One  inoperable  epithelioma  of  epi- 
glottis and  adjacent  ary-epiglottic  fold  and  base  of  tongue  did  extremely 
well.  Grlandular  removal  soon  afterwards  proved  remarkably  difficult 
owing  to  dense  fibrous  infiltration  of  neck.  Result  good  so  far  after 
seven  months,  although  glands  on  other  side  of  neck  had  to  be  subse- 
cjuently  removed.  My  experience  would  lead  me  to  these  conclusions : 
{1)  That  operations  on  the  throat  by  diathermy  were  almost  free  from 
risk  even  in  very  extensive  growths  wherever  situated  and  in  very 
unfavourable  subjects.  The  subsequent  freedom  from  fever  and  pain  are 
extraordinary.  (2)  That  growths  too  extensive  to  be  removed  surgically 
may  be  treated  with  improvement  and,  rarely,  perhaps  cured.  (8)  That 
extensive  diathermy  operations  may  render  subsequent  removal  of  glands 
extremely  difiicult.  It  might  possibly  be  better  in  some  cases  to  remove 
the  glands  first.  (4)  That  cases  with  growths  in  the  throat,  locally 
operable,  but  where,  for  any  general  cause,  removal  by  cutting  is  inadvis- 
able, diathermy  offers  excellent  prospects  of  cure.  I  would  even  suggest 
that  owing  to  its  ease  and  simplicity,  and  the  thoroughness  this  allows, 
with  its  freedom  from  risk,  it  was  the  best  method  of  deaUng  with  car- 
cinoma of  the  throat  in  all  cases.  Also  it  is  certain  that  the  effects  of 
diathermy  extend  much  deeper  than  the  immediate  sloughing,  that  the 
underlying  tissues  extending  right  down  to  the  glands  are  visibly  affected, 
become  swollen,  infiltrated  and  subsequently  fibrous  and  scarred.  May 
we  not  hope  that  outlying  cancer  cells  in  these  regions  may  be  des- 
troyed. Clinical  experience,  X-rays,  and  radium  all  show  us  that  these 
cells  are  more  vulnerable  than  those  of  healthy  tissues.  Kadium  has  acted 
extremely  well  in  three  cases  of  post-nasal  sarcoma  and  one  nasal  car- 
cinoma. "  Both  radium  and  X-rays  have  failed  in  every  case  of  carcinoma 
of  the  throat. 

Dr.  Wm,  Hill,  in  reply,  said  he  had  quite  expected  that  he  would  be 
severely  handled  for  his  pronouncemt-nt  that  he  not  only  agreed  with  those 
who  hesitated  to  accept  the  rigid  rule  that  all  malignant  tumours  should 
be  submitted  to  an  immediate  cutting  operation,  provided  the  growth  was 
within  the  limits  of  operability  (in  the  sense  that  a  thorough  radical 
extirpation  could  be  carried  out),  but  went  further  and  definitely  laid  it 
down  that  in  some  growths  which  are  operable,  e.g.,  sarcoma,  not  only 
Avas  it  permissible  to  try  methods  other  than  the  knife  first,  but  that  the 
method  of  choice  should  be  the  application  of  radium  before  even  thinking 
of  surgery  in  sarcomas.     Dr.  Svme  was  alarmed  lest  the  public  should  be 
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lulled  to  false  security,  aud  to  refuse  operation  in  the  first  instance,  that 
thus  valuable  time  would  be  lost,  and  a  more  extensive  operation  would 
eventually  be  required.  It  was  necessary  again  to  emphasise  the  point 
that  sarcomas,  if  they  do  react  to  radium  (as  is  usually  the  case),  react 
almost  at  once,  so  that  there  is  no  delay  of  any  moment.  As  regards 
carcinomas,  in  advocating  diathermy,  as  permissible  in  the  first  instance, 
in  radically  removable  growths,  as  well  as  in  those  incapable  of  being 
completely  extirpated,  he  was  in  agreement  with  Mr.  Harmer,  but  it  was 
incorrect  to  say  we  Avere  advocating  non-surgical  measures,  for  electro- 
diathermic  coagulation  of  the  jDrimary  growth  in  the  throat  was  a  surgical 
measure  pure  and  simple,  as  the  electrode  accomplished  surgical  eradica- 
tion instead  of  the  knife,  but  with  less  chance  of  lymphatic  dissemination 
and  of  transplantation,  and  with  more  rapid  healing  of  the  wound.  When 
there  were  invaded  glands  tbe  practice  hitherto  had  been  to  resort  to  the 
knife  for  dealing  with  them,  but  he  agreed  with  Mr.  Faiilder  that  there 
might  perhaps  be  an  advantage  in  combining  the  knife  with  diathermy 
in  dealing  even  with  the  secondary  masses  in  the  neck.  Whilst  radium 
might  be  used  in  combination  with  diathermy  in  carcinomas  in  the  throat, 
in  the  gullet  we  had  hitherto  practically  been  restricted  to  radium  in  all 
forms  of  malignant  disease.  The  President  had  mentioned  the  unfortunate 
occurrence  of  fibrous  contraction  following  diathermy  in  the  post-cricoidal 
pharynx,  but  the  same  thing  was  liable  to  follow,  not  only  radium,  but 
the  use  of  the  knife,  and  was  a  complication  which  could  often  be  dealt  with 
by  timely  intubation.  He  (Dr.  Hill)  iVmnd  that  imless  a  style  was  used 
to  fix  the  radium  apparatus  in  the  gullet,  the  radium  tube  miglit  shift,  as 
had  happened  in  one  of  his  cases  from  post-ansesthetic  voiiiiting.  He 
therefore  did  not  recommend  the  use  of  radium  in  a  Symonds'  funnel. 

Mr.  Hakmer  replied.  His  advice  was  to  perform  cliathermy  whenever 
possible  for  primary  malignant  growths  ;  in  other  words,  to  operate  on  the 
case  and  so  remove  as  much  of  the  disease  as  possible.  If  this  advice  is 
followed  there  Avill  be  a  great  many  more  operable  cases.  Later  on  radium 
or  X-rays  can  be  employed  to  check  the  recurrence.  As  regards  operable 
malignant  disease,  it  is  possible  that  diathermy  will  prove  at  least  as 
valuable  as  the  knife.  The  importance  of  asepsis  cannot  be  overstated. 
In  answer  to  Dr.  Watson  Williams,  he  believed  that  any  vessel  can  be 
coagulated,  whatever  its  size,  but  the  danger  of  secondary  haemorrhage 
when  the  sloughs  separate  must  always  be  considered.  He  did  not  think 
that  the  glands  were  more  difiicult  to  remove  after  treatment  by  diathermy 
unless  there  had  been  inflammation  of  the  neck. 

Discussion  on  Otosclerosis. 

For  introductory  papers  see  p.  513  ct  seq.  of  this  issue. 

Dr.  Mackenzie  Booth  read  a  communication  by  Dr.  A.  Maurice,  of 
Paris,  on  "  Diathermy  Avith  Auditory  Ee-education."  He  described  an 
apparatus  for  the  transmission  of  heat  to  the  depths  of  the  ear — aud 
claimed  that  the  combination  of  the  diathermy  with  the  use  of  the 
kincsiphone  gaA^e  better  results  than  by  the  latter  method  alone.  Dr. 
Booth  had  used  Dr.  Maurice's  kintsiphoue  for  fiA^e  months  with  manifest 
improvement  in  hearing  as  well  as  in  the  relief  of  a  tinnitus  and  other 
dii-comforts  attending  the  deafness.  He  regretted  that  such  short  time 
had  elapsed  so  that  no  definite  statement  as  to  permanence  could  be 
made.  He  sulmiitted  graphs  of  three  cases  in  Avhich  considerable 
improvement  m  the  hearing  power  was  indicated  by  an  ascending  curve. 

Dr.  Waison  Williams   felt   particularly    interested    in   the   slides 
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sliowu  by  Dr.  Fraser  which  leiicl  support  to  the  view  that  otosclerotic 
lesions  might  be  infective  m  pathogeny.  So  much  pointed  towards  a 
local  infective  influence  determining  the  changes  associated  with  oto- 
sclerosis. He  felt  that  the  absence  of  gross  catarrhal  conditions  did 
not  suffice  to  exclude  catan-hal  infection  as  a  determining  cause.  One 
finds  that  frequently  optic  neuritis  or  atrophy  is  determined  by  posterior 
ethmoidal  cell  or  sphenoidal  sinusitis  which  is  quite  latent  in  that  it  was 
not  associated  with  pus-formation.  But  it  was  pi'obably  just  these  cases 
where  polynuclears  were  absent  that  toxic  influences  played  a  more 
potent  influence,  and  so  too,  perhaps,  we  had  analogous  processes  occur- 
ring in  the  ear,  and  these  might,  to  some  extent,  explain  an  absence  of 
gross  evidence  of  middle-ear  catarrh  in  otosclerosis. 

Dr.  William  Hill  remarked  that  in  spite  of  the  laborious  patho- 
logical and  clinical  observations  carried  out  by  those  who  had  so  ably 
opened  this  discussion  no  marked  positive  advance  appeared  to  have  been 
made  either  in  our  conception  of  the  essential  nature  of  this  obscure 
disease  or  of  its  relief.  Mr.  Muecke  had  rendered  a  great  service,  not 
only  to  the  profession,  but  also  to  that  section  of  the  general  public  who 
were  not  obsessed  with  a  leaning  towards  quackery. 

Dr.  W.  S.  Syme  had  never  seen  clinically  anything  to  make  him  look 
upon  otosclerosis  as  an  inflammatory  ]»rocess.  He  asked  Dr.  Fraser  what 
was  the  proportion  of  cases  of  otosclerosis  to  all  other  cases  of  ear  disease 
seen  at  the  Edinburgh  Eoyal  Infirmary.  He  would  also  like  to  know 
the  pi'oportion  of  cases  to  the  general  population,  and  whether  people  of 
the  better  class  are  more  frequently  affected  than  those  of  the  lower. 
Moreover,  in  his  experience  it  is  unusual  to  find  otosclerosis  pure  and 
simple  and  imaccompanied  by  adhesions  and  catarrhal  changes  in  the 
membrane  and  middle  ear,  not  that  he  considered  this  anything  but  an 
accidental  association.  In  regard  to  treatment  one  feels  that  surgery 
alone  holds  out  any  hope.  The  difficulty  in  the  past  in  making  an 
opening  in  the  horizontal  canal  has  been  that  this  has  quickly  become 
closed.  It  has  appeared  to  him  that  this  might  l)e  prevented  by  im- 
planting a  strip  of  pei'iosteum  into  the  opening. 

Dr.  John  W.  MacKenzie  (Inverness)  referred  to  Mr.  Muecke's 
paper  on  "  Auditoi'y  Re-education,"  and  mentioned  one  of  his  cases  of 
nerve  deafness  with  a  certain  amount  of  Eustachian  catarrh,  treated  by 
Mr.  Cathcart,  London.  Improvement  for  about  three  months  resulted 
and  then  relapse  in  spite  of  constant  use  by  a  miniature  kincsiphoue. 

Mr.  Jenkins  agreed  with  Dr.  Gra^'  as  to  the  aetiology  of  otosclerosis. 
Though  he  admitted  the  possibility  of  infiammatory  processes  playing 
a  yiart  in  causation  of  otosclerosis,  yet  he  saw  no  evidence  of  this  either 
clinically  or  pathologically.  He  would  like  again  to  draw  attention  to 
the  evidence  of  there  being  changes  in  the  labyrinthine  fluid  in  this 
■condition.  The  giant-cells  he  had  described  at  a  meeting  of  the  Oto- 
logical  Section  of  the  Royal  Society  of  Medicine  early  this  year  were 
very  large  cells  with  definite  outline  and  with  many  smaller  irregularly 
arranged.  These  cells  differed  from  all  other  giant-cells  he  had  seen  in 
any  other  pathological  condition.  (Mr.  Jenkins  exhibited  specimens  of 
these  giant-cells  under  the  microscope.)  He  thanked  Dr.  Fraser  for  his 
introductory  paper  and  was  very  pleased  he  had  mentioned  tuning-fork 
tests  once  again.  At  the  International  Congress,  1913,  Mr.  Jenkins  had 
drawn  attention  to  the  difference  between  the  Rinne  test  in  otosclerosis 
and  middle-ear  deafness.  His  further  observations  had  convinced  him 
that  these  observations  wei*e  correct,  and  that  in  the  majority  of  cases 
the  Rinne  test  was  negative  with  much  higher  forms  in  otosclerosis  than 
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with  obstructive  deafness  with  similar  degree  of  deafness.  In  many 
cases  he  fovind  a  negative  Einne  in  otosclerosis  with  the  highest  forks  of 
Edelmann  series,  even  when  the  hearing  of  conversational  voice  was  good 
at  24  feet.  He  regarded  the  raising  of  the  low-tone  limit  as  a  sign  of 
obstructive  deafness  element  ap}3earing.  The  internal-ear  deafness  was 
a  variable  element.  He  would  like  to  object  to  describing  a  certain  pro- 
gressive internal-ear  deafness  as  otosclerosis.  These  cases  of  almost  pure 
internal-ear  deafness  clinically  behaved  certainly  very  like  otosclerosis  in 
many  ways,  but  he  would  like  pathological  evidence  before  classifying 
them  as  otosclerosis  as  is  being  done  on  the  continent.  He  would  rather 
that  such  cases  be  described  as  progressive  internal-ear  deafness  in  the 
meantime. 

Discussion  on  Dr.  Watson  Williams'  Paper  (Intra-nasal  Opera- 
tive Treatment  of  Frontal  Sinus  Suppuration). 1 

Dr.  William  Hill  showed  Good's  bone  tile  or  rasp  for  enlarging  the 
frontal  ostium  by  the  per-nasal  route.  Two  of  its  four  sides  were  serrated 
and  two  were  smooth  ;  these  two  adjacent  smooth  siu'faces  prevented 
fractixre  of  the  lacrymal  bone  externally  and  of  the  dangerous  area  pos- 
teriorly. He  suggested  that  the  term  "bougie"  was  hardly  an  appro- 
priate one  for  Dr.  Watson  Williams'  metal  sounds.  He  had  recently 
employed  the  largest  size  after  a  per-nasal  enlargement  of  the  infundi- 
bulum  with  ease  and  benefit. 

Sir  W.  MiLLiGAN  said  that  in  the  hands  of  Dr.  Watson  Williams 
the  method  of  intra-nasal  operation  was  no  doubt  an  excellent  and  satis- 
factory one,  but  in  the  hands  of  those  less  expert  he  had  his  doubts  as  to 
whether  it  was  as  safe  a  procedure  as  the  external  operation,  even  allow- 
ing for  its  well  known  dangers.  He  would  be  interested  to  hear  what 
were  the  relative  results  of  intra-nasal  and  extra-nasal  surgeiy  upon  the 
frontal  sinuses  in  his  hands,  also  if  after  intra-nasal  operations  there 
were  many  recurrences.  From  the  fact  that  by  the  intra-nasal  route  the 
frontal  sinuses  were  not  obliterated  he  would  be  inclined  to  think  that 
recurrences  must  of  necessity  be  fairly  numerous. 


PROCEEDINGS    OF    THE    SCOTTISH    OTOLOGICAL 
AND     LARYNGOLOGICAL    SOCIETY. 


Meeting  in  the  Western  Infirmary,  Glasgow,  June  6,  1914. 


Dr.  Walker  Downie  in  the  Chair. 


{Co7itinued  from  jj.  475.) 

Two  cases  of  Plaut-Yincent  Infection  of  External  and  Middle 
Ear. — James  Adam.— (1)  Boy,  aged  six;  seen  January  (3,  1914. 
History  prior  to  July,  1913,  cannot  be  obtained.  Both  ears  must  have 
been  suppurating  before  that  date,  and  have  been  continuously  since. 
On  both  sides  a  foul  blood-stained  discharge,  with  erosion  of  meatus  and 
adjacent  parts  of  concha ;  the  external  canals  plugged  with  bleeding 
granulations ;  the  parts  very  tender.  One  small  gland  felt  behind  left 
'  See  JouRN.  OF  Lartngol.,  Ehinol.  and  Otol.,  May,  1914,  p.  225. 
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sterno-mastoid.  Dr.  Burton,  Assistant  Pathologist  to  Glaso-ow  Eoyal 
Infirmary,  reported  :  "  Swab  from  throat  shows  no  organism  in  fihns ;  in 
culture,  one  colony  of  StajJiylococms  albns  developed ;  swab  from  ear 
shows  in  films  fusiform  segmented  bacilli  and  spirochaetes  in  profuse 
growth,  also  Gram-positive  cocci.  These  alone  grew  on  culture,  and  aie 
atypical,  not  conforming  to  streptococcus  or  staphylococcus  class" 
Many  remedies  were  tried,  including  salvarsan  locally  ;  the  best  results 
were  got  from  painting  eroded  surfaces  with  5  per  cent,  silver  nitrate  in 
sp.  aeth.  nit.  cleansing,  instillation  of  tr.  iodi.,  and,  latterly  and  especially, 
with  ethyl  violet  and  brilliant  green,  in  0"!  per  cent,  watery  solution. 
With  three  months  treatment  the  granulations  cleared  up  ;  discharge 
stopped,  or  almost  so ;  ossicles  and  most  of  membrana  tympani  gone. 
Hearing  for  whisper:  right,  8  ft. ;  left,  12  ft. 

(2)  Child  of  twenty-two  months  has  had  double  aural  suppuration  for 
ten  months,  and  nasal  catarih  for  twenty  ;  no  bistory  of  throat  afi^ection ; 
similar  appearances  to  preceding  case  when  first  seen,  April  29 ;  still 
much  granulation  and  discharge ;  glands  enlarged  on  left  of  neck. 
Bacteriology  (April  29)  :  Spirochaetes,  segmented  fusiform  bacilli,  pneu- 
mococci.  May  6  :  Spirochaetes,  pneumococci,  no  fusiform  bacilli.  May 
22  :  Pneumococci  alone.  No  Vincent  bacilli  from  na^o-pharynx.  This 
child's  twin  brother  has  had  catarrhal  rhinitis  and  suppuration  from  right 
ear  for  twelve  months  ;  no  erosion  of  meatus  ;  no  sore  throat ;  membrana 
tympani  thickened  and  inflamed ;  no  granulations. 

Dr.  J.  S.  Eraser  asked  if  the  suggestion  was  that  the  spirochaetes, 
etc.,  were  the  cause,  or  only  a  second  infection. 

Dr.  Adam  was  of  opinion  that  they  were  primary. 

Sudden  Non-syphilitic  Deafness  in  Young  Children.— J.  Kerr 
Love. — J.  M.  G.,  ciged  seven.  About  two  years  ago  had  whooping  cough, 
and  in  connection  with  this  illness  lost  the  hearing  of  one  ear,  the  right.  Dr. 
Albert  Gray  was  consulted  about  this  time,  and  diagnosed  nerve  deafness 
of  the  right  side.  The  boy  continued  in  good  health  till  October,  1918, 
when  sviddenly,  and  without  any  other  symptom  of  illness,  he  became 
deaf  at  school,  and  within  two  days  he  had  no  hearing  in  either  ear.  Dr. 
Fullertou  removed  adenoids  and  enlarged  tonsils,  but  no  improvement 
took  place.  He  had  no  hearing  for  speech  or  shouting,  but  heard  the 
tuning  fork  on  the  mastoid  process  and  by  air-conduction.  Einne 
negative.  Bone-conduction  much  diminished.  He  lip-reads  fairly  well, 
but  speech  is  beginning  to  suffer.  In  her  only  othei-  pregnancy,  which 
occurred  before  this  boy  was  born,  the  mother  aljorted  at  six  weeks.  The 
tympanic  membranes  are  normal.  Tlie  Eustachian  tubes  are  open.  There 
is  no  mouth-breathing.  The  bloods  of  the  father,  mother,  and  child  each 
give  a  negative  Wassermann  reaction. 

Since  this  case  reporter  has  seen  another  similar  case.  He  was  anxious 
to  have  an  expression  of  opinion  on  those  cases.  Mr.  Arnold  Jones  had 
recorded  cases  of  "  hysterical "  deafness  in  children  in  which  the  clinical 
symptoms  are  much  the  same.  These  cases  were  clearly  not  syphilitic. 
He  wished  to  urge  everyone  when  they  did  come  across  such  cases  not  to 
let  the  patients  drift  into  mutism.  Both  these  children  were  now  recovering 
their  speech  by  being  taught  lip-reading.  He  was  most  interested  in  the 
pathology.     The  lesion  was  probably  labyrinthine  or  central. 

Dr.  "Gray  said  that  several  years'  ago  the  case  came  under  his 
observation  in  private.  He  at  that  time  thought  that  nothing  could  be 
done  for  it ;  he  did  not  see  the  child  again.  There  were  no  labyrinthine 
symptoms. 
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Temporo-sphenoidal  Abscess  following  Cholesteatoma  of 
Antrum;  Radical  Operation;  Subsequent  Onset  of  Pressure 
Symptoms;  Operation  fop  Abscess;  RecoYery. — J.  Kerr  Love. — 

Female,  aged  tifty-five,  admitted  April  28,  1913,  to  Glasgow  Eoyal 
Infirmary.  Suppuration  commenced  in  right  ear  six  years  ago  after  a 
cold.  Patient  has  suffered  also  from  tinnitus  and  vertigo  for  tour  years. 
There  is  a  large  perforation  showing  cholesteatomatous  material  pro- 
truding. Hearing  test :  Whispered  speech  in  right  ear,  6  in. ;  in  left 
ear,  20"ft.  April  30  :  Cholesteatoma  cleared  out.  Tegmen  antri  eroded. 
Make  of  bone  adherent  to  dura  over  tegmen.  Facial  nerve  exposed  by 
erosion  and  irritated  by  swabbing.  Partial  facial  paralysis.  May  2  : 
Fascial  paralysis  recovered.  May  20  :  Temperature,  100-8°  F.  May  21 : 
Temperature,  101°  F. ;  pulse,  112.  Post-auricular  flap  laid  forward. 
Tegmen  covered  with  granulations.  Flake  of  bone  still  adherent  and 
apparently  healthy.  Drainage  apparently  good.  Discharge  slight. 
May  29  :  JPatient  delirious  and  very  restless.  Movement  of  arms  irregular 
and  purposeless.  May  30  :  Temperature,  99-4°  F.  ;  pulse,  100.  Left  side 
paralysed.  Clonic  twitching  right  arm  and  leg.  Eetention  of  urine. 
Unable  to  speak  although  conscious.  Neck  not  stiff.  Pupils:  Eight 
larger  than  left ;  both  active.  No  rigors.  Nystagmus  impossible  to 
ascertain.  Temporo-sphenoidal  abscess  drained  through  tegmen,  dura 
being  freely  opened.  June  1  :  Temperature,  103-8°  F.  in  afternoon ; 
pulse,  108. "  Catheter  still  required.  Neck  stiff.  Vonaited  for  first  time. 
Paralysis  still  complete.  June  2  :  Bone  opening  enlarged  and  thickened 
band  of  dura  slit  up.  Larger  tube  inserted.  June  3  :  Movements  return- 
ing to  left  leg.  Eecognised  friends.  Speech  returned.  Neck  stiffness 
passing  off.  June  9  :  Temperature  normal  since  Ji;ne  5.  Subsequent 
history  is  that  of  uninterrupted  progress  towards  health. 

SinusThrombosis  following  Middle-ear  Suppuration ;  Operation 
on  Sinus;  Jugular  Vein  tied;  Recovery.— J.  Kerr  Love.— Female, 
nged  twenty-two,  was  admitted  to  the  Glasgow  Eoyal  Infirmary  on 
December  23,  1913,  with  complaint  of  severe  left-sided  headache,  pain  in 
the  ear,  and  mastoid  tenderness  on  the  same  side,  and  discharge  from  the 
left  ear  of  some  three  weeks'  duration.  On  admission,  temperature  was 
99-8°  F. ;  respirations,  28  ;  pulse,  116.  The  temperature  rose  during  the 
night  to  104-4°  F.;  respirations,  34;  pulse,  110.  The  following  day 
(the  24th)  the  ladical  mastoid  operation  was  performed.  The  mastoid 
process  was  large  and  pneumatic.  The  suppurative  process  seemed  of 
older  date  than  the  time  given,  and  pus  was  everywhere  present.  The 
sinus  was  t-xposed  and  found  to  be  partially  thrombosed,  but  the  thrombus 
broke  down  under  manipulation,  and  the  cavity  was  then  packed.  The 
jugular  w^as  ligatured  in  the  neck,  but  -was  not  washed  through. 
The  dressing  was  left  for  two  days,  and  when  changed  on  the  26th  the 
wound  was  healthy,  no  pus  showing.  The  wound  in  the  neck  for 
ligaturing  the  jugular  was  also  healthy,  and  was  sealed  with  collodion. 
Four  days  later  (the  30th)  pus  appeared  in  the  sinus  on  dressing,  and 
there  was  some  discharge  from  the  neck  wound.  The  sinus  was  syringed 
gently  with  warm  boracic  solution,  and  the  lower  stitches  of  the  neck 
wound  removed  to  ]iermit  of  drainage.  Thereafter  healing  proceeded 
favourably  for  about  fourteen  days,  and  the  neck  wound  was  again 
stitched  up  in  its  lower  part  on  January  13.  On  the  6tb,  however,  there 
had  been  a  sudden  rise  of  temperature  to  103°  F.,  and  the  patient 
complained  of  considerable  pain  over  the  left  trocanter.  This,  however, 
passed  off  in  al)out  thirty-six  hours,  and  the  temperature  came  down  to 
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uoriual.  On  the  14tli,  the  day  after  the  neck  wouud  was  stitched,  there 
was  much  discharge  of  a  sero-sauguineous  nature  from  the  upper  part  of 
the  wouud,  and  this  became  frankly  purulent  the  following  dav.  The 
upper  and  lower  stitches  were  again  removed,  and  light  packing  was 
inserted.  Thereafter  healing  was  satisfactory,  the  upper  and  lower  j^arts 
being  allowed  to  granulate.  The  post-auricular  wound  had  also  l)eeu 
allowed  to  granulate,  and  was  looking  healthy.  On  February  27,  when 
dismissed,  the  neck  wound  was  healed  over,  and  thei'e  was  a  small  opening 
in  the  post-auricular  wound.  Subsequently  the  external  auditory  canal 
contracted,  so  that  a  further  operation  on  tlie  soft  parts  was  found  to  be 
necessary.     Now  the  canal  is  of  normal  width. 

Dr.  Syme  said  that  the  wound  where  the  jugular  is  tied  should  not  be 
immediately  closed. 

Dr.  Kerr  Love  explained  that  he  had  to  syringe  from  the  sinus  to 
the  neck  and  the  wound  had  got  septic,  therefore  he  had  to  close  it  later. 
The  case  would  have  done  better  had  the  wound  been  left  open.  His 
rule  was  to  tie  the  jugular  first  in  all  cases. 


Jibstitart.s. 


NOSE. 


Paget,  Owen. — The  Nose  as  a  Safeguard  against  Disease.  "  Austra- 
lasian Medical  Gazette,'"  April  18,  1914. 
Paget  regards  the  nose  not  only  as  a  mechanical  filter,  and  therefore 
a  safeguai'd  against  dust,  but  also  as  a  safeguard  to  the  body  against 
microbic  invasion.  The  suggested  method  by  which  such  action  arises 
is  that  the  nose  di'aws  in  noxious  bacteria  ;  by  destroying  them  and  absorb- 
ing the  toxins  produced  it  I'aises  the  opsonic  index  of  the  body.  Tue 
paper  is  too  long  and  discursive  to  abstract  the  observations  on  which 
the  theory  is  grounded.  The  foundation  of  this  theory  on  these  obser- 
vations is  not  convincing.  A.  J.  Brady. 

Beebe,  S.  P.,  Ph.D.,  M.D.  (New  York).— The  Relation  of  Pathologic 
Conditions  in  the  Nose  and  Throat  to  the  Origin  and  Treatment 
of  Hyperthyroidism.     "  Journal  of  the  American  Medical  Associa- 
tion," August  29,  1914. 
Many  observers  have  noted  clinically  the  relation  of  thyroid  disease 
to  previous  infections,  and  the  writer  of   this    paper    has    gone  a  step 
further  in  locating  these  infections  in  the  nose  and  throat.     According 
to  Dr.  Beebe,  from  35  to  40  per  cent,  of  patients  suffering  from  hyper- 
thyroidism between  the  ages  of  sixteen  and  twenty-four  give  a  history  of 
repeated  attacks  of  acute  tonsillitis,  and  many  of  them  have  a  chronic 
pharyngitis    and  rhinitis   with  enlarged  tonsils  and  adenoids,  but  not 
infrequently  one  or  more  of  the  accessory  sinuses  is  infected,  and  it  is  by 
no  means  rare  to  find  that  a   rapid  enlargement  of  the  thyroid,  with 
characteristic  symptoms  of  over-activity,  has  followed  immediately  after 
a    particularly     severe    tonsillar    infection.     Such    patients    bear   these 
infections  badly,  and  every   effort   should    be    made    to    prevent   them. 
When  the  patient's  general  condition  will  permit  the  tonsils  should  be 
enucleated,   and  the  adenoids  removed.     The  relief  which  follows   the 
elimination  of  infection,   whether  in   the  sinuses,  the   naso-pharynx  or 
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tonsil,  is  usually  so  prompt  and  effective  that  one  has  little  doubt  as  to 
its  causal  relation  to  the  over  active  thyroid,  and  it  becomes  at  times 
more  important  to  attend  to  the  infected  areas  than  to  attempt  direct 
action  on  the  thyroid. 

In  conclusion,  the  author  advises  the  careful  examination  of  the  nose 
and  throat  of  every  young  patient  with  an  enlarged  thyroid,  and  also  the 
investigation  of  the  thyroid  in  every  nose  and  throat  case,  as  hyper- 
thyroidism can  be  checked  in  such  patients  before  any  serious  damage  is 
done  if  the  beginning  is  recognised.  Birhett  (Rogers). 


NASO-PHARYNX  AND   ACCESSORY  SINUSES. 

Kelsey,  A.  L.,  and  Brown,  J.  M. — Malignant  Tumours  of  the  Naso- 
pharynx, with  Report  of  Cases.  "  Annals  of  Otology,  etc.,"  vol. 
xxii,  p.  1147. 

Offers  the  following  classification  of  naso-pharyngeal  malignant 
tumours:  Carcinoma  (glandular  and  squamous).  Sarcoma  (round-, 
spindle-,  giant-,  and  mixed-celled  ;  fibro- sarcoma,  osteo-sarcoma,  chondro- 
sircoma,  myosarcoma).  Endothelioma  (lymphangio  -  endothelioma, 
hiemangio-endothelioma).  Relative  frequency  from  available  reported 
cases  is :  Carcinoma,  30  per  cent.  ;  sarcoma,  60  per  cent.  ;  endothelioma, 
10  per  cent.     Four  cases  are  described.  Macleod  YearsJey. 

Myles,  R.  J. — The  Surgical  Management  of  Diseases  of  the  Frontal 
Sinus.  "  Annals  of  Otology,  etc.,"  xxii,  p.  807. 
Advocates  the  following  :  (1)  When  the  acute  cases  have  unl^earable, 
severe,  and  continuous  pain  in  the  sinus  and  above  the  eyes,  attended  with 
profound  constitutional  symptoms — fever,  chills,  and  depression — we 
should  proceed  in  a  definite  manner  to  relieve  the  pressure,  if  necessary  by 
doing  a  submucous  resection  on  an  obstructive  deflected  septum  and  by 
i-emoval  of  the  anterior  end  of  the  middle  turbinal,  a  part  of  the  anterior 
ethmoidal  cells,  and  the  nasal  process  of  the  superior  maxillary  bone ; 
and,  if  this  fails,  should  make  a  small  incision  in  the  skin  above  the 
inner  canthus  and  a  small  opening  in  the  bone — a  radical  operation 
to  follow  a  few  weeks  later  if  necessary.  (2)  Chronic  cases  should 
be  treated  by  the  external  operation  where  there  is  evidence  of  bone 
necrosis,  either  Avith  or  without  perforation ;  for  neoplasm,  especially  of 
malignant  nature  ;  for  meningeal  symptoms  which  are  probably  due  to 
sinus  disease ;  for  continued  attacks  of  severe  pain  and  discharge  mixed 
with  pus  and  decaying  debris ;  and  to  satisfy  patients  who  demand  relief 
from  recurring  attacks  of  frontal  sinusitis  after  failure  to  obtain  relief 
by  the  internal  operation.  The  Killian  operation,  combined  with  removal 
of  the  anterior  ethmoidal  cells  and  nasal  process  of  the  superior  maxilla, 
has  proved  to  be  most  satisfactory.  Macleod  Yearsley. 


LARYNX. 

Thomson,  Sir  StClair. — Three  Years'  Sanatorium  Experience  of  Laryn- 
geal Tuberculosis.     "  Brit.  Med.  Journ.,"  April  11,  1914. 

The  author,  in  an  interesting  paper,  draws  the  following  guarded 
conclusions  : 

(1)  Even  in  the  selected  cases  sent  to  the  sanatorium  the  larynx  was 
involved  in  25"6  per  cent. 


November,  1914.]         Rhinology,  and  Otology.  548 

(2)  A  considerable  number  of  cases  (102  out  of  795)  are  sent  to  a 
sanatorium  without  their  showing  active  tuberculosis. 

(3)  In  middle-class  patients  the  sex  proportion  is  nearly  equal 
(females  28'3  per  cent.,  males  24'0  per  cent.). 

(4)  Laryngeal  tuberculosis  occurs  much  more  frecjuently  (13'7  per 
cent.)  in  early  favourable  cases  than  is  generally  recognised. 

(5)  In  more  decided  cases  this  proportion  is  doubled  (271  per  cent.) 
and  in  advanced  cases  trebled  (40 "8  per  cent.). 

(6)  The  complication  markedly  decreases  the  expectation  of  life 
among  consumptives. 

(7)  It  deserves  more  regard  than  it  has  hitherto  commanded  as  a 
factor  in  prognosis. 

(8)  It  may  not  infrecjuently  be  present  without  complaint  or  voice 
change.     Hence  : 

(9)  The  larynx  should  be  carefully  inspected  in  every  case  of 
pulmonary  tuberculosis. 

(10)  Improvement  in  lung  and  larynx  frequently,  but  not  necessarily, 
progresses  pari  ixissu. 

(11)  In  certain  cases  larynx  improves  and  lung  retrogrades.  The 
converse  is  rare. 

(12)  Arrest  of  laryngeal  tuberculosis  can  be  effected  in  a  sanatorium 
in  20' 7  per  cent,  of  all  cases. 

(13)  Limited  and  slight  laryngeal  lesions  may  become  arrested 
spontaneously  with  sanatorium  treatment. 

(14)  The  galvano-cautery  is  the  best  weapon  for  local  treatment. 
Indicated  in  20'22  per  cent,  of  178  cases,  it  completed  cures  in  41-60  per 
cent,  of  cases  in  which  it  was  used. 

(15)  Satisfactory  results  b.ave  not  been  secured  by  any  methods  outside 
a  sanatorium. 

(16)  Sanatorium  treatment  is  at  present  the  first  and  most  valuable 
method  for  arresting  laryngeal  tuberculosis. 

(17)  Local  measures  are  much  more  promising  under  sanatorium 
conditions. 

fl8)  At  present,  in  many  cases,  diagnosis  is  too  long  delayed,  or  the 
patient  sent  to  a  sanatorium  too  late.     Hence  : 

(19)   Early  diagnosis  and  prompt  sanatorium  treatment  is  ui-ged. 

Macleod   Yearsley. 

EAR. 

Lake,  Richard. — Remarks  on  the  So-called  Re-education  of  the  Deaf. 
"The  Lancet,"  vol.  clxxxv,  p.  1449. 
The  author  has  found  re-education  of  the  deaf  almost  useless  in 
acquired  deafness  of  adults.  It  is  most  useful  in  congenital  deafness, 
even  should  this  be  total,  and  it  is  also  of  value  in  acquired  deafness  of 
childhood,  when  this  is  not  due  to  any  destructive  lesion  of  the  internal 
ear.  Macleod  Yearsley. 

Kreidl,  Alois. — A  Note  on  the  Subsidiary  Acoustic  Tracts.  "  Monats. 
f.  Ohrenh.,"  Tear  48,  No.  1. 
Although  a  good  deal  is  known  as  to  tlie  route  and  connections  of  the 
cochlear  nerves  with  the  nuclei  and  cortical  centres  of  the  contralateral 
side,  no  certain  experimental  evidence  has  been  furnished,  according  to  the 
author,  that  connections  with  the  homolateral  side  existed.  This  question 
has  occupied  his  attention  for  some  years  past,  and  he  has  lately  had  the 
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opportvinity  of  investigating  it  iucitleiitally  whilst  carrviug  out  research 
work  on  the  respiratory  centres. 

It  was  necessary  in  these  experiments — dogs  were  used — to  split  the 
medulla  lengthways,  and  after  their  recovery  it  was  possible  to  test  the 
hearing.  When  the  animals  had  been  killed  at  varying  intervals  sections 
stained  by  Marchi's  method  afforded  other  histological  data.  The 
following  is  an  abstract  of  the  writer's  conclusions  : 

In  spite  of  this  lesion,  experimentally  performed,  the  sensation  of 
hearing  iindoubteclly  remained.  According  to  this,  therefore,  it  is 
possible  to  state  that  this  perception  is  unaifected  by  the  median 
severance  of  both  the  ventral  and  dorsal  portions  of  the  decussation  of 
the  acoustic  ti'acts. 

Similar  experiments  were  undertaken  on  apes,  with  a  like  result. 

The  author  suggests  that  all  that  this  investigation  demonstrates  is 
the  functional  connections  of  the  acoustic  paths  on  the  homolateral  side, 
but  does  not  dispute  their  association  with  the  opposite  side  ;  the  pro- 
portional destination  of  hearing  impulses  under  normal  conditions  is  a 
matter  that  must  be  left  for  future  further  investigation. 

Alex.  B.  Ticeedie. 


REVIEWS. 

Text-Book  of  Local  Anesthesia  for  Students  and  Practitioners.     By  Prof. 

Dr.  Georg  Hirschel,  Heidelberg,  with  an  Introductory  Preface  by 

Prof.  Dr.   Wilms.      Translated  by   Eonald   E.  S.  Krohn,  M.D. 

Lend.     London  :  John  Bale,  Sons  and  Danielsson,  Ltd.,  1914. 

This  small,  but  well-turned-out  book  gives  a  fairly  compendious  and 

accurate  account  of  the   methods   of   inducing  local  anaesthesia  in  the 

various  regions  of  the  body,  and  to  the  English-speaking  general  surgeon 

ought  to   prove  of  great  value,  particularly  in  view  of  the  methodical 

progress  which  local  anaesthesia  seems  to  be  making  on  the  Continent. 

The  author  tells  us,  for  example,  that  in  the  Heidelbei'g  Surgical  Clinic, 

during  1906,  85  per  cent,  of  the  operations  were  performed  under  general 

anaesthesia,    and    11-4    per    cent,    under    local.     In    1911    the    numbers 

respectively  were  52  per  cent,  and  42  per  cent. 

To  the  otolaryngologist,  however,  we  fear  the  book  will  prove  to  be 
rather  disappointing,  since  the  amount  of  space  devoted  to  the  operations 
on  the  throat,  nose,  and  ear  is  necessarily  very  limited,  and  the  various 
sui-gical  procedures  are  rather  too  summarily  handled. 

The  translator,  in  his  preface,  warns  us  that  he  has  (unfortunately, 
we  think)  adopted  the  new  Basel  anatomical  nomenclature,  but  surely 
even  that  terminological  revolution  has  not  substitute-!  the  term 
"  internal  ear  "  for  middle  ear  (p.  74). 

Dan  McKenzie, 
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[^Ahridged.l 

We  must  fir.st  of  all  make  a  short  digression  in  order  to  define 

terms.     The  extirpation  of  a  tonsil  by  whatever  method,  whether 

by  dissection,  by  the  guillotine,  by  the  snare,  by  the  finger,  or  by 

punches,  etc.,  may  be  either  partial  or  total.     The  latter,  when  the 

whole  tonsil,  including  the  parenchyma  and  the  capsule,  is  removed 

entire  in   one  mass,  like  a   nut,  is  known  as   enucleation.     Some 

laryngologists  and  general  surgeons  use  the  term  enucleation  as 

synonymous  with  total  removal  of  a  tonsil,  even  if  it  is  extirpated 

in   two   or  more   portions,   but  such   nomenclature  is  not  strictly 

accurate.     An  enucleation  was  doubtless  sometimes  effected  by  the 

finger  method  alluded  to  by  Celsus.     It  was  often,  however,  a  very 

sanguinary  operation,  in  spite  of  assertions  to  the   contrary,  and 

1  Read  at  the  meeting  of  the  British  Medical  Association,  Aberdeen,  July, 
1914. 
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was  usually  followed  by  mucli  pain  and  inflammatory  reaction. 
The  guillotine  operations  of  the  last  century^  like  the  dissecting 
operations  with  vulsellum  and  scalpel  or  scissors,  were  for  the 
most  part  incomplete  or  partial  extirpations.  The  normal  partial 
operation  which  was  the  one  usually  aimed  at  consisted  of  the 
reduction  of  the  enlarged  tonsil  to  about  its  normal  size,  so  that 
the  part  left  behind  did  not  project  beyond  the  pillars.  A  more 
partial  operation  which  from  want  of  skill  leaves  a  good  deal  of 
tonsillar  tissue  projecting  beyond  the  level  of  the  pillars,  may  be 
designated  an  insufficient  partial  operation.  Between  what  we 
have  called  the  normal  partial  extirpation  and  total  removal 
(whether  the  latter  is  en  masse,  i.  e.  enucleation,  or  in  two  or  more 
portions)  there  is  an  intermediate  operation  which  may  be 
designated  subtotal — that  is,  very  nearly  total  extirpation — in 
which  almost  all  the  parenchyma  is  removed,  but  the  embedded 
part  of  the  capsule  lining  the  tonsillar  bed  is  left  behind. 

On  account  of  occasional  recurrence  of  the  enlargement,  inore 
especially  in  children,  when  the  partial  operation  merely  reduced 
the  tonsil  to  more  or  less  normal  dimensions,  total  excision — and 
preferably  in  the  form  of  enucleation — is  now  aimed  at  by  many 
experts.  The  subtotal  operation,  called  in  America  Myles^  opera- 
tion, is,  however,  held  by  some  to  be  the  ideal  operation.  There 
is  usually  less  inflammatory  reaction  than  after  total  removal,  and 
the  preserved  capsular  lining  to  the  tonsillar  bed  prevents  exposure 
of  the  peritonsillar  lymphatics,  and  tends  to  reduce  the  chances  of 
local  septic  infection.  While,  however,  a  total  extirpation  requires 
more  skill  in  its  successful  performance  than  a  "  normal  partial " 
one,  the  subtotal  operation  is  extremely  difficult  to  carry  out  with 
regularity  and  precision  either  with  the  guillotine  alone  or  with 
the  snare,  and  portions  of  parenchyma  left  behind  have  often  to  be 
punched  out  to  complete  the  operation ;  the  authors  have  in  the 
past  used  Kretschmann's  punch  for  this  latter  purpose.  The 
tendency  at  the  present  day  in  this  country  and  in  America,  how- 
ever, is  to  aim  at  total  extirpation,  whatever  instrumental  method 
is  employed.  Partial  reduction  to  the  normal  size,  however, 
appears  to  be  still  popular  on  the  Continent  and  has  some 
advocates  here  and  even  in  the  United  States.  A  leading 
American  authority  on  the  tonsils,  Makuen,  has  recently  re-affirmed 
his  preference  for  either  subtotal  or  partial  removal  on  the  ground 
that  total  removal  of  the  capsule  as  well  as  the  parenchyma  leads 
to  deformity  of  the  fauces  and  vocal  deterioration,  and  is  unjustified 
in  singers  especially.     Those  who  usually  aim  at  total  extirpation 
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in  the  geueral  run  of  cases  are  agreed  that  the  partial  operation 
is  preferable  in  professional  singers. 

Curiously  enough  discussions  on  the  relative  merits  of  "normal 
partial,"  of  subtotal,  and  of  total  extirpations  respectively  of  the 
faucial  tonsils  have  usually  taken  place  under  the  inappropriate 
heading  of  "  Tonsillotomy  versus  Tonsillectomy."  These  terms  are 
by  no  means  synonymous  or  even  suggestive  of  partial  excisions  on 
the  one  hand,  and  total  on  the  other.  The  term  tonsillotomy  may 
be  rightly  applied  to  the  operation  of  slitting  up  a  chronically 
septic  crypt  or  making  an  incision  to  facilitate  the  extraction  of  a 
calculus  of  the  gland.  The  parallel  term,  gastrotomy,  suggests  an 
incision  into  the  stomach,  but  not  either  a  total  or  a  partial  gastrec- 
tomy. No  one  would  understand  by  thyroidectomy  a  total  excision 
of  the  thyroid  gland,  as  such  an  operation  is  contra-indicated.  It 
must  be  obvious  that  the  term  tonsillectomy  implies  equally  either 
a  partial  or  a  total  extii-pation  of  the  tonsil  by  means  of  a  cutting 
operation  and  not  necessarily  with  the  guillotine;  and  that  the 
term  cannot  very  appropriately  be  applied  to  total  extirpations  with 
the  finger  or  with  the  snare. 

On  account  of  the  old  form  of  guillotine  operation  proving 
inadequate  in  many  cases  for  the  complete  removal  of  tonsils,  a 
return  to  the  method  of  completely  dissecting  out  the  tonsil  with 
vulsellum  and  scalpel  or  dissector  was  strongly  advocated  early  in 
this  century  by  Waugh,  Hey  Groves  and  other  general  surgeons  in 
this  country,  in  order  to  reduce  the  number  of  recurrent  cases 
amongst  children  operated  on  in  the  out-patient  department  of 
hospitals.  The  same  more  thorough,  though  sanguinary,  procedure 
became  prevalent  about  the  same  time  in  the  United  States,  though 
there  blunt  dissectors  and  special  scissors  were  often  used  either 
with  or  without  the  aid  of  the  knife. 

The  operation  described  so  accurately  by  Waugh  was  an 
improvement  on  the  old  scalpel  operation,  as  the  pillars  were  care- 
fully dissected  so  as  to  expose  the  capsule,  w^hich  was  freed  from 
the  bed  of  the  tonsil  by  means  of  the  finger,  with  or  without  the 
further  assistance  of  the  knife,  snare,  or  guillotine. 

The  employment  of  the  snare  as  an  adjunct  to  the  dissecting 
operation  Avas  much  used  in  the  United  States,  and  this  led  to  the 
revival  of  the  snare  operation,  either  alone  in  suitable  cases,  or  in 
conjunction  with  dissection  in  broad-based  adherent  and  buried 
cases  for  the  enucleation  of  tonsils.  Tilley  and  Waggett,  among 
British  laryngologists,  have,  in  the  past  at  all  events,  been  warm 
advocates  of  the  use   of  the  snare.     The  snare  usually  employed 
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both  liere  and  in  America  is  a  different  instrument  from  that 
employed  by  Lennox  Browne  and  was  the  invention  of  an  American 
surgeon,  Eve.  The  instrument  is  a  straight  one,  and  the  loop  is  of 
No.  8  piano  wire^  and  the  tonsil  in  suitable  cases  can,  in  practised 
hands,  be  enucleated  and  detached  by  hand-traction  only.  This 
operation,  with  snare  alone,  is  usually  a  much  less  ha3moi'rhngic 
one  than  the  ordinary  shai-p  guillotine  operation,  and  of  course  very 
much  less  so  than  when  any  considerable  dissection  is  resorted  to. 
The  disadvantages  of  the  snare  and  vulsellum  method  are  that  it 
is  more  difficult  to  carry  out  than  the  guillotine  operation,  requiring, 
as  it  does,  considerable  experience,  added  to  natural  expertness ; 
and,  on  account  of  the  pliability  of  the  loop,  it  is  not  always  possible 
to  do  a  clean  enucleation  without  preliminary  dissection,  which  latter 
considerably  reduces  its  heemostatic  value.  Leslie  Davis,  of  Philadel- 
phia, who  performs  enucleation  by  means  of  dissection  combined  with 
the  snare,  actually  advocates  routine  ligation  of  a  group  of  vessels 
in  the  upper  part  of  the  eviscerated  tonsillar  bed  by  passing  a  silk 
suture  on  a  curved  needle  by  means  of  a  special  needle  holder 
underneath  this  vascular  bunch  and  then  tying  the  suture.  Most 
operators,  however,  only  resort  to  ligature  when  serious  bleeding 
ensues,  and  it  is  unlikely  that  its  adoption  as  a  routine  precau- 
tionary measure  will  find  much  favour. 

During  the  last  three  or  four  years  many  of  those  who  formerly 
relied  on  (1)  dissection,  either  alone  or  combined  with  the  guillotine 
or  snare,  or  on  (2)  the  snare  with  or  without  preliminary  dissection, 
have  come  back  to  the  pure  guillotine  method.  The  recently 
developed  guillotine  operation  is,  however,  a  very  different  one 
from  the  old  sharp-bladed  method,  in  which  enucleation  could  only 
be  effected  with  certainty  in  a  moiety  of  favourable  cases. 

In  order  to  contrast  the  new  and  the  old  method  of  operating 
with  the  Physick  type  of  guillotine,  it  is  necessary  for  us  to  make 
another  digression,  and  again  for  the  purpose  of  defining  terms,  in 
order  to  facilitate  lucidity  of  description.  All  modifications  of 
Physick's  guillotine  present  for  examination  two  main  portions, 
viz.  a  haft  and  a  shaft.  The  haft  or  handle  in  Mackenzie's,  Heath's, 
Kelson's,  Jones'  and  other  guillotines  is  a  more  or  less  plain  straight 
bar,  which  is  attached  more  or  less  at  right  angles  to  the  shaft  by 
a  screw  arrangement.  In  Ballenger's  model  the  handle  is  more 
complicated  and  serves  the  additional  purpose  of  driving  home  by 
lever  action  the  knife  blade,  which  is  pushed  home  by  the 
thumb  in  the  older  pattern.  The  shaft  of  a  guillotine  is  mada 
up  of  a  steel  bed  for  the  sliding  blade,  which  latter  has  a  crescen- 
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tic  sharp  cutting  edge  distally.  The  hole,  ov  fenestra,  at  the  distal 
end  of  the  shaft  is  usuall}^  loosely  alluded  to  as  the  "  ring  "  of  the 
guillotine.  The  accessory  arrangements  for  keeping  the  sliding 
blade  in  its  bed  differ  in  the  various  designs.  It  is  incorrect  to 
speak  of  the  composite  shaft  as  the  blade  of  the  guillotine. 

If  the  guillotine  be  held  with  its  handle  vertical  and  shaft  hori- 
zontal, the  latter  will  present  two  flat  horizontal  surfaces,  one  looking 
downwards,  t.  e.  handlewards,  and  the  other  upwards,  or  ob-handle- 
wards.  It  will  save  a  good  deal  of  confusion  if  we  speak  of  these 
two  surfaces  of  the  shaft  as  the  liandleward  and  ob-handleward 
surfaces  respectively,  rather  than  as  upper  and  lower,  or  inner  and 


The  Elphick  haemostatic  guillotine. 

outer,  as  is  usuall}'  done.  The  modern  type  of  shaft  differs  from 
the  Physick  type  in  that  the  former  is  strengthened  or  reinforced 
by  being  made  of  much  thicker  steel,  so  that  it  cannot  bend  when 
used  as  a  lever,  as  presently  to  be  described.  Sluder's  reinforced 
shaft,  fitted  to  a  Ballenger  handle,  may  be  taken  as  embodying  the 
most  recent  improvements  in  guillotine  construction.  The  edge 
of  the  blade,  however,  instead  of  being  as  sharp  as  possible,  as  in 
the  older  guillotine  method,  is  used  either  dulled  or  actually  blunt. 
It  may  appear  superfluous  for  us  to  contrast  in  detail  the 
technique  of  the  old  with  more  modern  methods  of  extirpation  with 
the  Physick  type  of  guillotine,  but  the  necessity  will  be  obvious 
later.  When  the  old  operation  was  jjerformed,  for  example,  on  the 
left  tonsil,  with  the  patient  in  the  upright  position,  the  shaft  was 
inserted  flat  along  the  surface  of  the  tongue,  the  handle  being 
vertical,  the  distal  extremity  of  the  shaft  was  then  depressed,  so 
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that  the  loAver  pole  of  the  tonsil  could  be  somewhat  engaged  in  the 
fenestra,  the  shaft  was  then  rotated  through  90°,  so  that  the  handle 
projected  horizontally  to  the  left  from  the  corresponding  angle  of 
the  mouth ;  the  handleward  surface  of  the  shaft  thus  looked 
laterally  to  the  left,  and  was  distally  in  contact  with  the  left  faucial 
surface,  and  proximally  was  against  the  left  corner  of  the  mouth, 
the  whole  of  the  shaft  being  in  the  sagittal  plane ;  by  digital 
pressure  inwards  and  upwards  from  the  outside  at  the  angle  of  the 
jaw  aided  by  outward  pressure  of  the  guillotine,  as  much  of  the 
tonsil  as  possible  was  forced  through  the  somewhat  undersized 
fenestra,  and  the  blade  was  then  driven  home.  If  the  blade  was  very 
sharp,  either  the  whole  or  a  greater  or  less  portion  of  the  tonsil  was 
detached  from  the  fauces  and  either  hung  by  a  few  threads  of  the 
tissue  at  the  end  of  the  shaft  or  else  fell  off  into  the  buccal  cavity 
or  into  the  pharynx ;  by  a  scoop-like  action  of  the  guillotine,  the 
tonsil,  when  completely  detached,  was  retrieved,  aided  perhaps  by 
the  finger;  in  some  cases  it  was  swallowed.  When  the  edge  of  the 
blade  was  blunt,  the  instrument  was  often  "  held  ''  in  the  fauces 
and  had  to  be  detached  either  by  traction  or  the  use  of  the  finger 
or  both  combined. 

For  very  many  years,  however,  a  modification  of  this  old  pro- 
cedure has  been,  practised  ;  after  more  or  less  of  the  tonsil  was 
engaged  in  the  hole  of  the  guillotine,  the  proximal  end  of  the  shaft 
was  moved  from  the  left  angle  of  the  month  horizontally  across 
towards  the  opposite  angle,  so  that  the  direction  of  the  axis  of  the 
shaft,  instead  of  passing  sagitally  backwards  as  in  the  early  method, 
occupied  a  more  diagonal  position  directed  through  the  buccal 
cavity.  At  the  same  time  the  shaft  was  rotated  somewhat,  through 
its  long  axis,  so  that  its  handleward  surface  looked  slightly  upwards 
and  forwards  to  the  left.  In  addition,  the  distal  end  of  the  shaft 
was  drawn  slightly  forwards,  diagging  the  tonsil  (which  is  loosely 
attached  to  its  bed)  and  displacing  the  posterior  pillar  slightly 
forwards  and  upwards  and  bulging  the  anterior  pillar  forwards, 
inwards  and  upwards ;  the  blade  was  then  driven  home  either  by 
the  thumb  of  the  hand  grasping  the  handle,  or  by  that  of  the  other 
hand.  It  should  be  stated  that  the  advantage  of  using  a  blade 
with  not  too  keen  an  edge,  or  even  a  blunt  one,  was  pointed  out  \\x 
a  discussion  at  the  London  meeting  of  the  Association  in  1910.  By 
this  means  experts  succeeded  in  a  large  proportion  of  cases — in 
children  especially — in  effecting  either  a  total  extirpation  (enuclea. 
tion)  or  else  a  subtotal  one.  It  is  curious  that,  though  this  modifi- 
cation has  been  practised  for  many  years  by  some  experts,  none  of 
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the  modern  text-books^  so  far  as  we  are  aware^  lay  any  stress  on  it, 
with  one  exception.  StClair  Thomson  not  only  describes  it,  but 
gives  an  explanatory  diagrammatic  illustration  of  the  manoeuvre ; 
he  appears,  however,  to  make  use  of  traction  with  a  vulsellum  as 
an  adjunct  in  some  cases.  This  operation  was  performed  either 
with  Mackenzie's  or  Heath's,  or  some  other  modification  of  the 
Physick  type  of  guillotine. 

Within  the  last  four  or  five  years  the  technique  of  enucleation 
with  the  guillotine  has  been  further  modified  and  undoubtedly 
improved  by  Whillis  in  this  country,  who  wrote  in  collaboration 
with  Pybus,  and  by  Sluder  in  America.  The  two  methods  are 
often  assumed  to  be  identical,  but  the  description  of  each  which 
follows  will,  we  feel  confident,  show  that  this  assumption  cannot  be 
maintained.  Whillis  and  Pybus  can  claim  priority  of  announce- 
ment—January, 1910,  against  June,  1910.  Both  methods  are 
based  broadly  on  the  later  technique  we  have  just  dealt  with 
above,  as  performed  with  the  old  guillotine,  which  improved 
method,  as  we  have  pointed  out,  was  so  clearly  described  and  illus- 
trated by  StClair  Thomson. 

First  as  to  the  form  of  guillotine  used.  Whillis,  in  Newcastle, 
and  Sluder,  in  America,  independently  decided  that  it  was  neces- 
sary to  strengthen  considerably  the  shaft  of  the  guillotine  in  order 
that,  when  this  was  used  to  forcibly  lever  the  tonsil  upwards  and 
forwards  from  its  normal  bed,  the  shaft  should  not  bend  and  so 
impede  the  action  of  the  sliding  blade,  as  was  sometimes  expe- 
rienced with  the  old  type  of  instrument.  Moreover  Whillis,  like 
Sluder,  independently  arrived  at  the  conclusion  that  in  dealmg 
with  the  tonsil  (and  we  will  here  again  consider  the  left  tonsil)  it 
was  of  advantage  to  apply  the  ob-handleward  surface  of  the  shaft 
to  the  faucial  region  and  not  the  handleward  surface,  as  in  the 
modified  old  operation ;  and  necessarily  the  handle  of  the  instru- 
ment, instead  of  projecting  towards  the  left  and  forwards,  pointed 
towards  the  right  shoulder,  the  proximal  end  of  the  shaft  pressing 
backwards  the  right  angle  of  the  mouth  ;  and  the  direction  of  the 
long  axis  of  the  shaft  thus  more  nearly  approached  to  a  transverse 
rather  than  a  diagonal  line  through  the  buccal  cavity.  Sluder^ 
after  threading  as  much  as  possible  of  the  tonsil,  commencing  at 
the  lower  pole  through  the  fenestra  of  the  guillotine,  then  levered 
the  tonsil  and  the  attached  posterior  pillar  upwards  and  forwards, 
so  that  the  semicircular  distal  border  of  the  shaft  abutted  against 
the  dental  eminence  on  the  inner  surface  of  the  mandible,  corre- 
sponding to  the  position  of  the  fangs  of  the  last  molar  tooth ;  with 
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this,  eminence  as  2k  'point  d'apimi  the  dull  or  blunted  blade  wsis 
driven  home,  passing  behind  the  anterior  pillar  over  the  deep 
surface  of  the  capsule,  without  cutting  it,  towards  the  posterior 
pillar ;  which  latter  the  j^revious  manoeuvre  had  displaced  as  far 
as  its  tonsillar  attachment  was  concerned,  forwards  and  outwards, 
so  as  to  lie  almost  in  the  same  coronal  plane  as  the  anterior  pillar, 
though  of  course  considerably  external  to  it.  The  resistance  of 
the  anterior  pillar  associated  with  this  forward,  upward  and 
rotatory  displacement  of  the  gland  caused  most  of  the  tonsil  to 
pass  through  the  fenestra,  and  the  pressure  of  the  advancing 
dulled  edge  blade  compressed  the  whole  gland  through  the 
fenestra;  the  tonsil  was  therefore  entirely  dislocated  out  of  its 
bed  with  which  it  was  connected  merely  by  a  compressed  stump. 
This  latter  is  necessarily  composed  of  the  circumferential  reflection 
of  mucosa,  connecting  the  equatorial  area  of  the  tonsil  (at  the 
junction  of  its  embedded  and  non-embedded  portions)  together 
Avith  some  areolar  tissue  and  vessels  of  the  tonsillar  bed.  The 
method  is  difficult  and  not  always  successful  as  regards  enuclea- 
tion. 

The  manoeuvre  as  described  by  Whillis  and  Pybus  is  somewhat 
similar,  but  not  by  any  means  identical  with  that  of  Sluder  ;  they 
make  no  effort  to  bring  the  end  of  the  shaft  of  the  guillotine 
against  the  dental  eminence,  which  is  an  essential  part  of  Sluder's 
method,  as  originally  described  by  him;  on  the  contrary  they  lever 
the  tonsil  and  posterior  pillar  forwards  and  upwards  to  a  position 
far  removed  from  and  above  the  dental  eminence  of  Sluder, 
producing  a  marked  bulging  of  the  anterior  pillar  of  the  fauces 
somewhat  high  up,  and  before  driving  home  the  dull-edged  blade 
they  insinuate  the  whole  of  the  tonsil  through  the  fenestra  of  the 
guillotine  by  means  of  digital  coaxing,  combined  with  firm  com- 
pression on  the  anterior  pillar.  This  manipulation  with  the  finger 
or  thumb  is  an  essential  original  feature  in  the  technique  of 
Whillis  and  Pybus. 

It  seems  to  us  clear  that  the  opei^ation  now  usually  performed 
in  this  country  and  rather  frequently  designated  "  Sluder\s 
method,^^  should  really  be  described  as  that  of  Whillis  and  Pybus, 
or  shortly  "  Whillis'  method,"  as  Whillis  we  have  reason  to  conclude 
was  actually  responsible  for  the  improved  technique  subsequently 
so  clearly  described  and  illustrated  by  him  and  his  collaborator 
Pybus.  Although  we  prefer  the  techuique  of  Whillis  as  the  easier 
and  more  certain  as  an  enucleating  procedure,  yet  from  the  point 
of  view  of  ha3morrhage  there  is  little  to  choose  between  the  two 
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methods.  They  both  possess  the  disadvantage  attachiDg  to  the  use 
of  a  blade  with  an  edge  which  is  not  keen,  viz.  that  the  crushed 
stump  cannot  easily  be  severed  without  considerable  pressure,  and 
that  forcible  traction  or  else  torsion  has  at  times  to  be  resorted  to, 
which  means  tearing  through  the  stump  at  a  level  deeper  than  its 
crushed  portion^,  thus  leading  in  some  cases  to  considerable  bleeding. 
Sluder  has  recog-nised  this  disadvantage  and  endeavours  to  crush 
right  through  the  stump  by  an  added  mechanical  arrangement, 
exerting  much  additional  pressure  at  the  proximal  end  of  the  blade. 
O'Malley,  who  has  made  several  modifications  in  the  Ballenger- 
Sluder  instrument,  has  endeavoured  to  facilitate  the  crushing 
through  and  severance  of  the  stump  by  ingeniously  filling  up  the 
usual  slot  of  the  ring  with  lead  into  which  the  dulled  edge  of  the 
blade  sinks.  He  uses  a  blade  the  edge  of  which  is  only  slightly 
dulled  and  considerably  sharper  than  that  employed  by  many 
operators,  and  he  claims  to  carry  out  thorough  enucleation  and  easy 
severance  of  the  stump  without  necessitating  straight  traction,  but 
rather  indirect  traction,  but  by  means  of  a  half  turn  torsion  follow- 
ing Whillis,  and  he  further  claims  with  the  loss  of  only  two  or  three 
drachms  of  blood. 

It  is  important  to  bear  in  mind  the  fact  that  up  to  the  time  of 
the  driving  home  of  the  dull  blade,  the  modern  guillotine  method 
of  enucleation  of  the  tonsil  is  a  haemostatic  one.  If  the  guillotine 
remains  held  after  driving  the  blade  well  home  the  stump  has  to 
be  torn  thi-ough  deep  to  the  crushed  portion,  and  the  operation  is 
apt  to  be  converted  into  a  very  sanguinary  one.  A  single  blade 
obviously  cannot  perform  the  two  functions  of  crushing  and  cutting; 
if  too  sharp  it  is  apt  to  cut  through  the  capsule  and  embedded 
part  of  the  parenchyma  in  a  certain  number  of  cases,  and  if  blunt 
it  crushes  the  stump  without  severing  it,  and  then  either  traction 
or  torsion  must  be  employed ;  in  either  case  there  may  result  con- 
.siderable,  and  at  times  severe,  haemorrhage. 

No  doubt  the  idea  of  incorporating  a  blunt  crushing  blade  as 
well  as  a  sharp  cutting  blade  lying  side  by  side  in  the  same  shaft 
of  the  guillotine  has  occurred  to  some  others,  but  when  this  was 
designed  by  one  of  us  in  November  of  last  year,  neither  of  us  was 
aware  that  any  such  suggestion  had  ever  been  made  by  anyone 
previously. 

As  will  be  seen  by  referring  to  the  illustration,  the  Elphick 
Hsemostatic  Guillotine  is  in  general  construction  on  the  lines  of  the 
Ballenger-Sluder  instrument.  The  blunt-edged  crushing  blade  is 
situated  on  the  surface  of  the  shaft  which   looks  aw^ay  from   the 
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handle,  the  ob-handleward  one,  and  is  driven  home  as  in  the 
Ballenger  instrument  by  handle  action.  There  is,  however,  an 
added  catch  arrangement  to  retain  the  ci'ushing  blade  hard  against 
the  stump  for  so  long  as  may  be  deemed  expedient.  The  crescentic 
edge  of  the  blunt  crushing  blade  is  either  smooth  or  else  serrated ; 
our  preference  is  for  the  latter.  The  sharp  cutting  blade  is 
placed  in  a  plane  nearer  the  handle  than  the  crushing  blade, 
but  parallel  to  it,  and  is  driven  home  by  the  disengaged  hand ; 
it  resembles  the  blade  of  the  Physick  type  of  instrument  in 
shape  and  mode  of  action.  The  instrument  is  manipulated 
according  to  the  Whillis  method  as  far  as  the  stage  of  manipulating 
and  then  everting  the  tonsil  by  digital  pressure  well  through  the 
hole  of  the  guillotine;  the  crushing  blade  is  then  driven  home,  and 
the  tonsil  is  now  isolated  and  connected  with  its  bed  only  by  the 
narrow  stump  (crescentic  on  section)  which  lies  crushed  between 
the  opposing  surfaces  of  the  crushing  blade  and  the  distal  rim  of 
the  fenestra.  The  shaft  of  the  guillotine  is  now  made  to  assume  a 
more  saggital  direction,  and  the  tonsil  is  seized  with  a  vulsellum  ; 
the  cutting  blade  is  then  driven  home  and  the  entire  gland,  including 
its  inverted  capsule,  detached.  The  stump,  however,  is  still  clamped 
by  the  crushing  blade. 

Up  to  this  stage  there  is  either  no  haemorrhage  at  all  or  else  a 
mere  trace  of  blood  in  the  faucial  region.  As  the  normal  coagula- 
tion time  of  the  blood  is  about  five  minutes,  the  instrument  is  allowed 
to  remain  at  rest  in  this  position  attached  to  the  fauces  for  five  or 
six  minutes,  if  practically  perfect  heemostasis  is  desired.  The  catch 
holding  the  crushing  blade  in  contact  with  the  compressed  stump 
is  then,  after  a  suitable  delay,  released  and  the  instrument  with- 
drawn. The  bleeding  from  the  bed  from  which  the  tonsil  has  been 
enucleated  is  so  slight  as  to  amount  almost  to  a  mere  smear  of 
blood.  The  remaining  tonsil  is  dealt  Avith  in  the  same  way.  To 
avoid  the  prolongation  of  the  time  during  which  the  anaesthetic 
has  to  be  administered,  the  second  tonsil  can  be  dealt  with  by 
another  guillotine,  whilst  the  first  guillotine  still  clamps  the  stump, 
provided  the  mouth  and  buccal  cavity  is  sufficiently  large  to  permit 
of  the  necessary  manipulations  with  the  second  instrument  in  spite 
of  the  presence  of  the  first  one. 

In  the  case  of  hsemophilics  the  coagulation  time  should  be 
ascertained  and,  if  possible,  reduced  by  the  administration  of  horse 
serum,  calcium  lactate,  etc.,  and  if  the  coagulation  time  is  reduced 
from  say  fifteen  minutes  to  eight  minutes,  it  is  obvious  that  the 
tonsillar  stumps  must  be  each  compressed  for  nine  or  ten  minutes. 
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To  make  sure  not  only  tliat  there  sliall  be  no  primary  bleeding, 
but  as  a  safeguard  against  secondary  haemorrhage,  the  stump  can 
be  ligatured  distally  to  the  crushed  portion  before  releasing  the 
clamp  by  a  silk  thread  passed  round  the  stump  between  the  end  of 
the  shaft  and  the  tonsillar  bed.  This  effectually  prevents  the 
gaping  of  the  stump  which  otherwise  occurs  on  unclamping. 

It  will  be  evident  that  this  hasmostatic  enucleation  manoeuvre 
is  rather  a  protracted  method,  and  can  only  be  carried  out  under 
somewhat  prolonged  general  anaesthesia ;  it  is,  therefore,  only 
indicated  in  cases  of  hfemophilia  and  in  debilitated  anaemic  subjects 
in  whom  even  a  moderate  loss  of  blood  is  of  some  moment.  For 
the  ordinary  run  of  hospital  cases  in  which  guillotine  enucleation 
is  performed  under  short  anaesthesia,  in  either  the  upright  or  the 
supine  position,  it  is  neither  possible  nor  usually  necessary  to  make 
any  pause  between  the  cutting  off  of  the  tonsil  and  unclamping 
the  stump  ;  but  we  can  assert  that  the  amount  of  bleeding  from 
the  bed  of  the  tonsil  is  comparatively  trifling  in  the  majority  of 
cases  operated  on  rapidly  compared  with  the  average  amount  after 
the  employment  of  present  day  patterns  of  one-bladed  guillotines. 
In  private  practice  where  more  prolonged  anaesthesia  by  chloro- 
form or  by  a  mixture  is  adopted,  our  practice  is  to  clamp  each 
stump  for  one  or  two  minutes,  unless  there  are  special  indications 
for  the  more  protracted  compression — and  the  amount  of  bleeding 
is  usually  insignificant.  We  practise  ourselves  and,  therefore, 
advocate  in  all  cases  the  routine  use  of  this  type  of  guillotine 
which  detaches  the  tonsil  without  disturbing  the  crushed  stump 
and  considerably  reduces  the  average  amount  of  blood  lost,  and 
which  is  in  accordance  with  hemostatic  procedures  carried  out 
elsewhere  by  general  surgeons. 

The  arrest  of  bleeding  immediately  following  the  removal  of 
enlargement  of  Luschka^s  tonsil  ("  adenoids  ")  can  easily  be  carried 
out  if  specially  indicated,  by  packing  the  post-nasal  space  with  a 
firm  moored  pad  of  cotton-wool  or  of  lint,  or  of  gauze  wrung  out 
of  boric  acid  lotion  inserted  by  the  aid  of  adenoid  forceps  and 
pressed  well  home  with  the  finger.  Hitherto,  however,  there  has 
usually  been  a  considerable  amount  of  blood  lost  after  removal  of 
the  tonsils  and  in  some  exceptional  cases  the  bleeding  has  con- 
tinued for  so  long  as  to  necessitate  the  resort  to  exceptional 
measures  such  as  long-continued  pressure  or  the  use  of  special 
forceps  with  one  blade  in  the  fauces  and  the  other  outside  against 
the  angle  of  the  jaw,  or  sewing  up  the  pillars  with  or  without  the 
adjunct  of  a  roll  of  lint,  or  the  use  of  Michel's  clips,  or  the  ligature 
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of  separate  bleeding  points,  and  even  tying  tlie  carotid,  etc.  All 
these  procedures  are  a  source  of  embarrassment  to  the  surgeon  and 
to  the  patient,  whether  done  for  primary  or  for  secondary  hsemor- 
rhage,  and  in  restless  children  already  weakened  by  loss  of  blood  the 
further  administration  of  an  anesthetic  becomes  a  necessary  evil. 
Our  object,  therefore,  should  be  to  reduce  the  chances  of  such  con- 
tingencies to  a  minimum,  and  hence  the  importance  of  the  method 
we  adopt  and  now  for  the  first  time  brought  to  the  notice  of  prac- 
titioners b}^  us.  The  advantages  of  this  instrument  have  been  proved 
by  many  months'  employment  by  ourselves  and  by  our  colleagues 
in  the  Throat  Department  of  St.  Mary's  Hospital. 

Quite  recently  one  of  us  came  across  in  the  January  number  of  The  Laryngo- 
scojje  for  the  current  year,  an  article  by  Dr.  La  Force,  of  Iowa,  entitled  "  La  Force 
Hsemostat  Tonsillectome."  The  instrument  is  of  the  Ballenger-Sluder  type  and  is 
not  only  provided  with  both  a  crushing  and  a  cutting  blade  (thus  anticipating  in 
principle  the  instrument  we  have  employed),  bvit  also  had  as  a  component  part  an 
ingenious  ligature-carrier  by  which  the  stump  can  be  ligatured  in  three  sections. 
This  would  effectually  prevent  the  gaping  of  the  stump  which  invariably  follows 
unless  ligaturing  is  resorted  to ;  and  is  an  improvement  on  the  single  thick  silk 
ligature  previously  suggested  by  us  in  this  article.  The  instrument  is  a  compli- 
cated one,  as  is  also  the  techniqvie  of  its  employment  when  ligatiu'ing  is  carried 
out,  but  it  is  obviously  theoretically  the  most  efficient  hemostatic  g\iillotine  as 
yet  devised ;  though  the  number  of  cases  in  which  the  tedious  process  of  tying 
the  stump  in  sections  is  indicated  is  necessarily  small. 

We  have  also  ascertained  that  Mr.  Howarth  has  recently  made  use  of  a 
Ballenger-Sluder  type  of  guillotine  with  a  dull- edged  blade  and  a  shai-p-edged 
blade  combined  in  one  shaft. 

[Note. — Dr.  Hill  wishes  it  to  be  understood  that  though  he  has 
borne  a  considerably  larger  share  than  his  collaborator  in  the  com- 
pilation of  this  article,  5  et  any  credit  which  may  be  considered  due 
for  the  independent  inception  and  details  of  construction  of  the 
hasmostatic  guillotine  here  illustrated  belongs  entirely  to  Dr. 
Elphick.] 


DIFFICULTIES  AND  DANGERS  OF  EXPLORATORY  PUNCTURE 
OF   THE   ANTRUM   OF   HIGHMORE.^ 

By  A.  Brown  Kelly,  M.D.,  D.Sc, 

Surgeon  for  Diseases  of  the  Nose  and  Throat,  Victoria  Infirmary,  Glasgow. 

ExPLOEATORY  puucture  followed  by  jDerflatiou  and  irrigation  is  the 
most  reliable  method  of  diagnosing  antral  suppuration  and  is, 
therefore,  in  daily  use  in  rhinological  clinics. 

1  Read  at  the  meeting  of  the  British  Medical  Association,  Aberdeen,  July,  1914. 
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The  test  is  generally  regarded  as  perfectly  simple  and  safe,  so 
tliat  when,  several  years  ago',  I  had  some  disquieting  experiences  in 
carrying  it  out,  I  considered  them  to  be  unique.  That  they  are  by 
no  means  so  has  been  proved  by  subsequently  published  reports 
of  somewhat  similar  cases.  The  subject  has  not  been  written  upon 
or  discussed,  so  far  as  I  know,  in  this  country,  and  in  Austria  and 
Germany,  where  it  has  begun  to  attract  attention,  no  satisfactory 
explanation  has  been  forthcoming.  I,  therefore,  venture  to  bring 
it  under  the  notice  of  British  rhinologists,  in  the  hope  of  eliciting 
further  information  which  may  throw  light  on  the  causation  of 
certain  mysterious  occurrences. 

EOUTE    AND    InSTEUJIENTS. 

It  is  not  the  object  of  this  paper  to  weigh  the  relative  advan- 
tages of  the  diiferent  routes  by  which  one  may  gain  access  to  the 
antrum.  To  most  of  us,  the  making  of  a  perforation  beneath  the 
inferior  turbinate  commends  itself  as  simplest,  safest  and  most 
satisfactory,  and  it  is  to  the  test  as  carried  out  in  this  situation  that 
my  remarks  will  apply. 

Nor  do  I  wish  to  consider  the  instruments  used.  It  might  be 
mentioned  in  this  connection,  however,  that  Moritz  Schmidt  Avas 
the  first  to  recommend  the  inferior  meatus  as  a  diagnostic  route  and 
employed  a  Pravaz  syringe  fitted  with  a  bent  needle  in  order  to 
aspirate  the  contents  of  the  cavity.  Subsequently  Lichtwitz  prac- 
tised exploratory  irrigation  by  means  of  a  straight  trocar  and 
cannula.  Modifications  in  which  the  cannula  is  curved,  or 
sharpened  to  serve  also  as  a  trocar,  or  furnished  with  a  double 
streamway,  have  been  recommended  from  time  to  time.  Personally, 
I  prefer  and  use  almost  exclusively  Lichtwitz's  instrument ;  this, 
when  strongly  made  and  provided  with  an  extra  cannula — 
the  advantage  of  which  is  referred  to  below — should  meet  all 
requirements. 

Difficulties  and  Minor  Accidents  in  making  Puncture. 

I  shall  refer  only  briefly  to  the  difficulties  and  slighter  accidents 
that  are  commonly  experienced  in  making  the  exploratory  puncture, 
and  to  the  precautions  that  should  be  taken  to  avoid  them. 

Children. — In  patients  under  twelve  years  of  age  puncture 
from  the  inferior  meatus  may  be  unsuccessful,  as  usually  the 
floor  of  the  antrum  is  still  high.  When  it  is  necessary  to  employ 
the    test  in  children  it  should   be  carried    out  from    the    middle 
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meatus,  oi*  tlie  trocai'  should  be  directed  obliquely  upwards  from 
the  inferior  meatus.  Haike  has  investigated  the  accessory  cavities 
in  children  by  means  of  X-rays,  and  his  results  with  reference  to 
these  points  are  of  value.  Zarniko  and  Onodi  recommend  that  tlie 
antrum  be  opened  only  from  the  middle  meatus  up  to  the  time  of 
eruption  of  the  first  permanent  molar. 

Narrow  type  of  face. — The  configuration  of  the  patieiit's  face 
should  be  observed.  When  the  nose  is  prominent  and  the  anterior 
wall  of  the  superior  maxilla  is  sunken  the  puncture  must  be  made 
further  back  than  usual  in  the  inferior  meatus.  If  this  precaution 
is  not  observed  one  nv^y  bore  in  front  of  the  antrum  or  unwittingly 
traverse  a  narrow  part  of  the  cavity,  and  on  inflation  emphysema  of 
the  cheek  may  be  produced,  or  severe  phlegmonous  cellulitis  may 
follow  infection  of  the  tissues  by  pus  carried  from  the  antrum. 
Under  such  conditions  it  is  possible  also  to  injure  the  lower  end  of 
the  nasal  duct. 

Ozsena. — The  patients  that  have  given  me  most  trouble  in  boring 
have  been  those  with  atrophic  rhinitis  ;  as  a  class  they  seem  to 
have  a  thick  naso-antral  wall  or  a  small  antrum.  Zuckerkandl, 
Harke,  Bergeat  and  Minder,  have  remarked  upon  the  small  size  of 
the  accessory  cavities  in  persons  with  ozfBna ;  and  Haike  states 
that  in  his  X-ray  examination  of  adults  with  ozaena  he  found  in 
almost  every  case  defective  development  of  these  cavities. 

After  the  antrum  is  entered  and  the  trocar  withdrawn,  serum 
or  pus,  if  present  in  the  cavity  under  pressure,  e.  g.  in  a  cyst  or 
closed  antrum,  may  drop  from  the  cannula.  Aspiration  may  first 
be  tried,  but  is  usually  omitted.  Air  is  gently  blown  through  and 
the  effect  observed  in  the  middle  meatus ;  the  escape  of  clear  fluid 
should  not  be  overlooked.  In  rare  instances,  when  the  antrnm  is 
occupied  by  a  dental  cyst  which  has  burst  into  the  nose,  the  pus 
may  be  found  to  escape  beneath  the  inferior  turbinate. 

Conditions  preventing  Perflation    op  Antrum. 

Not  infrequently  difficulty  is  at  first  experienced  in  blowing 
through  the  antrum.  Assuming  that  the  trocar  is  clear  and  the 
point  free  in  the  cavity,  the  following  possible  causes  of  obstruc- 
tion may  be  considered. 

(a)  In  acute  cases  the  ostium  may  be  blocked.  If  the  application 
of  cocaine  and  adrenalin  to  the  neighbourhood  of  the  ostium  fail  to 
reduce  the  swelling  of  the  mucous  membrane,  a  second  cannula 
should  be  inserted  alongside  the  first  and  made  to  serve  as  a 
counter-opening. 
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(b)  A  polypus  in  the  antrum  may  also  occlude  the  ostium.  As 
a  rule,  it  does  so  intermittently.  For  a  time  it  may  allow  free 
escape,  then  suddenly  prevent  this,  and  the  more  the  intra-antral 
pressure  is  increased  the  more  complete  does  the  obstruction  become. 
The  valve-like  action  of  the  polypus  may  sometimes  be  avoided  by 
changing  the  position  of  the  patient's  head,  especially  by  keeping 
the  diseased  side  under  the  other. 

(c)  When  the  antral  lining  membrane  is  swollen  or  thickened — 
and  occasionally  its  condition  is  such  as  almost  to  obliterate  the 
cavity — the  point  of  the  cannula  may  readily  be  embedded  in  the 
cedematous  tissue.  If  one  has  reason  to  suspect  this,  the  instrument 
should  be  pushed  forward  until  the  point  impinges  on  the  opposite 
wall  and  then  withdrawn  slowly,  meanwhile  trying  to  blow  through  ; 
a  level  is  usually  reached  at  which  the  air  finds  free  egress. 

{d)  A  dental  cyst  may  fill  the  entire  antrum  or  only  its  lower 
part.  If  the  instrument  pierce  the  cyst  a  few  drops  of  translucent 
liquid  with  cholestearin  crystals  may  escape  from  the  cannula,  but 
attempts  to  blow  through  will  be  futile.  On  the  other  hand,  the 
point  of  the  instrument  may  pass  above  the  cyst  into  the  remaining 
lumen  of  the  antrum,  and  the  test  gives  a  negative  result.  In  some 
cases  it  is  possible  to  enter  either  the  cyst  or  the  antral  cavity 
according  to  the  direction  given  the  instrument  while  boring. 

(e)  A  cyst  of  the  antral  lining  membrane  may  behave  in  almost 
the  same  manner  as  a  dental  cyst.  The  method  mentioned  under  (c) 
should  be  tried. 

(/)  Caseous  pus  and  very  tough  mucus  may  offer  resistance  to 
the  passage  of  injected  air,  but  usually  this  is  overcome  by  moving 
the  cannula  to  and  fro  and  blowing  at  different  depths. 

Danger  op  Forcible  Perflation.      Fatal  Case. 

Whatever  the  intra-antral  condition  may  be — and  very  often  no 
opinion  can  be  hazarded  as  to  its  nature — the  tendency  is  to  blow 
strongly  enough  to  force  a  passage  by  the  ostium.  I  would  earnestly 
Avarn  against  any  such  attempt.  A  number  of  years  ago  I  had  an 
experience  which  demonstrated  that  this  simple  test  of  exploratory 
puncture  may  be  fraught  with  the  most  serious  consequences  if  air 
be  injected  into  a  presumably  closed  antrum  under  moderate 
pressure  such  as  is  capable  of  being  exerted  by  a  rubber  syringe. 

In  the  case  to  which  I  allude,  the  patient  was  a  man  aged  about  forty-five, 
who  had  symptoms  suggesting  suppuration  in  the  right  antrum.  The  naso-antral 
wall  was  easUy  pierced  by  Lichtwitz's  trocar  and  cannula,  and  on  trying  to  blow 


560  The  Journal  of  Laryngology,     [December,  1914. 

air  thi'ougli  the  antrum  a  slight  gurgling  sovind  was  produced,  but  nothing  escaped 
by  the  ostium.  This  procedure  was  followed  by  very  severe  and  prolonged 
coughing  ;  the  patient  broke  into  perspiration  and  afterwards  lay  prostrate  for 
three  quarters  of  an  hour. 

A  week  later  the  test  was  repeated,  and,  as  before,  air  could  not  be  forced 
through  the  antrum.  A  second  cannula  was  then  introduced  alongside  the  first. 
On  fu.rther  attempts  at  inflation  a  low  gurgling  soiind  could  be  heard  such  as 
might  be  produced  by  air  passing  through  fluid  in  the,  antrum.  He  said  that 
he  had  no  pain,  but  that  there  was  a  tickling  sensation  in  the  right  side  of  the 
larynx  inclining  him  to  covigh.  A  few  moments  later  he  said  that  he  felt  it  going 
to  his  arm,  then  withoiit  warning  or  any  apparent  change  he  became  unconscious, 
his  head  fell  forward,  and  he  almost  dropped  from  the  chair.  His  breathing  was 
loud,  pulse  feeble,  and  he  perspired  profusely.  His  own  physician  and  several 
other  medical  men  saw  him  within  a  sort  time  of  the  onset  of  his  illness,  and 
various  remedial  measures  were  employed.  In  about  three  hours  he  seemed 
somewhat  revived,  but  began  to  moan  as  if  in  pain.  Subsequently,  the  moaning 
was  continuous,  the  breathing  rapid  and  shallow,  the  eyes  wide  open  and  some- 
times turned  far  up  to  the  left,  and  there  was  constant  violent  jerking  of  the 
right  leg.  Without  developing  any  other  outstanding  symptom  or  regaining 
consciovisness  the  patient  died  fourteen  hours  from  the  time  the  exploratory 
puncture  was  made. 


Symptoms  caused  by  Forcible  Perflation. 

This  case  iiiiturally  led  me  to  be  on  the  outlook  for  any  untoward 
conditions  that  might  arise  during  the  performance  of  the  test.  Of 
the  many  hundreds  of  patients  on  whom  I  have  since  made  the 
exploratory  puncture  and  perflation,  about  a  dozen  have  presented 
symptoms  which,  I  think,  are  to  be  ascribed  to  the  procedure.  In 
these  cases  nothing  unusual  was  noted  as  regards  the  thickness  of 
the  naso-antral  wall,  but  on  trying  to  blow  air  through  none 
escaped  from  the  antrum.  After  repeatedly  changing  the  position 
of  the  cannula  and  trying  to  insufflate,  the  patient  began  to  cough. 
This  was  attributed  to  a  tickling  sensation  in  the  larynx,  or  to 
irritation,  oppression,  or  even  pain  in  the  chesty  usually  opposite 
the  middle  or  lower  end  of  the  sternum.  The  cough  was  dry,  at 
intervals  or  in  violent  rapidly  recurring  paroxysms,  and  lasted 
from  a  few  minutes  to  a  quarter  of  an  hour.  The  patient  jDerspired 
freely  and  became  faint;  retching  and  vomiting  were  uncommon; 
considerable  prosti-ation  might  continue  for  about  half  an  hour. 
One  patient  complained  that  his  right  hand  felt  paralysed  (the 
puncture  had  been  made  on  the  left  side).  These  symptoms  in 
themselves  are  comparatively  trivial,  but  they  might  have  led  to 
others  of  a  graver  nature  had  they  not  been  regarded  as  a  danger 
signal. 
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Fatal  Case  following  Perflation  of  Frontal  Sinus. 

The  following  case  probably  belongs  to  the  same  category  as 
those  just  described,  but  the  cavity  perflated  at  the  onset  of  the 
fatal  illness  was  the  frontal  sinus. 

The  patient,  a  strong,  healthy  man,  aged  forty-six,  had  nasal  polypi  and  sup- 
puration in  both  antra,  both  frontal  sinuses,  and  the  right  sphenoidal  sinxis.  The 
polypi  had  been  removed  and  the  antra  opened  from  the  alveolus.  The  question 
under  consideration  was  that  of  the  treatment  of  the  frontal  sinuses.  In  order  to 
estimate  the  amount  of  pus  in  these  cavities  a  cannula  was  passed  and  the 
contents  blown  out.  A  communication  existed  between  the  two  sinuses,  for,  on 
insufflating  one,  air-bells  and  pus  appeared  beneath  the  ostiimi  frontale  on  the 
other  side.  This  procedure  had  been  carried  out  at  several  previous  visits  without 
any  untoward  results  when,  on  one  occasion,  on  removing  the  cannula  the  patient's 
head  fell  forward  a  little.  When  asked  if  he  were  well,  he  quickly  i-aised  it  as  if 
awaking,  but  again  di'opped  it.  As  he  was  apparently  helpless  he  was  laid  down. 
He  complained  of  the  heat  and  of  his  wrists  feeling  weak.  In  reply  to  inquiries 
he  said  that  he  had  no  pain  and  that  he  did  not  know  what  was  wrong.  When 
told  to  draw  up  his  limbs  he  seemed  unable  to  do  so,  but  in  about  haK  an  hour  he 
moved  the  left  leg,  and  later  the  right  leg  and  left  arm.  In  three  quarters  of  an 
hour,  when  his  own  physician  arrived,  his  pupils  were  dilated  and  reacted  only 
sluggishly  to  light,  and  he  answered  "yes"  to  all  questions.  In  three  hours  he 
was  able  to  move  all  his  limbs  and  to  sit  up  in  bed.  At  10  p.m.,  six  hours  after 
the  onset  of  his  illness,  the  urine  was  drawn  off  and  found  to  contain  neither  sugar 
nor  albumen,  the  pulse  and  temperature  were  normal,  and  after  consideration  of  a 
question  he  could  answer  '•'  yes  "  or  "  no."  The  next  morning,  early,  he  was  very 
violent' and  shouted,  and  was  calmed  only  by  morphia.  At  9  a.m.  he  was  comatose ; 
occasionally  during  the  day  he  became  excited.  At  3  p.m.  the  breathing  was 
interrupted,  and  he  seemed  about  to  die,  although  the  pulse  was  good.  In  the 
evening  the  temperature  was  103^  F.,  and  pulse  from  110  to  160  ;  he  was  quieter 
and  answered  "  yes  "  and  "  no  "  to  questions,  but  it  is  doubtful  if  he  imderstood 
them.  There  was  occasional  opisthotonos.  About  3  the  next  morning  he  began 
to  have  convulsions,  which  recurred  rapidly,  and  he  died  at  7  a.m.,  about  forty 
hours  from  the  onset  of  the  attack. 

A  post-mortem  examination  of  the  head  was  made  by  Dr.  John  Anderson, 
Pathologist  to  the  Victoria  Infirmary,  from  whose  report  the  following  extracts 
have  been  taken :  "  The  dura  mater  is  not  abnormally  adherent  to  the  skull .-  it  is 
somewhat  congested.  The  sinuses  are  tilled  with  blood  and  post-mortem  clot. 
There  is  no  excess  of  fluid  in  the  subdural  space.  The  pia  arachnoid  shows  con- 
gestion of  the  veins  of  the  sulci  and  a  few  slight  opacities  due  to  areas  of  thicken- 
ing; the  Pacchionian  bodies  are  unusually  px-ominent.  On  section  of  the  brain  a 
general  hypersemia  is  met  with,  the  white  matter  showing  a  pronounced  condition 
of  piincta  vasculosa.  The  brain  substance  in  addition  to  the  hypersemia  is  slightly 
cedematous,  and  the  ventricles  contain  a  slight  excess  of  fluid.  Xo  gross  lesion 
is  found  in  the  brain  :  there  is  no  indication  of  cerebral  haemorrhage,  embolism, 
thrombosis,  focus  of  suppuration,  or  meningitis.  On  stripping  the  diu-a  mater  from 
the  orbital  plate  of  the  frontal  bone  a  small  aperture  is  found  on  the  left  side  in  a 
line  with  the  posterior  end  of  the  cribriform  plate.  The  aperture  is  circular,  about 
3  mm.  in  diameter,  with  smooth  edges,  and  leads  to  a  recess  in  the  bone  large 
enough  to  contain  haK  a  pea.     This  is  filled  with  a  pultaceous  material,  after 
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cleaning  out  which  no  exit  from  the  recess  can  be  detected  with  a  fine  probe.  On 
removing  the  roof  of  the  sinus  and  a  small  bridge  of  bone  between  its  posterior 
end  and  the  recess,  a  tortuous  communication  between  the  latter  and  the  frontal 
sinus  can  be  traced.  The  frontal  sinuses  are  very  large  and  communicate  with 
one  another ;  they  are  filled  with  pus  and  lined  with  a  fleshy,  congested,  pyogenic 
membrane.  The  sphenoidal  sinvises  are  also  large  and  partly  filled  with  granula- 
tion tissue."  It  should  be  clearly  understood  that  although  the  roof  of  the  left 
frontal  sinus  presented  the  small  erosion  noted,  the  latter  was  perfectly  covered 
by  normal  dura  mater. 

Before  commenting  on  the  above  experiences  I  shall  briefly  relate  mishaps  that 
have  befallen  others. 

Cessation  op    Eespiration,  Convulsions    and    Prolonged   Uncon- 
sciousness FOLLOWING  Washing  and  Perflation  of  Antrum. 

In  1906,  Neuenborn  reported  a  case  which  he  attributed  to  cocaine  poisoning, 
but  which  closely  resembles  those  under  consideration. 

A  man,  aged  twenty-three,  presented  symptoms  of  double  antral  suppuration. 
The  left  antrum  was  punctured  and  washed  out  twice.  At  the  third  visit,  a 
smaller  quantity  of  cocaine  than  usual  was  applied  to  the  right  inferior  meatus, 
the  antrum  was  punctured  for  the  third  time,  and  a  considerable  amount  of  pus 
washed  out.  Air  was  then  blown  through  the  cavity  to  get  rid  of  the  excess  of 
water,  the  thin  trocar  Avas  withdrawn,  and  the  patient  was  asked  how  he  felt. 
"While  replying  he  fell  to  the  ground  as  if  struck  by  lightning.  Respiration  had 
ceased,  the  whole  body  was  rigid,  and  he  appeared  to  be  dead.  The  heart's  action, 
however,  was  fovmd  to  be  normal,  so  artificial  respiration  was  begun  and  continued 
at  intervals  as  required  throughout  the  day.  Injections  of  ether — although  the 
pulse  kept  normal — amyl  nitrite  and  applications  of  cold  to  the  head  were  tried. 
Later,  tonic  and  clonic  spasms  alternated.  During  the  night  he  had  a  pure 
epileptic  seizure  and  seemed  about  to  die.  Unconsciousness  was  complete.  This 
condition  lasted  for  three  days.  On  the  fourth  day  he  began  to  rouse  himself 
rmwillino-ly  when  loudly  called.  On  the  fifth  he  was  somewhat  better,  and  on 
the  sixth  he  recognised  a  friend.  From  then  onwards  he  visibly  improved. 
Neuralo-ic  pains  set  in,  especially  in  the  sciatic  and  trigeminus,  on  the  seventh  day 
For  long  afterwards  he  was  weak  and  nervous. 

Neuenborn  at  first  thought  that  a  communication  existed  between  the  antrum 
and  cranial  cavity  throiigh  which  he  had  driven  air  or  water  and  so  produced 
meningitis.  This  view  was  supported  by  the  rise  of  temperature  on  the  second 
day,  stiffness  of  the  neck  and  positive  Babinski.  He  now  believes  that  the  whole 
course  of  the  illness,  especially  the  subsequent  development  of  neuritis,  shows 
that  the  case  was  one  of  severe  cocaine  intoxication. 

The  following  considerations  place  the  latter  view  in  a  very  doubtful  light. 
The  amount  of  cocaine  employed  was  small,  and  on  two  previous  occasions  the 
patient  had  had  larger  doses  without  bad  effect,  so  that  idiosyncrasy  could  be 
excluded.  When  cocaine  does  give  rise  to  toxic  symptoms  these  do  not  set  in 
with  sudden  unconsciousness,  and  the  course  of  the  illness,  even  if  it  terminate 
fatally,  is  never  so  prolonged  as  in  the  case  described. 

Death  after  washing  out  Antrum. 
Neuenborn   also  relates  that    several  years  previously  in  the 
same  town  a  patient  died  in  a  doctor's  consulting  room  after  having 
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had  the  antrum  washed  out.  Death  was  supposed  to  have  been 
due  to  cardiac  failure,  but  Neuenborn  now  attributes  it  to  cocaine 
poisoning. 

In  the  present  state  of  our  knowledge,  both  Neuenborn's  case 
and  that  of  his  townsman  would  probably  be  regarded  as  accidents 
occurring  in  the  course  of  the  exploratory  perflation  or  washing  of 
the  antrum,  and  as  having  nothing  to  do  with  the  toxic  influence 
of  cocaine. 

Two  Cases,  one  fatal,  op  Epileptic  Seizures  following 
Stringing  op  Accessory  Cavities. 

In  the  discussion  following  Neuenborn's  communication,  Henrici 
reported  two  cases  in  which  an  epileptic  seizure  had  followed  the 
syringing  of  an  accessory  cavity;  the  patients  were  neither 
nervous  nor  had  they  had  epilepsy  previously. 

The  first  patient  had  been  having  his  antrum  and  frontal 
sinuses  syringed  out  daily  for  about  a  month ;  blunt  cannulas  were 
used.  One  day  during  the  washing  the  patient  suddenly  fell  from 
his  chair  apparently  in  an  epileptic  fit  with  heavy  breathing,  blue 
aspect,  small  irregular  pulse,  and  firmly  clenched  teeth ;  he  soon 
recovered.  A  few  days  later,  when  he  was  quite  well,  the  syring- 
ing Avas  resumed,  and  again  he  had  a  seizure  ;  the  breathing  soon 
ceased  and  later  the  pulse ;  artificial  respiration  and  tracheotomy 
were  employed,  but  death  supervened;  the  i:)ost-mortem  examina- 
tion was  negative. 

Henrici's  second  patient  was  beginning  to  have  her  antrum 
washed  from  the  middle  meatus  when  an  epileptic  attack  set  in. 
Under  artificial  respiration  and  heart  massage  she  came  to  herself 
again.  Paresis  of  the  extremities  with  disturbance  of  conscious- 
ness persisted  for  long  afterwards. 

Fatal  Apoplexy  after  Antral  Puncture. 

Hajek,  at  the  meeting  of  the  Grerman  Laryngological  Society  in 
1907,  reported  tAvo  serious  cases.  The  first  was  that  of  a  man, 
aged  sixty-six,  who  was  diabetic  and  had  marked  arterio-sclerosis. 
Eight  days  previously  acute  empyema  of  the  left  antrum  had  set 
in.  After  perforating  from  the  inferior  meatus,  the  patient 
became  unwell  and  seemed  unconscious.  Paralysis  of  the  left  half 
of  the  body  and  face  indicated  cerebral  apoplexy,  from  which  he 
died  in  thirty-six  hours. 
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Subperiosteal  Abscess  with  Metastasis  after  Antral  Puncture. 

Hajek's  second  case  was  that  of  a  woman,  aged  thirty-five. 
After  the  antrum  was  punctured,  air  blown  through  escaped  by 
the  nose,  but  on  trying  to  syringe  there  was  resistance  which  could 
not  be  overcome.  The  patient  had  a  I'igor  on  each  of  the  following 
three  days.  Swelling  developed  over  the  left  temple  and  on  the 
left  wrist.  On  opening  the  antrum  the  greatly  swollen  mucous 
membrane  beneath  the  anterior  wall  was  found  to  be  raised  by  a 
subperiosteal  abscess,  so  that  the  lumen  of  the  cavity  was  quite 
obliterated.  After  incising  the  abscess  and  draining  the  antrum 
the  condition  cleared  up.  In  this  case  probably  the  needle  crossed 
the  very  narrow  antrum  and,  by  infecting  the  subperiosteal  tissue, 
gave  rise  to  an  abscess.  The  pus  under  great  pressure  infected  a 
perforating  vein,  hence  the  swelling  of  the  cheek  and  the  later 
metastatic  inflammation  of  the  wrist. 

In  the  discussion  that  followed  the  reading  of  Hajek's  paper 
Moritz  Schmidt,  B.  Frankel,  Kiimmel,  and  Kayser  recounted  the 
undernoted  interesting  experiences. 

Swelling  op  Cheek  and  Eyelids. 

Moritz  Schmidt  referred  to  two  cases  in  which,  on  beginning  to 
syringe,  swelling  of  the  cheek  and  eyelids  set  in.  He  considered 
that  the  accident  was  due  to  the  antral  cavity  not  extending  to  as 
low  a  level  as  usual,  and  that  in  consequence  the  trocar  passed 
directly  from  the  outer  wall  of  the  nose  to  beneath  the  skin. 

Transient  Hemiplegia  after  Perflation  of  (?)  Ethmoidal 

Cell. 

In  a  third  case  the  patient  was  a  medical  man  who  had  been 
greatly  inconvenienced  for  years  by  crusting  in  the  nose.  Schmidt 
examined  him  carefully  and  at  length  found  a  very  sensitive  area 
behind  the  middle  turbinate.  The  posterior  end  of  this  body  was 
removed,  and  a  sharp  needle  was  pushed  outwards  and  entered  a 
cavity  which  may  have  been  the  sphenoidal  sinus  but  probabl}^  was 
a  much  distended  ethmoidal  cell.  Pus  immediately  oozed  out. 
Some  air  was  then  pumped  in.  At  the  same  moment  the  patient 
collapsed  with  complete  paralysis  of  the  left  arm  and  leg. 
Fortunately  this  passed  off  in  about  an  hour,  and  next  morning  he 
was  quite  well.  Schmidt  was  unable  to  explain  how  the  paralysis 
had  arisen.     He  thought  that  he  had  entered  the  brain,  but  this 
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was  not   possible,  as  he    had   operated   on  the  left  side,  and  the 
paralysis  also  was  left  sided. 


Swelling  and  Abscess  of  Cheek. 

B.  Frankel  stated  that  he  always  made  the  puncture  in  the 
middle  meatus.  Shortly  before,  he  had  had  a  case  in  which  on 
washing  there  was  immediate  swelling  of  the  cheek.  An  abscess 
formed  which  took  long  to  heal.  He  thought  that  a  fissure  must 
have  been  present  through  which  the  pus  w^as  driven  into  the 
•cheek. 

Transient   Hemiplegia  after   Insufflation   of   Frontal    Sinus. 

Cases  of  Coma. 

Kiimmel  related  the  case  of  a  man  whose  frontal  sinus  was 
■easily  entered  and  washed  out.  Air  was  afterwards  blown  in,  and 
the  patient  became  paralysed  on  the  opposite  side  of  the  body  but 
recovered  perfectly  in  two  or  three  hours.  On  several  subsequent 
■occasions  he  had  had  a  similar  experience.  Twice  certainly  on 
blowing  in  air  patients  who  had  borne  all  previous  manipulations 
suddenly  fell  and  remaiued  in  a  comatose  state  without  paralysis 
for  two  or  three  hours. 

Hysteko-epilefsy  after  Antral  Puncture. 

Kayser,  lastly,  told  of  a  lady,  who,  on  having  her  antrum  punc- 
tured, fainted,  became  convulsed  and  remained  unconscious  for 
thirty-six  hours  ;  then  gradually  recovered.  He  had  regarded  the 
illness  as  an  attack  of  hystero-epilepsy. 

Claus  in  1910  contributed  a  paper  entitled,  "  Four  Mishaps,  two 
with  Fatal  Termination,  from  Puncture  of  the  Maxillary  Sinus." 

« 

Cyanosis  and  Dyspncea  on  Perflating  Antrum. 

Clauses  first  case  was  that  of  a  girl,  aged  nineteen,  who  had 
been  operated  upon  for  suppuration  in  the  left  antrum.  Subse- 
■queutly  recurrence  was  suspected,  and  Claus  made  an  exploratory 
puncture.  While  blowing  in  air  obstruction  was  suddenly  expe- 
rienced, and  at  the  same  moment  the  patient  became  dyspnoeic  and 
•cyanosed.  She  continued  so  for  about  ten  minutes  and  had  a 
feeling  of  depression  for  some  hours.  Hysteria  and  fear  could  be 
■excluded   as   causes.     An  air   embolus  was  suspected.     Probably 
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while  the  point  of  the  instrument  was  in  the  thick  spongy  wall  of 
the  antrum  air  was  forced  into  a  vessel,  but  as  the  amount  was 
small  it  was  quickly  absorbed. 


Unconsciousness.  Partial  Paralysis,  and  Aphasia  setting  in 
DURING  Antral  Puncture. 

In  the  second  case,  a  man,  aged  sixty-eight,  became  suddenly 
unconscious  while  the  antrum  Avas  being  punctured  Avith  the  Licht- 
witz  needle.  The  right  arm  was  flaccid,  right  leg  moved  fairly 
well,  there  was  no  facial  paralysis,  but  sensation  on  both  sides  was 
abolished  excepting  below  the  left  eye.  He  was  very  restless  and 
did  not  reply  to  questions.  The  following  day  he  was  quieter,  but 
still  almost  aphasic.  He  gradually  improved,  and  the  paralysis 
passed  off  in  six  days.  The  seat  of  the  lesion  here  must  have  been 
in  the  internal  capsule  of  the  left  hemisphere.  Claus  thinks  that 
an  embolus  or  hEemorrhage  is  improbable  from  the  course  of  the 
illness,  and  that  one  may  assume  closure  of  a  vessel  from  arterial 
spasm  due  to  novocain  and  adrenalin,  although  the  doses  used  were 
only  moderate. 

Cyanosis,  Heart  Failure,  and  Death  after  Washing  Antrum. 

In  the  third  case,  a  young  woman  had  the  right  antrum  washed 
out  from  the  inferior  meatus,  as  had  been  done  on  two  previous 
occasions.  Immediately  after  the  procedure  she  complained  of 
feeling  faint  and  became  cyanosed.  Pulse  and  breathing  gradually 
failed.  All  efforts  at  resuscitation  were  in  vain.  At  the  neci'opsy 
no  disease  was  found  in  the  organs.  Death  was  evidently  caused 
by  paralysis  of  the  heart. 

Unconsciousness,  Collapse,  and  Death  after  Perflation  of  Antrum. 

The  fourth  case  was  that  of  a  woman,  aged  thirty-six.  The 
antrum  was  easily  punctured  with  the  Lichtwitz  needle  and  air 
blown  in.  The  patient  thereupon  collapsed  and  lost  consciousness. 
The  coma  deepened,  and  she  died  the  same  evening.  The  result  of 
the  post-mortem  examination  is  very  fully  reported.  Briefly^ 
numerous  heemorrhages  were  found  in  the  heart  muscle  and  in  the 
grey  cortex  of  cerebrum  and  cerebellum. 

Claus  is  inclined  to  attribute  death  in  these  two  cases  to  novo- 
cain poisoning. 
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Symptoms  of  Shock  observed  aftee  Exploratoey  Puncture. 

Utfenorde,  in  commenting  on  Claus's  paper,  states  that  not 
infrequently  exploratory  puncture  of  the  antrum  is  followed  by 
disquieting  symptoms  of  shock,  which  are  to  be  regarded  as  due  to 
reflex  inhibition  of  the  vagus.  There  may  be  syncope,  rolling  of 
the  eyes,  clonic  convulsions,  cyanosis,  irregular,  weak,  slow  pulse, 
and  very  slow  respiration.  In  his  experience  women  are  oftenest 
affected.  Judging  from  two  cases  which  he  observed  in  robust 
subjects,  he  is  convinced  that  such  attacks  may  terminate  fatally 
if  camphor  and  digitalis  are  not  injected. 


Abscess  in  Cheek  after  Exploratory  Puncture. 

Kronenberg,  in  1911,  wrote  a  paper  on  accidents  arising  from 
boring  into  the  antrum  and  their  prevention.  He  reported  a  case 
in  which  after  exploratory  puncture  an  abscess  formed  in  the  cheek, 
causing  considerable  general  disturbance.  It  ultimately  burst  into 
the  mouth  and  discharged  for  about  a  week. 

Various  Mishaps  after  Exploratory  Puncture. 

In  the  large  Handhuch  der  speziellen  Chirurgie  des  Ohres  und 
der  oberen  Luftwege  which  is  now  being  published,  Boenninghaus, 
the  author  of  the  section  on  the  accessory  cavities,  states  that 
exploratory  puncture  of  the  antrum  is  accompanied  or  followed  by 
mishaps  much  oftener  than  is  known,  and  that  Hajek  rendered 
special  service  in  opening  up  this  question.  Boenninghaus  has 
seen  abscess  in  the  orbit,  and  in  several  instances  rise  of  temperature 
with  pain  in  the  jaw,  follow  the  procedure. 

Rise  op  Temperature  after  first  Washing  of  Antra  filled 

WITH    Pus. 

Killian  read  a  paper  at  the  meeting  of  the  Society  of  German 
Laryngologists  in  May,  1913,  on  accidents  from  washing  out  the 
antrum.  As  a  rule,  he  washes  from  the  middle  meatus  through 
the  accessory  or  an  artificial  opening.  Although  little  or  no  injury 
is  produced,  a  rise  of  temperature  occasionally  takes  place  a  few 
hours  later.  During  the  past  ten  years  he  has  met  with  a  number 
of  such  cases.  In  every  instance  the  complication  was  after  the 
first  washing,  and  the  antrum  was  full  of  pus  which  had  been  retained 
for  long  and  was  more   or  less  decomposed.     A  case  illustrating 
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the  course  of  events  was  that  of  a  man  whose  antrum  was  washed 
out  with  salt  solution  through  the  natural  opening;  two  and  a 
quarter  hours  later  he  had  an  acute  rigor,  and  the  temperature  rose 
to  37'9°C.;  after  three  hours  it  slowly  fell  again ;  next  day  he 
was  quite  well;  the  antrum  was  frequently  washed  out  subsequently, 
but  without  giving  rise  to  any  similar  disturbance.  It  is  not  easy 
to  account  for  such  occun-ences.  There  is  no  question  of  infection 
from  instruments  or  a  wound.  Probably  the  explanation  lies  in 
the  bacterial  toxins  present  in  the  antrum  which  had  been  absorbed 
in  inappreciable  amount  until  disturbed  by  the  first  washing. 

Disturbance  of  Vision  after  or  during  Washing  Antrum. 

Killian  also  relates  the  case  of  a  woman  who  occasionally 
experienced  during  or  after  washing  the  antrum,  which  was  carried 
out  regularly,  sudden  disturbance  of  vision  in  the  corresponding 
eye.  At  first  she  could  see  nothing,  after  a  few  minutes  there  was 
a  faint  glimmer  of  light  which  travelled  from  right  to  left,  and  in 
ten  to  fifteen  minutes  fair  vision  was  re-established.  At  home  she 
had  rigors,  and  the  temperature  rose  to  38'3°  0,  Next  morning  all 
had  passed  off,  excepting  that  for  some  days  the  pupil  was  wider 
than  the  other.  The  ophthalmologist  who  examined  the  patient 
stated  that  he  had  several  times  observed  a  similar  sequence  of 
events.  He  was  inclined  to  attribute  ihe  disturbance  of  vision  to 
a  small  embolus  of  the  central  artery  of  the  retina.  Killian  questions 
this  view  and  regards  a  reflex  contraction  of  the  vessel  as  more 
probable. 

Fatal  Syncope  while  Washing  Antrum. 

Killian  states  that  there  is  no  doubt  as  to  reflexes  originating 
in  the  antrum,  and  that  attacks  of  collapse  and  fainting  while  the 
cavity  is  being  washed  are  thus  explained.  The  irritation  probably 
passes  to  the  vagus.  A  case  occurred  in  his  clinic  in  which  irrita- 
tion of  the  vagus  led  to  syncope,  and  the  patient  fell  dead  from  his 
seat.  The  antrum  was  merely  being  washed  out,  as  had  been  done 
often  pi'eviously.  The  only  explanation  he  can  offer  is  that  the 
water  used  was  probably  cold,  and  that  some  individuals  are 
specially  susceptible  to  strong  vagal  reflexes.  The  j'ost-mortem 
examination  was  negative  ;  the  heart  was  healthy. 

Collapse,  Paraplegia,  and  Amaurosis  on  Insufflating  Antrum. 
In  the  discussion  that  followed  the  reading  of  Killian^s  paper. 
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Streit  related  the  case  of  a  medical  student  in  whom  the  first 
washing-  out  from  the  middle  meatus  led  to  no  complication,  but 
some  days  later,  when  about  to  undertake  a  second  washing,  on 
beginning  to  exercise  pressure  with  the  double  bellows,  the  patient 
immediately  became  pale  and  pulseless.  It  was  also  found  that  he 
had  a  paresis  of  the  lower  extremities.  During  the  next  two 
hours  there  was  repeated  complete  amaurosis  with  momentary 
intervals  of  slight  perception  of  light.  Prof.  Bruckner,  who  found 
the  fundus  normal,  thought  that  most  probably  an  air  embolus  had 
lodged  in  the  occipital  lobe.  The  patient  remained  weak  till  the 
evening  and  then  gradually  recovered. 

Rigors  after  Syringing  Antrum.     Paraplegia  and  Blindness. 

Walliczek  referred  to  two  cases  in  which  rigors  followed  not 
only  the  first  but  also  subsequent  washings.  He  had  also  had  a 
case  resembling  Streit's,  and  was  inclined  to  attribute  the  paralysis 
of  the  legs  and  the  blindness  to  a  concentrated  adrenalin  solution. 

Siebenmann  had  also  observed  severe  rigors  and  high  tempera- 
tures of  short  duration  after  the  injection  of  boric  acid  lotion  into 
the  antrum  through  an  accessory  or  artificial  opening.  With 
reference  to  attacks  of  giddiness  on  syringing  the  antrum,  he 
pointed  out  that  there  are  connections  between  the  trigeminus  and 
vagus  which  explain  the  frequent  occurrence  of  vertigo  in  acute 
antial  suppuration. 

Two  Cases  of  Air  Embolism,  One  Fatal,  after  Exploratory 

Puncture. 

Bowen  reported  in  1913  two  cases  of  air  embolism  following 
this  test. 

The  first  was  that  of  a  woman  in  whom  the  puncture  was  made  with  difficulty 
owing  to  the  unusual  thickness  of  the  bone.  After  inserting  the  needle  it  was 
found  impossible  to  force  air  through  with  the  syringe,  so  the  needle  was  with- 
drawn slightly  for  a  second  attempt,  which  was  also  unsuccessful.  During  the 
third  attempt  the  patient,  without  the  slightest  warning,  became  rigid  and 
•cyanotic,  and  a  moment  or  so  later  convulsive  movements  of  the  extremities^ 
foaming  at  the  mouth,  and  stertorous  breathing  set  in.  She  remained  thus  for 
.seventy-two  hours.  The  first  night  the  temperature  was  101'4^  F.,  pulse  75,  and 
respirations  20.  The  temperature  remained  about  100"  until  the  third  day.  She 
vomited  the  first  evening  and  again  on  the  third  day.  There  was  profuse  perspira- 
tion, especially  at  night,  and  muscular  twitching  almost  continuously.  Occasion- 
ally she  became  quite  violent  and  required  the  use  of  a  restraining  sheet.  During 
the  fourth  day  a  partial  paralysis  of  the  left  arm  was  apparent.     She  was  able  to 
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sit  up  in  bed  on  the  fifth  day,  and  would  converse  when  spoken  to.  She  was  dis- 
charged on  the  seventh  day. 

The  second  case  was  that  of  a  man,  aged  twenty-four.  The  right  antrum  was 
washed  out  from  the  inferior  meatus  with  negative  result.  The  left  side  was 
punctxured  in  the  same  manner,  but  as  the  air  was  being  injected,  no  unusual 
force  being  used,  the  patient  became  rigid  with  half  closed  eyes  and  eyeballs 
rolled  backward ;  relaxation  followed  with  profound  cyanosis  and  slight  muscular 
twitching.  He  was  placed  in  the  recumbent  position,  and  beyond  a  few  gasping 
respirations,  at  the  rate  of  about  three  per  minute,  there  was  little  evidence  of 
life.  Hypodermics  of  strychnine,  adrenalin  (1-5  m.),  and  whisky  were  given,  and 
artificial  respiration  was  carried  on  continuously.  At  the  end  of  about  twenty 
minutes  the  cyanosis  cleared  somewhat,  and  it  was  thought  that  the  danger  was 
over,  but  in  a  few  minutes  it  deepened  again,  and  death  took  place  about  an  hour 
after  the  puncture. 

At  the  post-mortem,  on  removing  the  sternum  the  pericardium  immediately 
bulged  forward  into  the  opening.  Incision  into  the  pulmonary  artery  was 
followed  by  the  sharp,  hissing  sound  of  escaping  air  and  collapse  of  the  distended 
heart.  On  opening  the  antrum,  the  mucous  membrane  of  the  outer  and  inner 
walls  and  nearly  all  the  roof  was  found  detached.  There  was  no  indication  of  the 
needle  having  penetrated  beyond  the  antrum,  and  there  was  no  trace  of  haemor- 
rhage in  the  cavity. 

Bowen  considers  that  the  only  explanation  of  the  passage  of 
air  into  the  general  circulation  is  that  the  needle  penetrated  the 
mucous  membrane  of  the  roof  and  air  was  forced  between  the 
lining  membrane  and  bone,  thus  opening  up  numerous  capillaries. 
In  exploring  the  antrum  he  advises  the  injection  of  solution  with- 
out preliminary  perflation. 


Entrance  op  Air  into  Jugular  Vein  during  supposed  Perflation 

OF  Antrum. 
« 
In  a  case  in  which  I  believed  the  point  of  the  cannula  to  be  in  a 
good-sized  antrum,  on  insufflating,  a  low  gurgling  sound  was  pro- 
duced, apparently  in  the  cavity ;  on  again  blowing,  gurgling  was 
heard  in  the  neck,  and  on  repeating  this  a  loud  gurgling  sound 
unmistakably  passed  down  the  side  of  the  neck.  The  patient 
remarked  that  she  felt  this  in  the  neck,  but  she  was  in  no  way 
affected.  On  removing  the  cannula  it  was  found  to  contain  a  little 
blood.  The  antrum  Avas  now  opened  from  the  alveolus  and  proved 
to  be  empty.  In  this  case  the  trocar  must  have  crossed  the  antrum, 
pierced  its  thin  outer  wall,  and  readied  the  ptery go-maxillary 
fossa.  Here  the  point  of  the  instrument  probably  entered  the 
pterygoid  plexus  of  veins,  and  the  air  injected  found  its  way  into 
the  internal  or  external  jugular  vein,  both  of  which  communicate 
with  the  plexus.     It  is  surprising  that  this  accident  has  not  been 
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previously  reported,  for  it  may  readily  occur,  owing  to  the  thinness 
of  the  outer  wall  of  the  antrum. 


List  of  Accidexts  due  to  Puncture,  Peeflation,  or  AYashing  of 
Accessory  Cavities. 

The  accidents  referred  to  in  this  paper  may  be  grouped  as 
follows  : 

(1)  Trocar  traverses  narrow  antrum  or  passes  below  high 
antrum,  and  reaches  canine  fossa.  Air  blown  through  causes 
emphysema  (common  occurrence)  ;  solution,  or  pus  from  antrum, 
forced  through  produces  infiltration  or  abscess  with  constitutional 
symptoms  (Kronenberg) . 

(2)  Pus  driven  through  fissure  in  antral  wall  causes  abscess  in 
cheek  (Frankel). 

(3)  Trocar  infects  subperiosteal  tissue  in  antrum,  causes  abscess, 
pyaemia  and  metastasis  (Hajek). 

(4)  Trocar  enters  orbit,  emphysema  (Hajek)  or  abscess  (Boen- 
ninghaus,  Nager,  Gerber)  results. 

(5)  Trocar  traverses  antrum,  pierces  outer  wall,  and  enters 
pterygoid  plexus  of  veins  in  pterygo-maxillary  fossa  ;  air  blown 
thence  into  communicating  internal  aud  external  jugular  veins 
(Brown  Kelly). 

(6)  Puncture  supposed  to  give  entrance  to  infection  leads  to 
fatal  septic  pemphigus  (Culbert). 

(7)  Washing  out  pus  causes  rigor  and  rise  of  temperature 
(Killian,  Walliczek,  Siebenmann),  with  pain  in  the  jaw  (Boenning- 
haus). 

(8)  Disturbance  of  vision  accompanies  or  follows  washing  out 
antrum  (Killian)  or  insufflating  air  (Streit,  Walliczek), 

(9)  Hystero-epilepsy  (Hajek,  two  cases,  Brown  Kelly), 
hysterical  mutism  (Brown  Kelly). 

(10)  Symptoms  of  shock  (frequent)  (Uffenorde,  etc.),  fatal 
cases  reported  or  referred  to  by  Claus,  Neuenborn,  and  Killian. 

(11)  Insufflation  causes  cyanosis  and  dyspnoea  (Claus),  cyanosis, 
rigidity,  stertor,  and  convulsive  movements  of  limbs  (Bowen,  two 
cases,  one  fatal). 

(12)  Epileptiform  seizure,  paresis  of  limbs  and  unconscious- 
ness (Henrici) ;  epileptiform  attack,  cyanosis,  cessation  of  respira- 
tion and  heart's  action,  death  (Henrici) ;  cessation  of  respiration, 
convulsions  and  unconsciousness  (Neuenborn)  ;  fainting,  convul- 
sions, unconsciousness  for  thirty-six  hours   (Kayser)  ;  unconscious- 
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ness,  stertor,  jerking  of  right  leg,  death  (Brown  Kelly)  ;  from 
insufflating  frontal  sinus — collapse^  loss  of  intelligence,  maniacal 
excitement,  opisthotonos,  convulsions,  death  (Brown  Kelly), 

(13)  Unconsciousness,  left  hemiplegia,  death  (Hajek)  ;  transient 
hemiplegia  from  insufflating  (?)  ethmoidal  cell  (Schmidt),  or 
frontal  sinus  (Kiimmel,  several  cases)  ;  unconsciousness,  hemi- 
paresis  and  aphasia  (Claus) ;  unconsciousness,  collapse,  death 
(Claus)  ;  collapse,  pai'aparesis  and  amaurosis  (Streit,  Walliczek). 

Deaths. 

Nine  fatal  cases  as  indicated  above  have  been  referred  to  or 
reported  by  Neuenborn,  Henrici,  Hajek,  Claus  (two),  Killian^ 
Bowen,  and  Brown  Kelly  (two). 


Causes  assigned  for  Accidents. 

Faults  in  technique  and  anatomical  abnormalities  account  for 
groups  1-6.  Dehiscence  of  the  walls  of  the  antrutn  and  frontal 
sinus  is  commoner  than  generally  supposed  and  should  be  kept  in 
view  in  this  connection. 

Explanations  have  been  already  offered  of  groups  7  and  8. 

The  tempei'ament  of  the  patient  probably  underlies  group  9. 

(xroups  10-13,  which  include  the  more  serious  accidents  and 
the  deaths,  are  of  chief  interest.  It  should  be  mentioned  that  the 
classification  here  adopted  is  largely  arbitrary  and  is  based  mainly 
on  the  pi'ominence  given  to  the  various  symptoms  in  the  original 
reports.  A¥hy  is  this  simple  little  operation  of  exploratory 
puncture  and  insufflation  followed  occasionally  by  such  disasters  as 
just  related,  while  much  severer  procedures  in  the  nose  and  acces- 
sory cavities  do  not  give  rise  to  symptoms  at  all  comparable  in 
gravity  ?     The  explanations  offered  will  be  briefly  considered. 

Coincidence. — In  Hajek's  case  the  onset  of  apoplexy  after 
antral  puncture  may  have  been  merely  a  coincidence,  as  the 
patient  was  aged  sixty-six  and  had  diabetes  and  marked  arterio- 
sclerosis. It  is  evident,  however,  as  Boenninghaus  has  remarked, 
that  the  many  severe  conditions  reported  cannot  be  regarded  as 
accidental  complications. 

The  local  anaesthetic. — In  most  instances  this  could  be  positively 
excluded  as  the  cause  of  the  accident.  Neuenborn  attributed  his 
patient's  prolonged  illness  to  cocaine  poisoning,  but  the  improba- 
bility of  this  aetiology  has  been  already  discussed.     Claus  assigned 
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his  two  deaths  to  novocain  poisoning-,  but  aptly  remarks  that  it  is 
strange  a  fatal  issue  should  occur  twice  in  puncturing  or  washing 
out  the  antrum,  while  no  bad  effect  has  followed  the  innumerable 
applications  of  novocain  in  other  rhinological  procedures. 

Air  embolus. — In  several  of  the  cases  (Antrum :  Claus,  2  ; 
Bo  wen,  2  ;  Brown  Kelly.  Frontal  sinus  :  Kiimmel,  several  cases ; 
Brown  Kelly.  Ethmoidal  cell :  Schmidt)  the  grave  symptoms  set 
in  during,  or  immediately  followed,  insufflation,  and  air  embolus 
has  been  suggested  as  an  explanation.  The  probability  of  this 
occurrence  might  be  better  gauged  if  the  exact  cause  of  the 
accident — piancture,  insufflation  or  injection  of  fluid — had  been 
mentioned  in  all  the  cases  reported;  in  many,  however,  this  infor- 
mation is  lacking.  Claus  thinks  that  while  the  point  of  the  trocar 
was  in  the  spongy  bone  air  may  have  been  forced  into  a  vessel. 
Bowen  assumes  that  in  his  fatal  case  air  penetrated  the  capillaries, 
for  the  mucous  membrane  was  detached  from  the  bony  wall  of 
the  antrum  and  air  was  present  in  the  pulmonary  ai-tery.  I  have 
mentioned  another  accident  which  may  readily  occur  and  lead  to 
pulmonai-y  embolism,  namely,  if  the  trocar  pierces  the  outer  antral 
wall  and  enters  the  pterygoid  plexus  of  veins  which  communicates 
with  the  jugular  veins.  Air  cannot  pass  from  the  venous  circula- 
tion through  the  lungs  and  be  arrested  in  the  brain  ;  in  order, 
therefore,  to  produce  a  cerebral  air  embolus  air  must  be  injected 
into  the  carotid  or  one  of  its  branches. 

Spasm  of  cerebral  arteries. — Claus  attributes  his  case  of  apoplexy, 
which  completely  recovered  within  six  days,  to  arterial  spasm 
caused  by  novocain  and  adrenalin,  although  only  a  moderate 
amount  was  used.  It  appears  to  be  an  established  fact  that 
cerebral  angiospasm  is  sometimes  focal,  and  that  the  site  is  very 
frequently  the  motor  pathway  in  or  above  the  internal  capsule 
(Russell).  If  this  condition  existed  for  a  short  period  it  might 
account  for  temporary  pai-alysis  with  or  without  aphasia.  Claus's 
patient  was  sixty-eight  years  of  age  and  may  have  had  degenerated 
arteries,  but  it  is  impossible  to  determine  whether  the  exciting- 
cause  was  the  circulation  in  the  blood  of  the  substances  mentioned 
or  nervous  distui-bance  due  to  the  puncture ;  in  the  latter  case  the 
apoplexy  could  be  regarded  only  as  a  coincidence. 

Reflex  irritation  of  vagus. — Hajek  states  that  he  has  repeatedly 
seen  patients  become  unwell  for  a  considerable  time  when  on 
making  an  exploratory  washing  the  injected  fluid  was  dammed  in. 
The  symptoms  were  sweating,  great  palpitation,  and  pulse  45  to  60. 
He  considers  the  cause  to  be  reflex  irritation  of  the  vaofus  throuofh 
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the  second  branch  of  the  trigeminus  which  supplies  the  antram. 
TJffenorde  and  Siebenmann  have  also  referred  to  reflexes  of  antral 
origin ;  and  Killian  thinks  that  these  may  be  excited  by  injecting 
a  cold  solution.  I  have  alluded  to  my  experiences  in  about  a 
dozen  cases  in  which,  when  unable  to  blow  air  through  the  antrum, 
on  persisting  in  the  attempt,  the  patient  began  to  cough,  owing  to 
irritation  felt  in  the  neck  or  chest,  and  became  prostrate. 

SiMILAEITY     OF     ACCIDENTS     ARISING     PROM     AnTRAL     AND     PLEURAL 

Puncture. 

The  grave  symptoms  which  have  been  mentioned  as  resulting 
from  exploratoi'y  puncture  of  the  antrum  are  strikingly  similar  to 
those  which  occasionally  arise  during  the  production  of  artificial 
pneumothorax.  The  following  symptoms  have  been  observed 
after  the  latter  procedure :  Pallor,  dyspnoea,  cyanosis,  uncon- 
sciousness, rapid  pulse  and  respiration,  diplopia,  amblyopia,  tonic 
and  clonic  contractions  of  groups  of  muscles,  general  convulsions, 
maniacal  excitement,  pareses,  and  paralyses.  These  symptoms 
have  been  attributed  in  some  cases  to  gas  embolism  (pulmonary  or 
cerebral)  and  in  others  to  reflex  irritation  of  the  pleura,  and,  while 
it  is  occasionally  possible  to  assign  the  exact  cause,  *'it  is  now 
generally  admitted  that  the  symptoms  of  pleural  reflex  are  not 
clinically  distinguishable  from  those  of  gas  embolism ;  and  even 
necropsy  may  not  be  decisive,  for  a  fatal  dose  of  gas  may  have 
escaped  from  the  blood-vessels  of  the  brain  before  these  could  be 
examined"  (Lillingston).  As  an  indication  of  the  frequency  and 
gravity  of  pleural  reflex  it  may  be  mentioned  that  Zesas  in  1912 
had  collected  fifty-four  cases  of  convulsions  following  operative 
measures  on  the  pleura,  of  which  twenty-one  proved  fatal. 

Inadequacy  of  Theories  advanced  to  account  for  Accidents. 

In  the  present  state  of  our  knowledge  the  significance  of  the 
symptoms  and  course  of  illness  in  the  cases  reported  does  not  admit 
of  interpretation.  I  have  consulted  several  prominent  physicians 
in  regard  to  my  own  cases,  but  none  has  offered  an  explanation. 
In  my  first  patient  cortical  irritation  was  manifested,  but  why  was 
so  small  an  area  (the  leg)  involved  ?  If  an  air  embolus  were  present, 
how  did  the  air  enter  the  circulation  ?  And  how  is  the  attack  of 
coughing  and  prostration  experienced  when  the  test  was  tried  the 
week  previously  to  be  explained  ?     On  the  other  hand,  if  the  theory 
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of  air  embolus  be  put  aside  and  that  of  reflex  action  favoured,  are 
we  entitled  to  assume  that'  a  minor  operation  on  the  antrum  is 
capable  of  exciting  reflexly  a  grave  train  of  symptoms  which  ter- 
minates fatally  ?  At  the  necropsy  of  my  second  patient  only  pia- 
arachnitis  was  found.  Why  did  this  set  in  so  suddenly,  or  to  what 
condition  was  it  secondary  ?  The  similarity  of  accidents  caused  by 
antral  and  pleural  puncture  has  been  referred  to,  and  as  those  due 
to  the  latter  are  the  commoner  they  are  likely  first  to  afford  a  solu- 
tion of  the  problem. 
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Abstract  Report  hy  Mr.  Harold  Whale. 

{Continued  from  p.  538.) 
Discussion  on  Haemorrhage  in  Tonsil  Operations.^ 

Sir  W.  MiLLiGAN  asked  Dr.  Hill  to  define  exactly  what  stump  there 
was  left  after  a  complete  enucleation  for  the  hsemostatic  blade  of  his 
instrument  to  grasp  and  crush.  He  looked  upon  a  complete  enucleation 
as  leaving  nothing  in  the  faucial  isthmus  than  that  portion  of  the  superior 
constriction  of  the  pharynx  which  formed  its  floor. 

Dr.  Mackenzie  Booth  asked  Dr.  Hill  for  further  details  regarding 
the  case  of  haemophilia  in  which  he  had  operated.  According  to  Dr. 
Bullock  true  haemophilia  is  one  of  the  rarest  conditions,  and  probably  in 
such  a  condition  excision  of  the  tonsil  should  not  be  undertaken.  Dr. 
Booth  deprecated  any  unnecessary  complication  in  tonsil  guillotine, 
simplicity  in  an  instrument  in  such  general  use  being  very  desirable. 

Dr.  Watson-Williams  said  the  method  of  utilising  the  grasp  in 
these  tonsillectomes,  which  Whillis  had  introduced  in  this  country, 
enabled  one  to  use  the  crushing  instruments  with  success.  Mr.  O'Malley's 
instrument  had  been  improved  by  the  adoption  of  this  handle  instead  of 
his  original  thumb- sliding  blade,  and  with  his  leaded  slot  undoubtedly 
went  far  to  crush  any  stump  and  to  arrest  haemorrhage. 

Mr.  John  F.  O'Malley  congratulated  Drs.  Hill  and  Elphick  on  this 
very  ingenious  modification  of  Ballenger's  instrument.  It  promised  to 
be  effective  in  diminishing  the  amount  of  haemorrhage  during  operation. 
He  had  estimated  the  haemorrhage  in  415  cases,  his  conclusions  being 
supported  by  similar  observations  in  over  2000  cases  in  all,  and  had 
found  the  average  loss  to  be  a  fraction  over  8  drm.  per  patient  at  the 
time  of  operation.  The  operations  performed  were  complete  guillotine 
enucleations  by  the  instrument  which  bears  his  name.  In  this  series  he 
had  only  had  one  case  of  serious  bleeding,  which  set  in  twenty-four 
hours  after  operation,  but  was  arrested  spontaneously  by  the  time  that 
the  child  reached  the  hospital.  The  perfect  guillotine  for  the  purposes 
of  tonsil  enucleation  must  be  capable  of  enucleating  cleanly  and  com- 
pletel}'  any  compact  mass  of  tonsillar  tissue  with  its  capsule,  which  needs 
removal,  with  a  slight  or  moderate  amount  of  haemorrhage,  and  easy  to 
manipulate  by  any  surgeon  of  average  dexterity.  A  single-bladed  instru- 
ment answered  all  these  purposes  very  efiiciently.  In  the  attempt  to 
carry  out  this  ideal,  he  gave  the  following  details  of  his  insti-ument, 
which  he  considered  essential  and  always  desired  to  insist  upon  in  con- 
struction :  (1)  A  thin  ring,  about  -^-^  in.  on  cross  section  and  forged  in 
one  piece.  (2)  The  upper  margin  of  the  ring  must  be  square  edged  and 
not  bevelled.  (3)  A  recess  in  the  inner  aspect  of  the  ring  filled  flush 
with  lead  to  receive  the  thrust  of  the  blade.     (4)  A  slightly  dulled  blade. 

^  For  introductory  paper  see  p.  545. 
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(5)  A  D-sliaped  opeuing.  (6)  A  shaft  and  blade,  6h  in.  long,  the  handle 
joining  the  shaft  at  an  obtiise  angle.  (7)  When  the  blade  is  driven 
home  the  two  bars  of  the  handle  must  not  approximate  closely,  or  it  is 
impossible  to  grasp  with  precision,  and  the  rotation  movement  at  the  end 
of  the  operation  is  more  difficult  to  perform.  The  thin  ring  gives 
strength  without  bulk,  and  facilitates  its  insertion  on  the  deep  aspect  of 
the  gland.  This  is  a  point  of  considerable  importance  when  dealing  with 
tonsils  fixed  by  inflammatory  adhesions  and  also  those  commonly 
described  as  flat.  The  square  (non-bevelled)  edge  of  the  opening  is 
capable  of  raising  a  fold  on  a  flat  skin  or  mucous  surface,  and  therefc-r.^ 
grips  a  fixed  or  flat  tonsil  and  prevents  slipping  when  bringing  it  forward 
to  the  anterior  faucial  pillar.  The  leaded  recess  is  a  factor  in  hseuio- 
stasis,  by  insuring  the  blunt  severance  of  the  tonsillar  vessels  and  attach- 
ments, this  effect  being  increased  by  the  very  slow  insertion  of  the  blade. 
The  blade  should  be  slightly  duller  edged  than  that  used  in  the  old  type 
of  guillotine,  but  capable  of  cutting  cleanly  if  driven  through  a  slotted 
ring.  The  soft  metal  permits  sufficient  thrust  to  sever  the  tonsil  attach- 
ments to  a  fine  film,  so  that  the  severance  can  be  completed  by  a  quick 
rota,tion  of  the  instrument  on  the  long  axis  of  its  own  shaft.  This  move- 
ment applied  a  single  twist  torsion  action  to  the  vessels  already  bluntly 
severed.  There  should  be  no  need  for  traction,  and  to  ensure  this  it  is 
well  to  see  that  the  lead  is  flush  with  the  edges  of  the  recess  and  that 
the  blade  is  of  the  sharpness  indicated  above.  In  a  properly  made 
instrument  renewal  of  the  lead  is  not  necessary  before  the  completion  of 
500  operations.  The  D-shaped  opening  gives  more  space  posteriorly 
without  increasing  the  width  of  the  instrument,  and  if  the  straight 
posterior  edge  is  kept  parallel  with  the  anterior  pillar  the  lower  pole  of 
the  tonsil  is  never  missed.  The  long  shaft  placed  at  an  open  angle  with 
the  handle  enables  the  latter  to  clear  the  patient's  chin  and  shoulders, 
and  facilitates  the  rapid  rotation  movement  which  completes  the  enuclea- 
tion. 

Dr.  Hill,  in  reply,  admitted  that  a  set  of  hsemostatic  guillotines 
meant  an  expensive  outlay.  As  regards  the  complicated  nature  of  the 
instrument  it  only  differed  from  the  Ballenger-Sluder  instrument  iu  that 
there  was  additional  Mackenzie  blade  and  a  ratchet  for  clamping  the 
crushing  blade.  A  simpler  and  cheaper  arrangement  was  contemplated 
by  adding  an  additional  blade  with  a  crushing  edge  to  the  Mackenzie 
type  of  guillotine.  The  Ballenger  pattern  was,  however,  an  efficient  and 
genuine  one-handed  guillotine,  which  could  scarcely  be  claimed  for  the 
thumb-driven  instruments  which  really  required  the  use  of  two  hands  to 
drive  home  the  blade  with  a  dulled  edge  in  enucleation  by  the  Whillis 
method.  Mr.  Elphick.  however,  was  responsible  for  the  inception  and 
construction  of  this  particular  hsemostatic  guillotine,  and  therefore  any 
credit  or  discredit  connected  therewith  belonged  to  him.  He  (Dr.  Hill), 
while  not  aiding  Mr.  Elphick  in  the  inception,  had  no  hesitation  in 
abetting  him  in  the  practice  of  this  improved  technique. 

Discussion  on  DiflBcuIties  and  Dangers  of  Exploratory  Puncture 
of  the  Antrum  of  Highmore.^ 

Mr.  T.  Jefferson  Faulder,  in  ten  years'  practice,  had  observed  several 
of  the  accidents  mentioned  by  Dr.  Kelly  in  exploratory  puncture  of  the 
antrum.     They  include  wounds  of  the  canine  fossa,  of  the  orbit,  of  the 

'  For  introductory  paper  see  p.  556. 
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pharyngeal  wall.     They  resulted   in  emphysema,  cellulitis,  and  hsema- 

tomata,  and  in  failure  to  carry  out  the  exploration.     So  far  as  he  had  been 

able  to  observe,  these  accidents  are  due  :   (a)  To  want  of  appreciation  of 

the  anatomy  of  the  outer  wall  of  the  nose  ;   (b)  to  failure  to  realise  the 

difficulties  and  to   follow  guides  given,  e.  g.  when   very   dense  bone   is 

encountered  it  generally  means  that  the  trocar  is  in  the  wrong  place ;   (c) 

and  to  want  of  skill.     Emphysema  is  a  less  serious  event  than  cellulitis. 

Therefore,  as  safeguards  against  possible  accidents,  he   recommended  : 

(rt)   That  air  be  injected  first  before  the  lotion  is  turned  on.   The  whistling 

sound  which  air  makes  on  issuing  from  the  natural  opening  is,  in  itself, 

characteristic,  and  a  good  indication  that  the  cannula  is  really  in  the 

antrum.     If,  by  chance,  the  end  of  the  cannula  is  somewhere  else,  then 

the  whistling  sound  is  absent,  and  emphysema  results.     In  his  experience 

emphysema  produced  in  this  way  had  not  resulted  in  cellulitis,  whereas 

injection  of  lotion  into  the  wrong  place  had  nearly  always  done  so.     (b) 

If  a  straight  trocar  is  correctly  placed  in  the  antrum  it  will  stay  in  that 

position,  Iving   obliquely  against  the  columella.     If  it  falls  away  from 

that  position  it  is  not  in  the  antrum,  but,  for  example,  has  passed  between 

the  miico-periosteum   and  the  bone   in  the  inferior  meatus,      (c)  After 

washino-  out  an  antrum  it  appears  to  be  a  good  plan  to  give  it  a  good 

final  douche  with  air,  because  it  cannot  be  an  advantage  to  leave  a  pool 

of   lotion  in   a  cavity  like   this.      (d)  Where  an    accessory  opening  is 

present  exploratory  puncture  becomes   unnecessary.     Unfortunately,  we 

cannot,  without  special  examination,  say  whether  there  is  an  accessory 

opening  or  not.     If  there  is  one,  all  conservative  treatment  can  be  carried 

out  through  it,  and  this,  at  any  rate  in  the  case  of  a  nervous  patient,  is  a 

great  advantage.     None   of  these   accidents   to  which  he   had   alluded 

had  happened  to  himself,  but  the  case  which  he  was  about  to  relate  shows 

that  success  in  the  puncture  is  not  the  last  word  to  be  said.     One  day 

in  December,  1913,   a  patient,  man,    aged  thirty-one,  was    referred   to 

him    for   examination  of   the  nose.      He  complained  of  a  cloud  before 

his    eves,   especially    the   left,    for   fourteen   days,    mainly  affecting  the 

nasal  field  ;  also  of  some  pain  behind  the  eyes.     He  had  similar  attacks 

three  vears  ago,  affecting  first   the  left  and  then  the  right   eye.     The 

left  disc  Avas  definitely  hypertemic  and  its  edge  blurred.     Faint  stippling 

of  the  left  macvdar  region.     Vision  :  R.V.  =  y%,  L.Y.  =  /q.     Septum 

irreu'ular,  with  some  slight  oedema  high  up.     Posterior  ends  of  turbinals 

swollen.     Transillumination  :   Right  crescent,  good  ;  left,  very  poor.     He 

punctured  the  left  anti-um  in  the  usual  way,  first  passing  a  wool  carrier 

bearing  a  small  pledget  of  cotton-wool,  damped  with  10  per  cent,  cocaine 

and  adrenalin,  along  the  inferior  meatus.     Nothing  special   was  noted 

about  the  patient  or  about  the  puncture.     As  he  was  beginning  to  inject 

air  through  the  trocar  the  patient  was  seized  with  a  kind  of  epileptic   fit 

and,  remaining  semi-conscious,  was  admitted  to  the  ward.     December  9  : 

Temperature,  98°  to  99°  F. ;    pulse,  90  to  100  ;    vomited  several  times, 

sittino-   up    to    do    so.      Although   apparently   conscious    did    not    feel 

the   prick    of   needles.      Condition    suggested   hystero-epilejisy.     Pupils 

equal  and  active.      Tendon    reflexes  very  variable.      December    10 :    A 

succession  of   fits,  necessitating   chloroform.     Each    attack    commenced 

with  roUing-up  of  the  eyeballs.     Clonic  movements  of  the  limbs,  now  on 

the  left,  again  on  the  right.     Cyanosis,  loss  of  reflexes,  and  incontinence. 

Moist   sounds  in  the  chest  and   great  cyanosis.     Injections  of  digitalin 

and  atropin.     December  11  :  Cyanosis  much  less.     Patient  appeared  to 

recognise  his  relations.     Temperature  rose  to  103-5°  F.     December  12  : 

Temperatui-e,  98°  F.     No  fits  since  the  second  day.     Could  not  be  fed 
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by  the  mouth,  rectal  iujectious  always  returned.  Eespiratioii  very 
laboured,  only  the  upper  thoracic  muscles  being  used.  December  13  : 
Temperature,  102'6^  F.  :  pulse,  160.  The  patient  gradually  sank  and 
died  early  on  December  18.  Post-mortem  :  All  viscera  perfectly  healthy. 
Special  attention  was  paid  to  the  accessory  sinuses,  which  were  all  quite 
healthy.  Optic  nerve  looked  normal  and  had  no  unusual  relations. 
The  meninges  and  surface  of  the  brain  showed  nothing  abnormal.  The 
brain  was  put  in  formalin  for  hardening.  On  serial  sections  nothing 
abnormal  was  discovered  except  an  appearance  of  softening  in  the 
neighbourhood  of  tlie  internal  capsule.  This  might  have  been  due  to 
failure  of  the  har<lening  fluid  to  penetrate.  The  microscopical  report  is 
not  yet  forthcoming.  No  direct  connection  between  the  puncture  and 
the  fatal  issue  could  be  made  out.  It  might  be  called  an  accidental 
coincidence  or  it  might  be  analogous  to  cases  of  which  one  has  heard 
where  an  aortic  aneurysm  ruptures  during  an  attempt  at  cesophagoscopy. 
A  somewhat  similar  case  (Schneider,  of  St.  Petersburg)  is  reported  in 
the  Interuational  Centralblatt,  June,  1914. 

Mr.  HASTiNCiS  asked  Dr.  Brown  Kelly  Avhat  was  iomvi  j^ost-mortem  in 
the  case  he  had  described.  He  agreed  that  the  explanation  suggested  by 
Dr.  Brown  Kelly,  that  the  cannula  had  passed  through  both  walls  of  the 
antrum  and  entered  the  pterygo-maxillary  fossa,  Avas  the  right  one, 
because,  though  he  always  made  a  point  of  moving  the  handle  of  his 
trocar  and  cannula  to  be  sure  that  the  end  was  in  a  cavity,  he  had  had 
two  or  three  cases  where  severe  symptoms  of  collapse,  one  of  which  was 
accompanied  by  unconsciousness,  had  followed  exploratory  puncture  of 
the  antrum. 

Dr.  Oliver  St.  John  Gozarty  asked  what  amount  of  cocaine  was 
used  and  wdiat  the  percentage  was,  as  he  had  found  that  the  stronger 
solutions  were  less  toxic,  as  the  mucosa  was  shrunk  c[uickly  thereby. 

Dr.  J.  S.  Feaser  :  In  Dr.  Logan  Turner's  clinic  in  the  Eoyal 
Infirmary,  Edinburgh,  the  maxillary  antrum  is  punctured  by  the  inferior 
meatal  route — usually  with  the  Licbtwitz  trocar— and  lukewarm  sterile 
normal  saline  is  at  once  injected.  During  the  last  ten  years  the  speaker 
had  occasionally  seen  minor  accidents— perforation  of  the  cheek  and  con- 
sequent swelling,  perforation  of  the  roof  and  of  the  posterior  antral  wall, 
etc.,  but  he  had  never  once  seen  any  of  the  serious  conditions  Dr.  Brown 
Kelly  had  mentioned — e.g.  blindness,  paresis  of  the  limbs,  coma  and 
death.  He  thought  that  this  immunity  from  serious  complications  might 
be  due  to  the  fact  that  they  did  not  inflate  air  and  so  supported  the 
probability  of  the  deaths  recorded  and  collected  by  Dr.  Kelly  being  due 
to  air  embolism. 

Dr.  Mackenzie  Booth  said  that  the  symptoms  described  by  Dr. 
Brown  Kelly  were  similar  to  those  he  had  seen  in  Prof.  Gniber's  clinic  in 
Vienna,  after  the  use  of  the  Eustachian  catheter  causing  emphysema. 
He  thought  that  injection  of  aseptic  fluid  into  the  antrum  should  take 
the  place  of  inflation  of  air.  In  thirty-seven  years'  experience,  out  of  a 
great  number  of  maxillary  antrum  punctures  he  had  never  seen  any  such 
untoward  result. 

Dr.  L.  H.  Pegler  suggested  that  the  reflex  effects  upon  the  heart 
that  had  been  alluded  to  by  Dr.  Brown  Kelly  were  probably  due  to  the 
sympathetic  fibres  distributed  in  the  companionship  of  the  trigeminal 
branches  (superior  alveolar)  to  the  walls  of  the  antrum.  The  fibres  are 
derived  from  the  carotid  plexus  through  the  spheno-palatine  ganglion. 
Vidian  and  great  superficial  petrosal  nerves.  This  connection  between 
the  carotid  plexus  and  the  heart  through  the  cardiac  nerves  required  no 
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further  allusion.     On  the  other  hand,  there  Avas  no  direct  anastomosis 
between  the  branches  of  the  vagus  and  the  trigeminus. 

Dr.  Watson-Williams  drew  attention  to  the  advantage  of  the 
suction  exploratory  method  that  he  had  brought  before  the  Section  at 
the  Annual  Meeting  at  Birmingham.  They  had  used  the  exploratory 
syringe  at  Bristol  in  many  hundreds  of  cases  with  most  satisfactory  result 
and  without,  so  far,  any  untoward  symptoms.  By  means  of  this  syringe 
and  antral  cannula  one  could  get,  so  to  speak,  a  deep-sea  fishing  of  the 
antral  contents,  whereas,  with  a  Lichtwitz  puncture  it  Avas  open  to  the 
objection  that  if  the  amount  of  muco-pus  was  small  it  was  impossible  to 
say  whether  it  had  come  from  the  antrum  or  the  frontal  or  fronto- 
ethmoidal  cells. 


ROYAL    SOCIETY    OF   MEDICINE.— OTOLOGICAL 

SECTION. 


April  17,  1914. 


Mr.  Richard  Lake^  President,  in   tJie  Chair. 


Temporo-sphenoidal  Abscess. — H.  L.  Whale,  F.R.C.S.— Female, 
afTed  eight.  History  :  Three  weelcs  left  otorrhcea  ;  two  days  drowsiness, 
for  which  she  was  brought  to  hospital.  Vomited  once,  just  before  admis- 
sion. Condition  on  admission  :  Affected  side— meatus  occupied  by  pus 
and  a  polypus.  No  mastoid  signs.  Marked  ptosis.  Slight  dimness  of 
edge  of  optic  disc.  Opposite  side — paresis  of  orbicularis  oris  ;  marked 
dimming  of  edge  of  optic  disc  ;  both  of  these  signs  cleared  up  within  a  few 
days.  Temperature  79°  F.,  pulse  100  ;  knee-jerks  normal.  Normal  but 
sluggish  caloric  responses  of  labyrinths.  Lumbar  puncture  :  Fluid  came 
out  at  first  rapidly,  but  after  a  few  seconds  ceased  entirely.  It  Avas 
nevitral,  non-reducing,  and  contained  a  few  lymphocytes  and  no  albumin. 
Operation:  Eadical  mastoid.  A  little  pus  in  antrum.  Tegmen  antri 
removed  ;  dura  bulged  to  the  size  of  a  cheri-y  ;  no  suggestion  of  pulsation. 
Dura  incised ;  immediate  pulsation  and  hei'nia.  Temporo-sphenoidal 
lobe  explored  in  all  possible  directions  ;  no  pus  foiuid.  Temperature  rose 
to99°F.  ;  child  much  better  ;  urotropine  given.  Fourteenth  day  :  Tem- 
perature rose,  reaching  104°  F.  on  seventeenth  day,  with  no  rigor  or  con- 
vulsion ;  no  other  signs  or  symptoms  except  repeated  pi'ojectile  vomiting. 
Lumbar  puncture :  fluid  under  pressure  ;  considerable  increase  of  lym- 
phocytes and  some  polymorphonviclears  ;  culture  sterile.  After  puncture 
vomiting  ceased ;  temperature  became  subnormal ;  drowsiness  again 
steadily  increased.  Second  operation,  twenty-fourth  day :  About  2  dr. 
of  offensive  pus  evacuated  from  temporo-sphenoidal  lobe;  diphtheroid 
organism,  (?)  Hoffmann's  bacillus,  in  pure  culture.  Drainage  by  tracheo- 
tomy tube.  Drowsiness  passed  into  coma.  Death  on  twenty-eighth  day, 
after  evacuating  \  oz.  of  pus.  Autopsy :  A  large  gangrenous  abscess 
occupied  the  whole  length  of  under  surface  of  temporo-sphenoidal  lobe, 
measuring  about  3^  in.  by  -|  in.  by  f  in. 

Dr.  DuNDAS  G-RANT  said  there  were  tAvo  interesting  features  about 
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the  case  :  the  presence  of  ptosis,  indicating  pressure  on  the  third  nerve  by 
the  temporo-spbenoidal  abscess,  and  the  paresis  of  the  orbicularis  oris  on 
the  opposite  side,  showing  tliat  there  had  been  an  overflowing  of  the 
trouble  into  the  cortical  centre  for  the  opposite  side  of  the  face.  This 
would  indicate  that  the  abscess  was  extending  in  a  forward  direction,  and 
under  such  circumstances  exploration  would  be  more  likely  to  succeed  if 
directed  rather  forwards  than  directly  above  the  tegmen. 

Mr.  Whale,  in  reply,  said  that  with  regard  to  the  exploring  forwards, 
he  did  explore  at  least  an  inch  in  every  direction,  which  was  a  good 
deal  in  this  locality  in  a  child  age  1  eight,  and  he  feared  that  if  he  went 
still  further  forward  there  would  be  risk  of  damaging  the  superior 
petrosal  sinus. 

Nerve    Deafness    associated  with   Anaemia. — Dan    McKenzie. 

■ — Female  patient,  aged  forty-one;  came  to  hospital  a  month  ago  com- 
plaining of  deafness  and  tinnitus  of  three  months'  duration.  The  hearing 
tests  showed  slight  nerve  deafness.  Vestibular  reactions  :  Caloric — right 
ear,  exaggerated  responses  ;  violent  nystagmus  in  twenty  seconds  with 
extensive  vertigo-  Left  ear,  similar  results.  The  patient's  evident 
anaemia  led  to  a  blood  examination,  which  resulted  as  follows  :  Red  cells, 
4,000,000 ;  white  cells,  3500.  Differential  count :  Leucocytes,  60  per 
cent. ;  lymphocytes,  40  per  cent. ;  oxyphiles,  2  b  per  cent.  Red  cells  : 
Poikilocytosis ;  no  erythroblasts — i.e.,  anaemia;  leucopenia  (Wyatt 
Wmgrave).  The  urine  showed  a  trace  of  sugar  but  no  albumin.  The 
patient  shows  the  lemon  tint  characteristic  of  the  severe  anaemias,  and  her 
teeth  are  one  and  all  carious  and  affected  with  severe  pyorrhcea. 

The  President  (Mr.  Richard  Lake)  thought  it  would  be  of  advantage 
to  know  whether  the  blood-pressure  was  observed,  though  knowledge 
was  not  yet  very  exact  as  to  the  meaning  of  alterations  in  the  blood- 
pressure. 

Dr.  W.  MiLLiGAN  thought  it  was  difficult  to  diagnose  nerve  deafness 
as  being  due  to  anaemia,  because  the  actual  diagnostic  points  were  few 
and  far  between. 

Dr.  A.  A.  Gray  asked  whether  the  pyorrhoea  might  not  be  regarded 
as  having  a  causative  effect  on  the  tinnitus  and  deafness.  Apparently 
there  was  an  association  between  anaemia  and  nerve  deafness,  as  also 
between  deafness  and  other  forms  of  intoxication,  including  that  from 
the  teeth.  It  would  be  interesting  to  know  whether  the  deafness 
improved  with  the  anaemia. 

Dr.  DuNDAS  GrRANT  asked  wdiether  the  hearing  was  diminished  for 
the  highest-pitched  tones,  which  was  usual  in  cases  of  labyrinthine 
deafness  in  comparison  with  central  deafness. 

Dr.  Dan  McKenzie  said,  in  reply,  that  he  ought  perhaps  to  apologise 
f'lr  bringing  the  case  forward  at  such  an  early  stage,  as  he  had  only  seen 
the  patient  once  so  far.  The  hearing  power  for  high-pitched  tones  was 
reduced ;  the  optic  discs  were  not  examined,  neither  was  the  blood- 
pressure.  Dr.  Gi-ray's  suggestion  as  to  the  direct  causative  influence  of 
the  pyorrhoea  was  impossible  of  exclusion,  but  it  was  well  known  that  the 
severer  forms  of  pyorrhoea  were  frequently  associated  with  profound 
anaemia,  especially  haemolytic  anaemia,  a  disease  which  had  been  specially 
investigated  in  connection  with  pyorrhoea. 

Fracture  of  the  Base  of  the  Skull  with  an  Unusual  Appearance 
of  the  Drum  observed  some  Months  after  the  Injury.— E.  D.  Davis. 
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— A  man,  aged  tliirtT-uine,  sustained  fracture  of  the  liase  cif  the  skull 
(diagnosis  definite)  on  November  28,  1913.  On  March  12  last  he  came 
complaining  of  deafness,  and  stated  that  his  doctor  could  see  a  piece  of 
bone  Iving  on  the  drum.  Two  small  pieces  of  bone  were  removed  from 
the  meatus,  and,  on  examination  with  a  lens,  one  piece  appeared  to  be 
like  the  head  of  the  malleus,  and  the  other  like  the  two  crura  of  the 
stapes,  but  there  Avas  nothing  to  prove  that  the  fragments  were  pieces  of 
those  two  ossicles  and  not  fragments  of  the  tegmeu  tvmpani.  Deafness 
occurred  after  the  injury,  and  is  of  the  middle-ear  type — Weber  4  ;  no 
loss  of  bone-conduction.  Politzer  bj  catheter  no  improvement,  no  pei'- 
foration  sound.  When  last  seen  a  piece  of  bone,  like  that  of  the  handle 
of  the  malleus,  projected  from  the  upper  part  of  the  drum. 

The  President  thought  there  was  extreme  redness  of  the  fundus,  so 
that  one  could  not  exactly  define  the  various  parts.  In  fractures  of  the 
base  of  the  skull  the  malleus  had  been  known  to  have  been  fractured. 

Dr.  W.  MiLLiGAN  said  it  looked  like  a  fracture  of  the  malleus  with 
some  callus  thrown  out.  He  had  seen  one  similar  case  of  fracture  of  the 
malleus.  A  man  was  sitting  under  an  apple  tree,  when  he  suddenly 
raised  his  liead,  and  a  twig  of  the  tree  went  right  down  the  external 
auditory  meatus,  without  injuring  the  wall  in  its  passage,  and  fractured 
the  malleus.  He  saw  the  condition  when  the  two  segments  were  movable, 
and  he  also  saw  it  later  when  there  was  a  lump  similar  to  that  noAv  seen 
in  this  case.  These  cases  of  fracture  of  the  base  of  the  skull  were  some- 
times remarkable  for  the  way  in  which  the  patients  recovered.  He  had 
seen  a  patient  who  had  had  a  very  large  rupture  through  the  membrane, 
and  a  considerable  quantity  of  brain-tissue  had  come  through  the  external 
meatus  :  recovery  was  absolute  and  uninterrupted. 

Mr.  E.  D.  Davis  replied  that,  so  far  as  could  be  ascertained,  the  handle 
of  the  malleus  lay  in  front  of  the  spicule  of  bone.  He  agreed  that  now 
the  ear  was  red,  and  it  was  difficult  to  differentiate  the  parts  :  a  clearer 
view  had  been  possible. 

Tuberculosis  of  the  Mastoid.— E.  D.  Davis. — In  February,  1910, 
a  boy,  aged  eleven  months,  came  to  hospital  with  a  glandular  abscess  of 
tbe  superficial  parotid  glands,  and  enlarged  posterior  auricular  and 
upper  deep  cervical  glands  on  the  left  side,  left  otorrhoea,  and  left  facial 
paralysis.  The  parotid  abscess  was  opened,  curetted,  and  the  posterior 
auricular  and  cervical  glands  were  removed.  Jnne,  1910  :  A  radical 
mastoid  operation  was  performed,  and  more  caseating  cervical  glands 
Avere  removed.  Finally,  twelve  months  later,  as  the  mastoid  was  still 
suppurating,  the  area  was  opened  uj)  and  the  large  sequestrum  shown 
was  removed  from  behind  the  lateral  sinus.  The  disease  is  now  arrested 
and  the  result  is  shown. 

Dr.  JoBSON  HoENE  regarded  the  case  as  a  typical  one  of  primary 
tuberculosis  of  the  ear.  The  case  presented  features  very  characteristic  ; 
in  fact,  in  his  experience,  pathognomonic  of  the  primary  as  distinct  from 
the  secondary  form  of  the  disease.  In  the  first  place,  tlie  age  of  the 
patient  was  eleven  months.  Piimary  tuberculosis  of  the  ear,  in  his 
experience,  was  a  disease  of  child-life.  Secondly,  the  remarkable  enlarge- 
ment of  the  adjacent  lymphatic  glands.  The  enlarged  glands  at  times 
completely  overshadowed  the  disease  that  led  to  their  enlargement,  witJi 
the  result  that  the  glands  were  removed  and  the  disease  left.  The  7-6le 
of  the  lymphatic  glands  he  had  described  as  that  of  potential  lines  of 
defence,  and  also  as  that  of  potential  paths  of  general  invasion.  Thirdly, 
the  large  size  of  the  sequestrum   removed  frcan  the  temporal  bone    in 
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this  case.  As  far  back  as  1903,  in  openiug  a  discussion  on  tliis  subject 
in  the  Otological  Society  of'  the  United  Kingdom,  he  had  raised  the 
question  whether  tuberculosis  of  the  ear  in  chikl-life  should  be  regarded 
strictly  as  a  form  of  middle-ear  disease,  in  precisely  the  same  sense  as 
other  forms  of  suppurative  otitis  media,  or  whether  it  should  not  more 
properly  be  grouped  under  the  tuberculous  diseases  of  bone.  All  the 
clinical  evidence — and  more  than  a  quarter  of  a  century  ago  it  was 
pointed  out  that  facial  paralysis  in  a  child  might  be  the  first  clue  to 
tuberculous  disease  of  the  ear — supported  the  view  that  the  disease  hail 
a  deep-seated  origin  in  the  bone,  and  the  extensive  ravages  found  already 
to  have  been  made  by  the  disease  when  a  case  was  first  brought  under 
observation  confirmed  that  opinion. 

Dr.  DuNDAs  Grant  thought  that  the  course  of  events  dwelt  on  in 
this  case  was  particularly  characteristic  of  early  life ;  it  was  in  young 
children  with  tuberculosis  of  the  mastoid  that  one  saw  the  separation  of 
comparatively  large  sequestra,  and  in  operating  it  was  advisable  to  keep 
that  well  in  view,  and  concentrate  upon  the  sequestrum  rather  than  on 
the  carrying  out  of  any  set  radical  operation  on  the  mastoid.  There  were 
various  possible  causes  for  the  facial  paralysis  in  this  case  ;  it  might  have 
been  in  the  depth  of  the  petrous  bone,  or  near  the  sterno-mastoid 
foramen,  or  possibly  it  was  due  to  involvement  of  the  nerve  in  the 
tubercular  process  in  the  parotid  lymphatic  glands. 

Mr.  SoMERViLLE  HASTINGS  asked  whether  the  tuberculosis  in  this 
case  was  primary.  Most  of  the  cases  of  tuberculous  mastoid  that  he 
had  seen  were  secondary  to  adenoids.  He  would  like  to  know  if  adenoids 
had  been  present  in  this  case,  and  if  they  existed  now. 

Dr.  W.  MiLLiGAN  asked  whether  this  child  was  breast-fed,  or  whether 
it  had  been  been  fed  with  a  spoon,  and,  if  so,  whether  any  investigation 
had  been  made  as  to  the  source  of  the  milk  which  was  used.  He  agreed 
with  Dr.  Grant  that  in  these  tubercular  children  it  was  a  mistake  to  do 
any  set  operation  on  the  mastoid  ;  all  that  was  necessary  was  to  remove 
the  diseased  bone,  and  follow  up  the  various  tracts  of  infection.  He 
dissented  from  the  view  of  Dr.  Jobson  Home  that  the  tuberculosis  was 
primarily  in  the  bone ;  he  thought  it  Avas  an  infection  of  mucous  mem- 
brane, and  that  the  bone  followed  early.  It  was  advisable,  in  connection 
with  operations,  to  leave  the  glands  for  a  time ;  they  acted  as  a  first  line 
of  defence,  and  hence  served  a  useful  purpose.  Many  of  the  glands  were 
the  result  of  septic  infection.  If  any  glands  were  found  to  be  tuber- 
culous they  could  be  removed  afterwards. 

Mr.  Whale  said  that  in  a  case  of  tuberculosis  of  this  region,  which 
he  had  under  care,  he  decided  to  do  first  the  bony  part  of  the  operation 
and  leave  the  glands  till  later.  But  before  healing  of  the  mastoid  set  in 
all  the  glands  broke  down,  and  the  result  was  a  very  bad  neck,  causing 
him  to  regret  that  he  had  not  dealt  with  the  glands  immediately  on 
making  the  diagnosis,  so  that  the  woimd  might  perhaps  have  closed  by 
primary  intention. 

Mr.  E.  D.  Davis  replied  that  when  the  child  appeared  at  the  hospital 
there  was  a  huge  parotid  abscess  and  a  mass  of  caseating  glands  at  the 
lobe  of  the  ear.  Operation  was  done  the  same  morning,  as  the  glands 
were  suppurating.  The  child  was  then  given  tuberculin  in  small  doses, 
but  it  did  not  seem  to  make  much  difference.  Later  the  radical  mastoid 
operation  was  done,  and  subsecjuenth-,  at  a  second  operation,  a  large 
sequestrum  was  found  at  the  posterior  part  of  the  mastoid  process  and 
behind  the  lateral  sinus.  After  the  removal  of  the  large  sequestrum  the 
child  did  well.     The  cjood  result   was  largelv  due  to  the  mother,  who 
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never  missed  bringing  the  child  to  hospital,  and  she  bestowed  great 
attention  to  the  case.  There  were  other  children  in  the  family,  and  she 
had  fed  them  all  at  the  breast  until  the  tenth  month  of  life.  The  child 
had  adenoids.  After  it  was  clear  that  the  mastoid  operation  was  doing 
well,  he  removed  a  large  adenoid  growth  and  the  tonsils.  In  the  light  of 
the  subsequent  historv,  it  would  have  been  better  to  have  done  the 
mastoid  operation  at  first ;  but  the  child  was  obviously  urgently  ill  with 
a  large  abscess. 

Post-mortem  Specimen  of  a  Tuberculous  Temporal  Bone.^— 

E.  D.  Davis. — The  patient  had  suffered  for  some  years  from  pulmonary 
tulierculosis.  During  sanatorium  treatment  he  developed  mastoiditis  and 
facial  paralysis,  following  chronic  otorrhoea.  At  the  time  of  the  i-adical 
mastoid  operation  he  was  suffering  from  advanced  laryngeal  and  pul- 
monary tuberculosis.  The  mastoid  process  was  extensively  involved,  and 
in  removing  the  focus  of  disease  a  large  area  of  the  dura  mater  of  the 
middle  fossa  was  exposed.  The  post-aural  wound  healed  by  first  intention, 
and  the  patient  left  the  hospital  after  ten  days  with  the  symptoms 
relieved  and  health  improved.  When  seen  about  six  months  before  death, 
the  mastoid  cavity  was  satisfactory.  The  post-mortem  showed  extensive 
laryngeal,  pulmonary,  and  intestinal  tuberculosis.  The  middle  fossa 
dura  mater  was  thickened  and  the  exposed  area  covered  by  tuberculous 
granulation  tissue.  The  petrous  bone  below  the  dura  and  surrounding 
the  opening  made  at  the  operation  was  necrosed.  The  brain  ^vas  normal, 
and  the  meninges,  apart  from  those  in  immediate  relation  to  the  area  of 
operation,  were  unaffected. 

Dr.  JoBSON  HoBNE,  upon  the  histological  evidence,  regarded  the  case 
as  one  of  secondary  tuberculosis  of  the  ear.  It  formed  an  instructive 
contrast  with  the  previous  case  of  primary  tuberculosis  of  the  ear.  It 
brought  out  the  interesting  fact  that  whereas  in  the  primary  form  of  the 
disease  children  not  uncommonly  died  from  a  diffuse  tuberculous  menin- 
gitis— part  of  a  general  infection  and  not  a  direct  extension  of  the  disease 
—in  the  secondary  form  of  the  disease  the  meninges,  apart  from  the 
direct  local  infection,  escaped.  In  this  case,  although  post-mortem,  there 
was  found  extensive  laryngeal,  pulmonary  and  intestinal  tuberculosis,  the 
brain  was  normal,  and  the  meninges,  excepting  those  in  immediate  rela- 
tion to  the  area  of  operation,  were  not  affected. 

Ossiculectomy. — E.  D.  Davis.— Man,  aged  thirty-six,  with  chronic 
attic  suppuration  of  the  left  ear,  treated  by  intra-tympanic  syringing,  etc., 
wdth  no  improvement,  required  a  submucous  resection,  and,  with  the 
same  anaesthetic,  ossiculectomy  was  performed.  The  patient  has  arrested 
pulmonary  tuberculosis. 

Dr.  DuNDAS  Grant  said  that  in  chronic  attic  suppuration,  if  it  did 
not  yield  to  syringing,  as  in  this  case,  the  question  arose  whether  it  should 
be  treated  by  enlarging  the  attic  opening  and  removing  the  outer  wall  of 
the  attic ;  or  whether  it  should  be  drained  from  below  by  removing  the 
ossicles.  In  this  decision  the  operator  should  be  much  influenced  by  the 
state  of  the  tympanic  membrane  below  and  whether  the  ossicles  were  of 
any  use  for  hearing  purposes.  In  many  instances  of  attic  suppuration 
the  hearing  was  very  good.  He  asked  as  to  the  condition  of  the  lower 
part  of  the  membrane,  and  whether  the  ossicles  appeared  to  be  mobile. 
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On  the  otliei'  hand,  he  strwigly  advocated  the  removal  of  the  ossicles 
when  the  membrane  was  destroyed  to  any  great  extent  and  hearing  was 
much  reduced,  and  when  the  ossicles  were  perhaps  glued  together  and 
acting  only  as  an  obstruction  to  the  escape  of  cholesteatomatous  masses 
or  other  septic  materials,  which  would  wander  into  other  channels  if  a 
free  escape  Avere  not  provided. 

Dr.  W.  MiLLiGAN  thought  ossictdectomy  a  disappointing  operation. 
When  disease  was  present  in  the  attic  it  was  invariably  associated  with 
disease  in  the  antrum,  and  the  proper  course  was  to  leave  the  loAver  part 
of  the  membrane  and  the  ossicular  chain  alone  to  open  into  the  antrum 
from  the  posterior  wall.  Then  one  obtained  good  results,  because  the 
suppuration  was  arrested  and  good  hearing  ensued. 

Dr.  FitzGebald  Powell  said  the  ear  was  still  suppurating.  The 
mastoid  opei'atiou  would  have  been  more  satisfactory,  and  the  hearing 
would  have  been  as  good  as  now. 

Dr.  JoBSON  HoRNE,  speaking  quite  generally,  expressed  himself  as 
opposed  to  intra-tympanic  tinkering.  Caseous  ossicles  meant  suppurative 
disease  in  the  attic,  if  not  also  in  the  antrum  and  the  mastoid,  and  that 
disease  could  not  be  cured  by  removing  the  ossicles.  Sooner  or  later  the 
case  came  to  a  mastoid  operation,  and  he  preferred  to  do  it  in  the  first 
instance. 

Dr.  A.  A.  GrRAY  said  he  agreed  with  Dr.  Milligan  and  Dr.  Home  in 
reference  to  ordinary  cases,  but  what  would  make  him  hesitate  about  the 
radical  mastoid  operation  in  this  particular  case  was  that  the  patient  had 
aiTested  tuberculosis.  If  the  tuberculosis  were  to  become  again  active, 
possibly  Mr.  Davis  might  have  been  blamed  for  causing  the  recru- 
descence. 

Mr.  E.  D.  Davis  replied  that  he  had  watched  the  case  for  twelve 
months.  The  patient  was  at  Mount  Vernon  Hospital,  and  had  arrested 
pulmonary  tuberculosis.  He  had  a  discharge  from  the  ear,  and  a  forward 
perforation  of  the  attic,  with  granulation  tissue.  He  also  had  nasal 
symptoms,  and  required  submucous  resection.  The  hearing  was  not  good. 
It  was  then  decided  to  do  ossiculectomy  at  the  same  time.  The  ear  was 
operated  upon  six  weeks  ago,  and  until  ten  days  ago  was  dry.  At  the 
end  of  a  week  it  seemed  to  be  doing  very  well,  but  w-hen  he  saw  the  man 
three  days  ago  there  was  some  discharge  and  oedema  of  the  mucous 
membrane  of  the  tympanum.  He  did  not  cai-e  to  perform  the  radical 
mastoid  operation  on  a  man  who  had  arrested  pulmonary  tuberculosis,  and 
who  had  no  signs  or  symptoms  of  mastoid  disease. 

Post-mortem  Specimen  of  Malignant  Disease  of  the  Ear. — 
G.  Stebbing  and  G.  J.  Jenkins.— The  case  described  on  February  20, 
as  follows  :  Male,  aged  sixty-one.  History  :  Patient  first  noticed  swelling 
on  right  side  of  the  neck,  which  appeared  about  two  months  ago,  and 
about  the  same  time,  or  soon  afterwards,  he  noticed  a  change  in  the  right 
side  of  the  face.  About  a  month  ago  the  discharge  and  occasional  bleed- 
ing from  the  right  ear  began.  Some  tinnitus  since  the  onset,  but  deafness 
noticed  only  recently.  Hoarseness  two  to  three  weeks.  Dysphagia  about 
ten  days.  Pain  about  two  weeks.  He  had  earache  and  discharge 
from  the  right  ear  when  aged  about  twenty.  No  history  of  vertigo. 
Condition  on  examination  :  Patient  has  a  swelling  on  the  right 
side  of  the  neck,  involving  the  region  of  the  lower  part  of  the  mastoid 
■and  extending  downwards  to  the  level  of  the  thyroid  cartilage, 
backwards  to  the  posterior  border  of  the  sterno-mastoid  muscle,  and 
forwards  to  the  angle  of  the  jaw.      Complete  paralysis  of  the  seventh 
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cranial  nerve ;  eleventh  and  twelfth  cranial  nerves  also  paralysed.  Soft. 
readily  bleeding  polypus  showing  at  the  orifice  of  the  right  external 
auditory  meatus.  The  patient  died  about  the  middle  of  March.  The 
speciinen  includes  the  tempoi-al  bone,  pinna,  Eustachian  tube,  part  of 
pharynx,  tongue,  larynx,  oesophagus  and  enlarged  glands,  all  in  one  piece. 
The  growth  involves  the  middle  fossa  of  the  skull.  Suggestions  are 
invited  as  to  how  to  make  the  best  use  of  such  a  specimen. 

The  President  said  he  would  be  inclined  to  make  a  longitudinal 
section  of  it. 

Dr.  JoBSON  HoRNE  considered  that  it  would  be  as  well  for  the  present 
to  mount  the  specimen  as  a  whole  by  the  formalin  method  and  to  defer 
the  cutting  of  it  until  the  special  points  to  be  investigated  had  been 
decided  upon. 

Dr.  W.  MiLLiGAN  said  he  would  cut  it  obliquely  from  the  meatus 
through  the  petrous  bone  to  the  apex  :  he  would  have  the  two  sides  so 
mounted  that  one  could  see  the  growth  in  the  external  ear,  and  the 
invasion  of  the  middle  ear  and  middle  fossa. 

Dr.  A.  A.  Gray  said  that  before  cutting  sections  he  wovdd  decalcify, 
and  then  do  the  cutting  with  a  very  sharp,  large  microtome  knife,  making 
the  serial  sections  ^  in.  thick,  preserving  them  in  formalin  or  glycerine, 
with  a  black  background.  However  carefully  done,  sawing  through  dis- 
torted the  parts  to  some  degree,  and  the  use  of  a  sharp  micrott)me  knife 
would  be  better. 

Mr.  Somerville  Hastings  said  he  hoped  that  wdiatever  Mr.  Jenkins 
did  he  w^ould  show,  later,  microscopic  sections  of  the  growth.  He  would 
like  to  know  from  what  part  of  the  aural  tract  the  growth  was  thought  to 
have  sprung  originally. 

Mr.  Jenkins  replied  that  he  could  make  microscopical  sections  of  the 
whole  of  that  temporal  bone,  and  the  pinna,  but  if  he  did  that,  he  would 
like  to  know  whether  there  Avas  any  particular  direction  in  which  he 
should  cut  the  sections.  He  did  not  know  what  was  the  nature  of  the  new 
growth.  The  small  size  of  the  malignant  polypus  with  very  extensive 
involvement  of  deeper  structure,  including  the  middle  fossa  and  glands  of 
the  neck,  were  very  striking.  These  cases  were  often  operated  upon  for 
enlarged  glands  rather  than  for  malignant  disease  of  the  ear.  This 
specimen  pressed  home  the  lesson  that  if  there  were  glands  which  appeared 
to  be  malignant  the  ear  should  be  carefully  examined. 


Haematoma  Auris.— G.  J.  Jenkins. — This  patient  was  exhibited  at 
the  meeting  on  January  16.  and  the  members  requested  that  she  should 
be  shown  at  a  later  date.  The  operation  was  done  on  December  20,  the 
day  following  the  injury. 

The  President  said  he  thought  it  was  tending  towards  a  very  excellent 
result.  He  suggested  a  course  of  X-ray  applications  to  get  rid  of  the 
liypersemic  condition  remaining. 

Dr.  FiTzGrERALD  PowELL  asked  what  was  the  method  of  dealing  with 
the  haematoma. 

Mr.  Jenkins,  in  reply,  said  an  incision  was  made  in  front  of  the  helix, 
and  a  clot  which  was  lying  external  to  the  cartilage  turned  out.  This 
clot  extended  well  into  the  mea,tus.  He  returned  the  flap  into  position, 
and  tried  to  retain  it  there.  It  would  be  seen  now,  on  careful  examina- 
tion, that  there  was  a  slight  malposition  of  the  perichondrium,  but  he 
thought  the  result  justified  the  procedure.  In  some  cases  possibly  the 
method  would  not  answer  so  well. 
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Demonstration  of  Microscopical  Specimens. — G.J.Jenkins. — '«) 

Otosclerosis  :  Serial  jlicroscopic  Sections  of  the  Left  Temporal  Bone  of  a 
Female,  aged  fifty-nine,  showing  Ankylosis  of  the  Stajpes  and  other  Changes 
in  the  region  of  the  Foramen  Ovale.  —  The  patient  on  the  left  side  was  able 
to  hear  only  "loud  shouting"  in  the  ear;  she  could  not  distinguish  any 
Avords.  The  specimen  Avas  removed  about  ten  hours  after  death,  and 
fixed  in  formalin  in  normal  saline  solution.  The  specimen  was  decalcified 
by  the  formalin  and  nitric  acid  method,  described  at  a  previous  meeting, 
and  embedded  in  celloidin.  The  sections  were  made  transverse  to  the 
long  axis  of  the  petrous  portion  of  the  bone,  and  cut  12o  /u  in  thickness. 
Every  second  section  from  the  modiolus  to  the  vertical  part  of  the  seventh 
nerve  had  been  mounted.  The  sections  Avere  stained  in  a  variety  of  ways 
— haematoxylin  and  orange  Gi-.,  Mallory  and  Van  Griesen,  iron  hsematoxvlm. 
A  series  of  sections  were  demonstrated  under  the  microscope  and  bv  the 
epidiascope.  An  ob^'ious  feature  in  the  series  was  the  complete  replace- 
ment of  the  stapes  and  surrounding  bone  by  a  new  bone  formation.  The 
new  bone  representing  the  stapes  Avas  completely  ankylosed  or  fused  with 
the  surrounding  bone  anteriorly,  superiorly  or  posteriorly.  There  was  an 
indication,  at  parts,  of  the  original  joint  inferiorly.  This  new  bone  for- 
mation was  very  different  from  that  found  nonnally  in  these  situations. 
It  was  cancellous  in  type,  with  large  medullary  spaces  containing  cells  of 
a  variety  of  forms.  The  most  interesting  feature  of  this  part  Avere  the 
large  giant  cells  in  the  mass  representing  the  stapes.  These  giant  cells 
contained  fiA-e  to  tweh-e  nuclei,  had  a  protoplasm  that  stained  strongly, 
and  a  well-defined  outline.  The  nuclei  were  irregularly  arranged  usually, 
but  in  many  cases  they  were  peripheral.  Mr.  Jenkins  had  not  seen  giant 
cells  of  this  type  before  in  any  condition,  and  had  not  heard  of  them 
being  described  m  otosclerosis.  Other  features  he  thought  worth  noting 
AA'ere  the  diminution  in  size  of  the  foramen  ovale,  the  great  thickness  of 
the  mass  replacing  the  stapes,  and  the  thickening  of  the  margin  of  the 
foramen.  He  had  not  been  able  to  detect  any  changes  in  the  bone  in  any 
other  part  than  in  the  immediate  neighbourhood  of  the  foramen  ovale. 
The  regions  of  the  foramen  rotundum  and  iuterossicular  joints  seemed 
normal. 

(h)  Acute  Mastoiditis,  Septic  Labyrinthitis  and  Facial  Paralysis  :  Serial 
Microscopic  Sections  of  the  Mastoid,  Labyrirdh  and  Middle-ear 
Tract  of  the  Temporal  Bone  of  a  Male,  aged  thirty-tiuo. — The  patient  AA-as 
admitted  into  an  institution  seriously  ill  with  phthisis,  and  also  suffering 
from  deafness  and  otorrhoea  in  the  left  ear.  A  complete  clinical  examina- 
tion Avas  impossible.  About  ten  days  before  death  he  was  said  to 
have  had  more  trouble  in  the  ear,  and  developed  facial  paralysis  on 
that  side.  The  specimen  was  removed  about  fourteen  hours  after 
death,  and  fixed  in  formalin  and  normal  saline  solution.  It  was  decal- 
cified by  the  formalin  and  nitric  acid  method,  and  embedded  in 
celloidin.  The  sections  were  cut  15  n  in  thickness  in  the  coronal  plane. 
The  sections  through  the  mastoid  and  antrum  showed  pus  in  the  antrum, 
Avitli  loss  of  lining  membrane  of  the  space.  The  mastoid  was  of  the 
infantile  (dense)  type,  and  the  fine  medullary  spaces  infero-external  to 
the  antrum  showed  a  marked  leucocytosis.  The  leucocytosis  extended 
into  the  canal  of  the  seA'enth  nerve  as  low  as  and  into  the  canal  for  the 
chorda  tympani  nerve.  Masses  of  leucocytes  in  the  perilymphatic  space 
of  the  external  posterior  and  superior  canals,  and  fibrinous  deposits  in  the 
endo-lymphatic  spaces  of  these  canals.  Sections  farther  forward  showed 
total  loss  of  the  tympanic  membrane,  malleus,  and  incus.  There  were 
small  sequestra  in  various  parts,  lying  in  pus.     The  tympanic  wall  of  the 
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Aqueductus  Fallopii  was  sequestrated  iu  many  places,  and  the  canal  con- 
tained pus.  In  the  region  of  the  foramen  ovale  the  bone  exhibited  all 
the  appearance  of  otosclerosis,  and  a  stream  of  pus  could  be  detected 
between  the  stapes  and  margin  of  the  forau^n.  The  vestibule  was  filled 
with  pus.  The  endo-lymphatic  space  contained  a  few  leucocytes,  and  was 
filled  with  fibrinous  material.  There  was  a  fistula  of  the  promontory,  and 
a  pus  stream  could  be  seen  between  cochlea  and  the  middle  ear.  The 
membrane  of  the  foramen  rotuudum  persisted  only  at  the  inner  part,  else- 
where it  was  destroyed,  and  the  cochlea  laid  open  into  the  middle  ear. 

Dr.  A.  A.  Gray  said  that  with  regard  to  the  presence  of  giant  cells  in 
otosclerosis,  the  giant  cells  were  there  in  Dr.  Jenkins's  case,  and  the 
question  was  as  to  where  they  came  from,  and  what  their  presence  meant. 
Manasse  said  that  the  osteoclasts  were  not  active  in  otosclerosis — i.e.,  the 
old  bone  which  had  to  be  absorbed  in  order  to  make  room  for  the  new 
formation  of  bone  was  not  absorbed  by  osteoclasts— and  Manasse  did  not 
admit  that  they  were  absorbed  by  cells  at  all,  but  said  the  absorption 
was  brought  about  by  simple  pressure.  That  seemed  an  extraordinary 
statement  coming  from  such  a  careful  histologist  as  Manasse.  Bone 
could  not  be  absorbed  by  pressure,  one  could  not  press  the  calcareous 
particles  into  a  lymph  space  or  blood-vessel.  It  could  only  be  done  by 
cell  activity,  by  the  cells  taking  up  the  material  round  about  them.  He 
thought  the  giant  cells  which  Mr.  Jenkins  showed  were  the  active  agents 
in  absorbing  the  bone.  He  believed  them  to  be  osteoclasts,  but  not 
following  the  usual  distribution  of  osteoclasts  in  ordinary  bone.  As  to 
where  the  osteoclasts  originally  came  from,  even  in  normal  bone,  he 
believed  they  came  from  the  smaller  blood-vessels,  and  that  the  giant 
cells  in  otosclei'osis  and  normal  osteoclasts  were  originally  one  and  the 
same  thing.  With  regard  to  the  occurrence  of  suppuration  in  otosclerosis, 
Mr.  Jenkins  pointed  out  a  portion  of  the  posterior  margin  of  tlie  oral 
window,  in  which  he  said  suppuration  apparently  occurred  in  a  patient 
with  otosclerosis.  The  more  he  (the  speaker)  had  studied  these  cases 
the  more  he  had  concluded  that  suppuration  in  the  ear  might  be  a  cause 
of  otosclerosis,  but  that  did  not  mean  necessarily  that  nerve  conditions 
were  unassociated  w4th  it.  He  thought  there  must  be  some  inherent 
tendency  in  these  people,  and,  given  that  tendency,  the  same  change 
might  be  produced  as  occurred  iu  otosclerosis  Avithout  suppuration.  Even 
where  the  whole  membrane  w^as  destroyed  some  patients  became  almost 
stone  deaf,  whereas  others  were  only  slightly  affected. 

Mr.  Jenkins  had  not  studied  the  point  raised  by  Dr.  Gray  as  to 
Avhether  the  suppuration  was  causative  of  the  change  in  the  foramen 
ovale,  or  whether  it  was  an  accidental  association  of  otosclerosis  with 
chronic  suppuration.  The  latter  was  the  view  he  leaned  to.  With 
regard  to  giant  cell  foimation  in  otosclerosis,  he  did  not  think  these  giant 
cells  were  similar  to  any  he  had  previously  seen,  but  they  appeared  in 
these  cases  to  be  taking  on  the  function  of  osteoblasts  ;  they  seemed  to 
fit  into  the  various  larefied  spaces  of  bone. 
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April  3,  1914. 
Dk.   D.   R.   Paterson,  President  of  the  Section,  in  the  Chair. 


DISCUSSION    ON    THE    INTRANASAL    TREATMENT    OF 
FRONTAL    SINUS. 

(I)  Introductory  Paper  by  P.  Watson- Williams,  M.D.^ 

Case  of  the  "  Incomplete "  Operation :  Subacute  Case,  with 
Nose  too  narrow  for  Inspection  of  Operation  Field;  Operation 
at    one    Sitting;   General    Anaesthesia. — P.    Watson- Williams. — 

Male.  Had  suffered  from  right  supra-orbital  neuralgia  during  December, 
1913  ;  pus  seen  in  middle  meatus  far  back,  at  times  cacosmia.  Right 
antral  exploration  with  suction  syringe  yielded  pus.  Skiagram  showed 
right  frontal  sinus  blurred.  Eight  antral  intranasal  operaticm,  with 
partial  removal  of  posterior  border  of  nasal  process  as  it  enci'oached  ou 
and  narrowed  the  nasal  passage.  Anterior  entry  of  right  frontal  sinus 
by  removal  of  fronto-ethmoidal  cells  enabled  a  6  mm.  thick  bouo-ie  to 
enter  freely.  Antral  pus  film,  G.  P.  streptococci;  some  phagocytosis. 
Antral  pus  culture,  Gr.  P.  streptococci ;  no  staphylococci.  At  the  time  of 
operation  50  c.c.  of  anti-streptococcic  serum  were  injected.  Sensitized 
streptococcal  vaccines  (autogenous)  followed,  dosage  75  millions  up  to 
450  millions.  Discharge  almost  ceased.  No  headaches  since  the  opera- 
tion.    The  patient  can  pass  a  bougie  into  the  sinus  and  lavage  himself. 

Case  of  "Complete"  Operation;  Chronic  Frontal  Sinus 
Suppuration. — P.  Watson-Williams.— Male,  aged  thirty.  Subject 
to  left  supra-orbital  headaches  for  many  years,  but  two  years  ago 
they  became  very  severe,  and  then  were  relieved  by  discharges  of  pus. 
Recurrences  ever  since,  usually  once  a  week  or  so.  His  left  antrum  -was 
opened  and  drained  in  1912.  On  March  16,  1914,  nothing  larger  than  a 
2  mm.  cannula  would  enter  his  left  frontal  sinus.  Anterior  entry  and 
removal  of  fronto-ethmoidal  cells  allowed  admission  of  a  No.  19  (6  mm.) 
bougie.  On  March  18  the  crista  nasalis  burred,  so  that  a  No.  19-25 
bougie  entered  (8  mm.  by  6  mm.).  No  headaches  since  the  operations  on 
the  frontal  sinus,  both  under  cocaine  anaesthesia.  Since  the  operation 
slight  ciirettage  of  sinus,  lavage  and  injection  of  collusol  argeutixm. 
The  6  mm.  bougie  entered  and  withdrawn  several  times  during  the  meet- 
ing.    The  patient  can  pass  a  frontal  sinus  cannula  and  lavage  himself. 

(II)  Introductory  Paper  by  Herbert  Tilley,  F.R.C.S.- 

Sir  StClair  Thomson  was  reminded  that  it  went  without  saying  that 
all  these  researches  on  the  frontal  sinus  should  be  confirmed  by  X-rays. 
It  seemed  to  him  only  the  other  day  that  he  (the  speaker)  presented 
some  radiographs  to  the  old  Society,  to  show  that  no  one  could  be  positive 
that  a  probe  or  cannula  was  in  the  frontal  sinus  for  the  first  tims,  unless 

'  See  JocRN.  OF  Lartnqol.,  Rhinol.,  and  Otol.,  May,  1914,  p.  225. 
°  See  JouRN.  OP  Laryngol.,  Ehinol.,  axd  Otol.,  May,  1914,  p.  242. 
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it  was  confirmed  b_v  the  radiograph.  Some  of  the  pliotographs  exhibited 
sliowed  that  Dr.  Watson-Williams  was  not  in  the  frontal  sinus,  but  in 
those  cells  which  he  (the  speater)  many  years  ago  called  the  orbito- 
ethnioidal  cells,  a  term  which  had  since  been  adopted,  and  was  expressive. 
He  was  reminded  of  a  remark  attributed  to  Charles  Lamb,  that  whenever 
a  new  book  came  out  he  always  read  an  old  one !  When  these  new 
operations  were  brought  forward  he  (the  speaker)  turned  his  thoughts  to 
former  external  work  on  the  frontal  sinus.  He  confessed  that  he  would 
feel  much  less  nervous  to-morrow  in  operating  on  a  frontal  sinus  by  the 
external  method  than  by  blindly  using  a  burr  or  similar  instruments 
inside  the  sinus  itself.  Perhaps  that  feeling  might  change  with  expe- 
rience. Last  time  he  was  in  Paris  he  asked  I)r.  Luc  if  he  always  thought 
it  his  duty  to  tell  every  patient  he  was  about  to  operate  upon  that  the 
■external  operation  was  a  very  serious  one,  and  his  reply  Avas  that  he  did 
not  think  it  necessary  since  he  had  adopted  the  complete  Killian  method, 
for  he  thought  it  no  more  risky  than  any  operation  on  a  septic  nose. 
He  was  also  recently  in  Berlin,  and  found  that  Professor  Killian  now  did 
fewer  external  operations  on  the  frontal  sinus,  and  in  a  clinic  of  some 
15.000  new  cases  every  year  he  only  used  the  external  method  in  six  to 
ten  cases.  Killian  had  also  been  studying  the  internal  route.  Four 
weeks  ago  he  saw  the  operation  done  by  Max  Halle.  Halle  turned  down 
a  liap  and  chiselled  away  part  of  the  ascending  process  of  the  superior 
maxilla,  so  as  to  get  at  Mosher's  agger  cells.  These  he  broke  down 
sufficiently  to  pass  Ritter's  probes.  Having  done  that,  he  came  to  what 
he  (the  speaker)  regarded  as  the  alarming  part  of  the  performance ;  he 
took  the  last  of  tlie  three  sizes  of  burr  shown  by  Dr.  Watson-Williams, 
and  got  it  into  tiie  sinus  before  making  it  rotate,  and  he  rotated  it  as  he 
brought  it  out,  and  in  that  way  he  claimed  to  get  down  the  crista  nasalis. 
This  method  could  not  succeed  in  every  case,  owing  to  the  anatomical 
diversities  in  the  human  body,  and  these  were  so  common  that  the 
operator  must  be  prepared  for  disappointments. 

Into  the  orbito-etlimoidal  cell  of  a  skull  the  speaker  had  passed  some 
black  worsted.  The  cell  could  be  seen  to  spread  over  the  top  of  the  orbit, 
aiid  there  was  no  communication  between  it  and  the  frontal  sinus.  One 
might  operate  on  the  sinus  successfully,  without  relieving  the  patient  of 
a  lot  of  nasal  suppuration,  and  possible  headache,  from  not  knowing  that 
there  Avas  this  configuration,  wdiereas  when  operating  by  the  external 
method  one  was  more  likely  to  expose  it.  He  asked  members  to  note  the 
verv  narrow  fi-onto-nasal  duct,  and  see  the  dangers  that  would  be  run 
from  putting  a  rotating  burr  through  it. 

Coming  to  results,  there  coul(J  be  no  doubt  that  this  internal  route 
had  a  great  future,  particularly  in  women,  Avho,  quite  naturally,  would 
not  consent  to  external  defacenaent.  But  there  would  always  remain  the 
possibility  of  reinfection,  and  therefore  the  important  question  arose. 
Was  it  safer  ?  His  own  feeling  was  that  he  had  now  little  hesitation  in 
I'ecommending  the  external  operation,  although  "disasters  would  come  at 
odd  times,  and  he  had  published  his — all  in  pioneer  days.  Luc  had 
several  disasters  at  first,  but  he  had  not  now  had  any  for  a  long  time  ; 
neither  had  Mr.  Tilley,  nor  he  (the  speaker).  Still,  he  often  quoted 
Killian's  experience:  he  operated  eighty-six  times  on  the  frontal  sinus 
without  a  fatality,  but  before  reaching  his  hundredth  case  he  had  had 
thi'ee  deaths,  one  of  which  Avas  from  dammed-up  pus  in  an  undiagnosed 
sphenoidal  sinus,  another  plea  for  making  a  very  complete  diagnosis 
before  starting  to  operate.  Those  who  were  thinking  of  this  operation 
should  limit  their  attentions  at  first  to  the  approach  to  the  frontal  sinus. 
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Dr.  D.A.X  McKenzie  said  that  perhaps  the  whole  problem  had  not 
been  dealt  with  iu  the  maimer  in  which  it  was  troubling  some  minds.  It 
was  uecessarv  to  settle  iu  what  type  of  case  the  internal  operation  should 
be  done,  and  when  the  external  should  be  chosen.  He,  with  the  last 
speaker,  would  use  caution  before  adopitiug  the  internal  operation,  which 
he  thought  was  regarded  by  many  as  secondary  iu  safety  and  in  position. 
The  swing  of  the  pendulum  in  favour  of  radical  operation  three  rears 
ago  was  now  at  the  opposite  extreme,  and  there  was  too  much  tendency 
to  operate  intranasally.  There  were  cases  iu  which  the  internal  opera- 
tion would  be  perilous  to  the  patient,  and  he  knew  of  no  method — not 
€veu  X-ray  examination— by  which  one  could  be  quite  certain  of  the 
anatomy  before  operating.  If  the  intranasal  operation  were  adopted  in 
a  general  and  enthusiastic  manner,  he  felt  convinced  that  manv  cases  of 
disaster  would  be  encountered.  Certainly  operating  bv  this  route  should 
be  done  with  the  eyes  wide  open  to  its  risks  and  dangers. 

Dr.  E.  A.  Peters  had  shown  two  cases  operated  upon  by  the  method, 
and  he  did  not  doubt  that  there  w^as  much  to  recommend  it  over  the 
external  operation,  but  there  w^ere  some  points  Avhich  he  was  not  clear 
about.  In  another  case  operated  upon  one  side  which  had  dischar^^^ed 
spicules  of  bone  was  dealt  with  by  the  external,  and  the  other  bv  the 
internal  method.  On  the  first  side  the  mucous  membrane  was  polvpoid, 
and  he  wondered  if  such  a  condition  could  subside  Avhen  the  inti-anasal 
operation  route  w^ere  chosen.  With  j-egard  to  the  probe  which  was  used, 
both  befox-e  the  cutting  operation  was  commenced  and  during  the  opera- 
tion, to  locate  the  position  of  the  canal,  it  was  useful  to  have  its  last 
eighth  of  an  inch  rather  sharply  bent.  In  a  narrow  nose  he  obtained  an 
excellent  approach  by  cutting  vertically  through  the  septum  and  working 
from  the  other  side  ;  he  could  then  see  into  the  cells,  especiallv  by  usino- 
a  Hartmaun's  speculum.  The  patients  he  showed  were  operated  upon 
by  a  procedure  which  occujded  only  twenty  minutes.  He  first  cut  off  the 
anterior  edge  of  the  middle  turbiual  by  small  Luc's  forceps,  and  then 
followed  with  a  probe.  In  a  short  time  he  could  j)ass  a  Good's  raspatorv, 
and  then  cut  downwards  through  the  agger  cells  if  present.  It  was 
necessary  to  avoid  using  much  pressure,  and  to  do  the  cutting  from  above 
downwards  and  outwards.  He  did  not  think  the  method  would  be  so 
good  when  polypi  and  carious  bone  were  present. 

Mr.  J.  P.  I.  Harty  had  performed  the  operation  just  described,  and 
had  been  very  pleased  with  it,  and  with  the  ease  with  which  it  was  done. 
In  most  of  the  cases  he  had  done  it  imder  local  ausesthesia.  The  entry 
was  easily  made  and  the  washing-out  was  easy,  but  the  difficulty  w^as  as 
to  when  the  suppuration  w^ould  stop.  In  some  cases  which  he  had  kept 
under  observation  the  suppuration  had  persisted  for  some  mouths,  though 
the  headache  and  other  symptoms  had  been  relieved. 

Dr.  DoNELAN  had  just  been  asked  how  many  cases  of  chronic  frontal 
sinus  suppuration  really  needed  operation.  For  his  part  he  thought  he 
did  not  see  more  thau  about  twenty-five  of  such  iu  a  year,  and  many  of 
them  w^ere  perambulatory  cases  going  to  various  hospitals.  In  chronic 
frontal  suppuration  he  thought  w^e  had  all  been  doing  for  years  the  most 
legitimate  internal  treatment.  We  had  all  removed  the  anterior  end  of 
the  middle  turbiual,  aud  if  we  did  not  distinctly  recognise  the  anatomical 
importance  of  the  agger  cell,  if  such  really  exist,  one  went  through  them 
with  the  forceps,  aud  cleared  upwards  aud  outwards  through  the  ethmoid 
as  far  as  possible.  Where  this  had  not  sufficed,  he  had  always  opened 
the  inner  end  of  the  frontal  sinus  by  an  external  incision.  The  ingenious 
drills  shown  on  this  occasion  were  all  for  the  purpose  of  removing  in 
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more  oi-  less  dangerous  ways  the  obstruction  caused  by  the  nasal  crest. 
He  thought  it  could  be  much  more  safely  removed  by  means  of  a  curved 
chisel  externally,  and  the  advantage  on  the  score  of  safety  was  so  great 
that  he  thought  this  method  was  superior  to  any  other.  He  must  admit 
that  in  the  great  majority  of  the  cases  so  operated  by  him,  on  inspection 
of  the  cavity  and  the  use  of  a  flexible  probe  tlirough  the  small  opening, 
it  was  decided  to  undertake  the  obliteration  of  the  sinus.  It  was  un- 
necessary to  insist  on  the  importance  of  this  direct  examination  of  the 
interior.  Mr.  Tilley  had  himself  admitted  in  his  paper  that  even  when 
one  had  succeeded  in  entering  the  cavity  by  an  exclusively  internal  route, 
the  operator  did  not  know  where  he  was,  pathologically  speaking,  for  one 
could  not  know  what  was  taking  place  round  the  corner.  He  could  refer 
to  only  very  few  cases  that  really  needed  operation  in  which  this  combined 
method  had  been  successful,  and  he  was  of  opinion  that  if  what  he  called 
the  legitimate  internal  treatment  were  not  successful,  and  the  patient 
continued  to  complain  of  pain,  the  radical  external  operation  should  be 
performed. 

Mr.  Hope  said  that  a  short  time  ago  Sir  StClair  Thomson  and  he  had 
a  look  at  some  specimens  of  skulls,  and  he  was  sure  that  m  some  of  them 
there  was  not  more  than  4  mm.  of  safety  in  the  region  where  Dr.  Watson- 
Williams  said  there  was  usually  a  space  of  9  mm. ;  hence  there  would 
have  been  danger  if  this  operation  were  done  on  such.  He  asked  what 
means  thex-e  was  for  determining  the  depth  of  the  sinus. 

Mr.  HowARTH  agi-eed  as  to  the  need  of  the  surgeon  having,  in  order 
to  do  this  operation,  a  clear  grasp  of  the  anatomy  of  this  region.  That 
had  been  placed  on  a  more  satisfactory  footing  by  the  paper  of  Dr. 
Mosher,  and  his  own  examination  of  many  skulls  and  post-mortem  prepa- 
rations had  brought  him  to  the  same  general  conclusion  as  to  the  opening^ 
of  the  fronto-nasal  duct  and  its  relationship  to  the  ethmoidal  cells. 
Since  Mosher  published  his  paper,  that  authority  had  come  to  the  opniion 
that  the  "  agger  nasi  "  cells  were  not  present  so  frequently  as  he  was  at 
first  led  to  suppose.  It  seeined  to  the  speaker  that  one  reason  why 
Mosher's  point  of  entry  was  a  good  one  was  that  it  was  above  the  region 
of  the  agger  nasi,  and  the  ethmoid  was  entered  by  going  through  the 
middle  turbinate  itself.  He  believed  that  Mosher  did  not  now  lay 
particular  stress  on  the  preservation  of  the  middle  turbinate.  He  (the 
speaker)  did  not  think  that  the  internal  operation  could  be  applicable  to 
all  cases  because  of  the  varying  anatomical  configuration  of  the  fronto- 
nasal duct.  In  those  cases  where  the  frontal  sinus  was  developed  from 
the  third  frontal  groove  in  the  frontal  recess,  the  fronto-nasal  duct  was 
placed  external  to  the  infuudibulum  and  opened  into  it  obliquely.  He 
had  seen  specimens  where  the  fronto  nasal  duct  had  been  going  down 
external  to  the  whole  ethmoid  labyrinth,  and  it  could  not  be  safe  to 
approach  these  by  the  internal  method.  The  operation  certainly  had  a 
great  future,  but"  he  agreed  with  Dr.  McKenzie  that  it  would  be  necessary 
to  choose  with  care  the  patients  for  submission  to  it.  As  regards  his 
own  procedure,  he  had  not  as  yet  been  courageous  enough  to  use  the  burr 
or  raspatory  to  remove  the  nasal  crest,  but  had  followed  Mosher's  pro- 
cedure and  worked  rather  from  behind  forward.  He  tliought  that  this 
gave  a  better  approach  to  the  ethmoid  than  the  anterior  method,  as  in  the 
latter,  unless  agger  cells  were  present,  one  was  apt  to  come  up  against 
the  ascending  process  of  the  superior  maxilla,  and  did  not  readily  enter 
the  ethmoid  labyrinth,  and  to  enter  the  frontal  sinus  one  must  often  burr 
off  the  nasal  crest.  By  going  in  further  up  one  was  more  liable  to  enter 
the  ethmoid  labyrinth,  and  so  get  at  the  fronto-nasal  duct.     He  thought 
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that  oiie  reason  the  operation  was  so  successful  was  that  iu  approaching 
the  frontal  sinus  co-existing  ethmoiditis  had  to  be  dealt  with. 

Mr.  W.  Stuart-Low  said  he  had  listened  with  great  interest  and 
instruction  to  the  addresses  and  demonstrations.  He  agreed  with  Mr. 
Tilley  that  whether  this  operation  was  accepted  or  not  largely  tiu'ned  on 
the  anatomy.  On  the  score  of  anatomy  alone  he  had  no  hesitation  iu 
rejecting  such  procedure  as  this  operation  as  unsurgical ;  it  was  impossible 
to  know  the  exact  anatomy,  and  the  variations  of  these  parts  were  so 
great  that  to  do  as  suggested  and  push  burrs  and  bougies  about  in 
this  region  was,  in  his  opinion,  reprehensible.  He  had  shown  many 
successful  cases  where  a  combined  operation  had  been  performed,  the 
inti'anasal  preparation  for  the  Ogston's  external  method  first  being  done, 
the  middle  tui-binal  being  entirely  removed,  and  thus  free  drainage  from 
below  established  as  a  preliminary  to  the  Ogston  operation.  By  the 
external  operation  every  step  could  be  observed  and  the  sinus  thoroughly 
cleared  of  polypi,  and  a  thickened  pyogenic  lining  scraped  away.  He 
agreed  with  Dr.  Peters  in  considering  that  it  would  be  impossible  to 
remove  polypi  through  a  small  opening  into  the  nose  fi'oni  below,  as 
suggested  in  this  new  method.  He  would  not  adopt  Avhat  he  would 
characterise  as  blindfold  surgery. 

Dr.  Cathcart  considered  the  present  meeting  an  epoch-making  one 
in  the  Society,  as  it  Avas  held  for  the  discussion  of  an  operation,  which 
had  been  done  a  good  deal  on  the  Continent  and  in  America,  and  of 
which  the  pioneers  in  this  country  were  Dr.  Watson-Williams  and  Mr. 
Tilley.  As  a  rule,  a  new  method  of  operation  is  suggested  in  order  to 
obviate  the  dangers  of  the  old  one,  and  it  must  be  remembered  that  the 
introducers  of  this  discussion  were  also  pioneers  of  the  old  operation ; 
hence  it  was  not  likely  that  they  would  take  up  with  the  new,  the  intra- 
nasal, operation  unless  they  felt  there  was  less  danger  from  it  than 
fi'om  the  old  one.  The  attitude  of  Dr.  Dan  McKenzie  was  well 
illustrated  in  the  seventeenth  century,  when  in  Paris  there  was  a  celebrated 
friar  who  cut  for  stone  so  successfully  that  the  Paris  surgeons  had  him 
educated  in  anatomy.  This  taught  him  the  dangerous  region  he  had  cut 
into,  with  the  residt  that  he  was  afraid  to  operate  again.  If  operators 
were  only  to  have  in  mind  all  the  supposed  dangers,  no  new  operation 
would  be  devised  or  done.  He  had  seen  Dr.  Watson- Williams  operate, 
and  what  struck  him  was  that  the  operation  was  done  by  the  feel 
of  the  end  of  the  forceps.  In  fact,  in  one  case  the  septum  was  so 
deflected  that  it  was  not  possible  to  see  the  middle  turbinate  bone.  In 
the  olden  days  the  operation  on  the  maxillary  antrum  was  always  done 
from  the  outside,  because  it  was  said  the  operator  must  see  what  was 
going  on.  It  was  now  far  more  often  done  from  the  inside,  and  the 
success  was  no  less  great.  The  chief  point  to  be  emphasised  was  that 
each  one,  before  trying  the  intranasal  operation,  should  practise  it  on  the 
cadaver.  Anatomical  variations  wei*e  as  likely  to  be  met  with  in  the 
intranasal  as  in  the  extranasal  operation. 

Dr.  FitzGerald  Powell  said  that  for  his  part  he  Avould  certainly 
keep  an  open  mind  and  would  not  form  conclusions  as  to  the  utility  and 
dangers  of  the  operation  until  his  experience  warranted  it.  In  the  past 
Mr.  Tilley  had  been  a  strong  supporter  of  the  external  radical  operation, 
and  he  (Dr.  FitzG-erald  Powell)  had  learned  a  good  deal  about  frontal 
sinus  treatment  from  him,  and  had  seen  a  number  of  Mr.  Tilley's  cases 
which  had  been  treated  by  the  external  method  and  had  been  successful, 
and  he  could  not  quite  understand  Mr.  Tilley's  statement  that  for  two 
years  he  had  not  treated  a  single  case  by  the  external  method. 
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Dr.  Watson- Williams,  iu  his  excellent  work  on  "  Eliinology,"  pub- 
lished in  1910,  expressed  himself  as  strongly  opj^osed  to  the  internasal 
method,  which  he  now  advocated — going  so  far  as  to  say  that,  even  if 
there  was  no  danger  in  this  operation,  it  was  not  so  good  a  one  as  the 
external  operation — and  he  could  only  conclude  that  with  more  expe- 
rience of  the  "  internasal "  operation  he  had  changed  his  oj^inion  in 
regard  to  it.  Consequently,  he  Avould  advise  the  members,  with  Dr. 
Watson- Williams'  experience  before  them,  to  defer  their  judgment  until 
a  more  extended  knowledge  of  results  was  obtained.  There  were 
certain  cases  in  which  he  thought  the  internasal  method  could  not  be 
applicable — viz.,  where  there  were  indications  of  diseased  bone  in  the 
sinus,  in  cases  of  external  fistulae,  bulging  of  the  walls  of  the  sinus, 
and,  as  in  Mr.  Tilley's  case,  where  "loculi"  were  found  in  the  sinus. 
In  these  cases  he  had  always  found  that  an  external  operation  was 
required.  In  cases  in  which  the  foregoing  conditions  did  not  exist,  he 
had  been  well  satisfied  by  the  results  of  removal  of  the  anterior  half  of 
the  middle  turbinate  bones,  and,  if  necessary,  the  curetting  of  the 
ethmoid  cells  and  washing  out  of  the  sinus.  In  one  case  he  remembered 
there  was  complete  recovery  in  six  or  eight  weeks  in  this  way, 
washing  out  the  sinus  three  times  a  week.  In  doing  the  external 
operation  experience  had  taught  him  to  avoid  extensive  operations  on 
the  bony  walls  of  the  sinus.  By  opening  through  the  floor  and  lower 
part  of  the  anterior  wall  of  the  sinus  he  was  enabled  to  explore  the 
sinus  and  enlarge  the  passage  into  the  nose,  having  previously  removed 
the  middle  turbinate ;  in  this  way  he  got  free  drainage  and  cure  of  the 
disease. 

Dr.  H.  J.  Davis  said  he  had  always  felt '  reticent  about  doing- 
resection  of  the  septum  in  suppurating  noses,  because  of  the  possibility 
of  infection.  He  had  seen  instances  where,  after  this  had  been  done,  the 
septum  sloughed  away.  He  (the  speaker)  had  operated  upon  fifteen, 
and  he  thought  Mosher,  in  leaving  the  middle  turbinal,  meant  it  to  be  a 
landmark.  By  keeping  external  to  this  the  cribriform  plate  could  not  be 
damaged.  The  position  of  the  agger  nasi  cells  varied  in  different  skulls. 
The  best  way  to  get  into  them  Avas  to  put  the  finger  on  to  the  lachrymal 
bone,  pass  a  small  Volckman  spoon  into  the  nose,  and  try  to  hit  off  one's 
finger  with  the  spoon.  If  one  was  low  down,  the  spoon  could  not  pene- 
trate ;  but  if  one  was  over  the  exact  spot  penetration  was  easy,  and  under 
cocaine  one  could  pass  a  frontal  sinus  cannula.  In  washing  sinuses  out, 
tincture  of  iodine  had  a  very  rapid  effect ;  hydrogen  peroxide  and  other 
lotions  were  not,  in  his  opinion,  so  efficacious.  The  reason  that  some 
cases  which  had  the  radical  operation  done  did  not  do  well  was  that  the 
operator  wanted  to  do  too  much  and  did  not  know  when  to  stop.  He  had 
had  two  cases  of  death  after  the  external  operation,  the  skull  and  brain  of 
one  of  which  was  shown  before  the  Section  two  years  ago.  He  had 
operated  upon  this  man  twice  intranasally,  but  he  worried  to  be  taken 
into  hospital  again  for  constant  pain,  and  he  was  operated  upon  externally 
by  Killian's  operation.  An  abscess  in  the  frontal  lobe  was  opened  and 
drained,  but  the  patient,  a  man,  aged  thirty,  died  of  basal  meningitis. 
The  abscess  in  the  frontal  lobe  had  evidently  been  the  cause  of  the 
incessant  headaches. 

Mr.  Norman  Patterson  felt  particularly  interested  in  Dr.  Peters' 
remark  about  an  incision  through  the  septum.  For  some  considerable 
time  past  he  had  been  trying  a  method  of  operating  through  the  septum 
from  the  other  side  of  the  nose.  After  performing  a  submucous 
resection  in  the  ordinary  way,   he  made  an  incision  through  the  muco- 
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perichondrium,  on  the  opposite  side,  parallel  to  the  original  incision  and 
half  an  inch  behind  it.  One  could  work  through  the  gap  thus  made  by 
using  a  StClair  Thomson  speculum.  In  this  way  an  excellent  view  was- 
obtained  of  the  ethmoidal  region.  Eecently  he  operated  on  a  case  in 
which  a  fortnight  previously  he  had  done  a  submucous  resection.  In 
this  case  both  ethmoids  were  diseased,  and  he  made  an  oblique  incision 
through  the  septum  and  with  comparative  ease  he  dealt  with  the  disease 
on  both  sides.  Afterwards  he  inserted  stitches  into  the  septal  incision 
and  union  was  perfect.  The  further  forward  in  the  nose  the  disease  the 
better  the  view.  He  thought  this  method  would  be  useful  in  frontal 
sinus  cases.     He  had  found  it  of  use  in  sphenoidal  sinus  disease. 

The  Chairman  (Dr.  Hill),  in  summing  up  the  debate,  said  that,  as 
far  as  he  could  gather,  the  majority  of  the  members  of  the  Section  had 
come  prepared  to  "damn  with  faint  praise"  the  pre-nasal  treatment  of 
long-established  frontal  sinusitis  in  spite  of  the  perusal  of  the  papers  of 
introducers.  Many,  no  doubt,  were  still  impressed  by  the  a  priori  objec- 
tions which  had  been  so  lucidly  summarised  by  Sir  StClair  Thomson, 
more  especially  as  regards  the  dealing  blindly  with  hard  bone  in  a, 
dangerous  area  in  the  later  stage  of  the  operation  and  the  limited  nature 
of  the  surgical  measures  which  it  was  possible  to  carry  out  on  the  diseased 
mucosa,  compared  with  what  could  be  done  by  the  external  obliterating 
operation.  If  mere,  but  efficient,  drainage  and  irrigation  through  an 
enlarged  infundibulum  were  really  proved  to  be  a  curative  measure  in 
itself  in  many  cases,  then  the  minor  operation  of  enlarging  the  fronto- 
nasal canal,  by  a  small  external  incision  at  the  inner  angle  of  the  orbit, 
as  advocated  by  Dr.  Donelan,  would  effect  this  without  running  the 
possible  risk  of  perforating  the  cribriform  plate  or  the  internal  table. 
Mr.  Howarth  and  others  were  satisfied  with  the  old  per-nasal  method — 
namely,  of  removing  part  of  the  turbinal,  followed  by  breaking  dovv-n  the 
bulla  and  the  cells  above,  and  then  inserting  the  bent  metal  sound  in  an 
upward  and  forward  direction  through  the  ostium ;  when  this  could  be 
carried  out,  as  it  sometimes  could  rather  easily,  this  more  posterior  route 
had  the  advantage  over  the  more  anterior  one  in  that  the  hard  bone  of 
the  nasal  process  and  the  crista  had  not  to  be  dealt  with,  more  or  less  in 
the  dark,  by  formidable  instruments ;  on  the  other  hand,  the  operative 
field  was  in  dangerous  proximity  to  the  cribriform  plate,  and  one 
could  not  look  straight  into  the  sinus  from  the  anterior  naris,  as  was 
possible  in  cases  shown  that  afternoon.  The  cross  ( x )  in  Mosher's 
diagram,  which  had  been  shown  on  the  screen  by  each  of  the  introducers, 
was  situated  over  the  cells  immediately  posterior  to  the  fronto-nasal  duct, 
the  cells  which  Mr.  Howarth  and  others  still  opened  in  some  cases, 
according  to  the  old  posterior  method,  and  this  diagram  in  Mosher's 
paper  dealing  with  the  agger  cells  and  the  more  anterior  route  had  led 
to  great  confusion,  and  had  probably  been  inserted  in  the  wrong  place  ; 
at  all  events,  the  cross  was  in  the  wrong  place  in  the  diagram  if  intended 
to  indicate  the  point  of  penetration  in  the  agger  route.  He  (the 
speaker)  did  not  think  there  was  any  mystery  about  these  agger  cells ; 
they  were,  he  had  always  understood,  the  maxillo-ethmoidal  cells  of  the 
text-books.  Two  speakers  only.  Dr.  Peters  and  Mr.  Harty,  had  actually 
performed  operations  of  the  new  type  advocated  by  Dr.  Williams  and 
Mr.  Tilley,  and  it  was  significant  that  whilst  they  both  gave  the  method 
their  support,  those  who  had  raised  objections  had  not  referred  to  any 
personal  experiences  of  their  own.  Dr.  Cathcai-t  had  called  attention  to 
a  somewhat  disconcerting  fact,  which  probably  many  of  them  had  in 
their  minds — namely,  that  the  advocates  of  the  new  per-nasal  operation 
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were  amongst  the  most  experienced  and  expert  exponents  in  this  country 
of  the  external  radical  operative  methods,  and  yet  they  now  came  forward 
and  stated,  as  the  result  of  their  recent  considei'able  experience,  that  as 
far  as  they  are  concerned  the  per-nasal  operation  is  the  operation  of 
choice  in  an  ordinary  uncomplicated  case  of  chronic  frontal  sinusitis. 
Such  a  deliberate  pronouncement  cannot  be  ignored  coming  from  such 
authorities.  The  method  of  operating  adopted  by  each  is  similar  in 
principle  and  differing  only  slightly  in  detail.  His  (Dr.  Hill's)  own 
experience  had  been  limited  to  the  passage  of  a  frontal  sinus  cannula  in  a 
few  acute  cases,  and  in  chronic  cases  with  acute  exacerbation  he  had 
occasionally  removed  the  anterior  exti'emity  of  the  middle  turbiual  and 
passed  a  metal  sound  into  the  sinus  if  it  would  go  up  easily  ;  and  it  was 
a  curious  fact  that  it  often  does  go  up  easily  in  chronic  frontal  sinusitis. 
He  had  not,  however,  systematically  washed  out  the  sinus,  nor  had  he 
ever  attempted  this  new  Ingals-Grood  type  of  operation.  If,  in  the  future, 
he  (the  speaker)  came  across  a  case  in  which  he  could  easily  pass  a  fairly 
large  sound  into  the  frontal  sinus  after  the  old  method,  he  was  inclined 
to  think  he  would  not  really  be  running  much  risk  in  using  Dr.  Watson- 
Williams' s  drill  with  guarded  burr  to  enlarge  the  opening  forward. 

The  discussion  had  been  a  most  instructive  one,  and  showed  that,  in 
the  expert  hands  of  the  introducers  of  this  discussion,  the  newer  per-nasal 
procedures  advocated  were  safe  and  usually  effectual ;  and  in  view  of  the 
equally  satisfactory  reports  from  abroad  from  an  increasing  number  of 
adherents,  those  who  had  up  to  now  been  accustomed  to  rely  almost 
entii-ely  on  external  operations  would  probably  feel  that  it  was  at  least 
incumbent  on  them  to  seriously  reconsider  their  attitude  towards  this 
question. 

Dr.  Watson-Williams,  in  reply,  said  he  was  sorry  to  have  given 
the  impression  that  he  had  taken  up  the  intranasal  route  to  the  exclusion 
of  the  external  operation ;  that  was  not  so.  The  intranasal  method, 
however  good,  had  its  limitations,  and  it  was  not  suitable  in  a  small 
percentage  of  cases.  For  such  he  had  himself  devised  an  external 
operation  and  found  it  very  satisfactory.  All  he  contended  was,  that  by 
employing  in  the  intranasal  operation  the  methods  of  anterior  entry,  the 
sphere  of  usefulness  of  the  intranasal  operation  would  be  much  increased. 
Sir  StClair  Thomson  referred  to  some  of  the  skiagrams  he  had  exhibited 
as  showing  the  bougie  in  the  orbito-ethmoidal  cells,  but  that  was  an 
optical  illusion.  Those  skiagrams  were  to  show  that  the  6  mm.  thick 
bougies  were  carried  back  by  the  nasal  ci-est  so  as  to  lie  against  the 
tabula  interna  (the  swan-head  bougies  had  a  thin  neck,  so  the  lower  part 
did  not  push  the  tip  back  so  much) ,  and  that  for  the  same  reason  it  was 
most  dangerous  to  use  unguarded  burrs  or  chisels  in  this  region.  Other 
skiagrams  showed  that  after  removing  the  nasal  crest  one  could  pass  the 
instrument  straight  up  well  into  the  frontal  sinus.  Mr.  Howarth  had 
suggested  that  the  forceps  might  impinge  against  the  frontal  process  of 
the  superior  maxilla,  but  in  practice  he  would  find  that  it  was  not  so. 
Often  agger  cells  were  not  present.  Like  himself,  Yacher  and  others 
removed  these  cells  long  befoi*e  Mosher's  paper  at  Liverpool  emphasized 
their  importance,  and  helped  us  in  so  many  ways  by  his  work.  Dr.  Dan 
McKenzie  appeared  to  be  afi'aid  of  the  new  method,  yet  not  so  long  ago 
he  (the  speaker)  shared  all  those  fears,  till  actual  experience  gradually 
dispelled  his  anxiety,  and  he  thought  his  methods  removed  all  dangers. 
By  going  through  the  anti-conchal  cells  one  was  in  front  of  the  cribriform 
plate,  and  the  latter  could  not  be  endangered  until  one  got  further  back. 

In  answer  to   Dr.  Peters'    question   as  to  how  a   case  with  polypi 
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sliould  be  dealt  with,  Dr.  "VVatson-Williams  stated  he  had  shown  a 
specimen  with  an  enormous  numljer  of  polypi  in  the  frontal  sinus. 
There  was  a  large  frouto-nasal  duct,  and  there  were  no  symptoms  because 
of  the  size  of  that  duct.  If  one  imitated  Mature  by  making  a  laro-e 
opening  there  was  rarely  trouble  from  polypi  in  the  sinus. 

He  could  not  agree  with  Mr.  Tilley  in  some  of  the  points  he  had 
emphasised  in  his  paper.  Mr.  Tilley  said  that  when  acute  s^-mptoms 
persisted  in  spite  of  palliative  measures  or  of  mere  anterior  middle 
turbinectomy  allowing  of  no  effectual  lavage,  and  especially  when  swellino' 
and  cedema  appeared  in  the  eyelids  and  in  the  soft  tissues  over  the  sinus, 
external  operation  would  be  called  for,  bnt  he  (Dr.  Watson- Williams) 
found  that  the  more  acute  cases  were  most  responsive  to  intranasal 
operation,  and  clearance  of  the  anti-conchal  and  fronto-ethmoidal  cells 
should  at  least  be  tried,  despite  the  presence  of  the  symptoms  mentioned, 
provided,  of  course,  there  was  nothing  worse.  Even  the  occurrence  of 
subpei'iosteal  orbital  abscess  did  not  contra-indicate  intranasal  operation, 
and  there  were  cases  on  record  where  opening  the  ethmoid  cells  relieved 
such  a  severe  orbital  complication.  Mr.  Tilley  further  mentioned,  among 
the  conditions  which  should  influence  operators  in  selecting  exterual 
methods  of  operation,  (a)  when  the  sinus  ostium  was  situated  above  the 
level  of  the  cribriform  plate,  and  when  the  posterior  wall  was  so  low  as 
to  closely  overhang  the  ostium.  To  this  the  speaker  replied  that  the 
sinus  ostium  was  usually  as  high  as,  and  very  often  higher  than,  the 
level  of  the  cribriform  plate,  and  he  would  consider  that  the  higher  the 
ostium  the  less  the  risk  to  the  cribriform  plate  from  the  intranasal 
operation  with  retention  of  the  middle  tiirbinal  plate  intact,  while  the 
fact  that  the  tabula  interna  overhung  the  ostium  could  not  be  detected 
by  a  skiagram,  but  if  one  avoided  all  gouges,  chisels,  and  unguarded 
burrs  there  were  no  undue  risks.  Mosher's  method  of  entrv,  which  was 
followed  by  Mr.  Tilley,  he  should  consider  unsafe. 

With  regard  to  his  case,  which  subsequently  died,  Professor  Walker 
Hall's,  the  pathologist,  report  showed  that  the  frontal  sinus  operation 
had  nothing  to  do  with  the  death  ;  there  was  no  meningitis,  death  having 
been  due  to  cellulitis  of  the  leg  and  pyaemia.  Still,  he  had  thought  it 
right  to  bring  the  facts  forward. 

With  reference  to  the  cj[uestion  of  Dr.  H.  J.  Davis,  Dr.  Watson- 
Williams  considered  it  was  better  if  possible  to  postpone  operations  on 
a  deflected  septum,  which,  except  in  extreme  deformity,  did  not  prcA-eut 
removal  of  the  anterior  ethmoidal  cells  and  entry  to  the  frontal  sinus. 

Mr.  Hope  was  mistaken  in  saying  that  he  (Dr.  Watson-Williams)  had 
spoken  of  9  mm.  space  as  usual,  and  pointed  out  that  6  mm.  was  the 
maximum,  often  only  4  mm.  was  safely  available. 

Mr.  Herbert  Tilley,  in  reply,  said  he  joined  issue  with  Sir  StClair 
Thomson  as  to  the  specimen  he  had  shown ;  if  the  cells  were  removed, 
which  had  been  referred  to  in  the  opening  papers,  one  could  drain  the 
fronto-ethmoidal  cell  in  the  specimen,  Avhich  Sir  StClair  Thomson  said 
could  only  be  attacked  by  the  external  operation.  In  answer  to  Dr. 
Peters'  question  as  to  polypi  in  the  sinus  he  had  referred  to  the  treatment 
of  this  condition  in  his  paper.  When  there  was  polypoid  degeneration 
in  a  sinus,  by  irrigating  and  injecting  warm  air,  and  then  injecting 
iodine  or  nitrate  of  silver,  one  reduced  the  villous  condition  of  the 
mucous  membrane,  and  little  was  secreted  except  pure  mucus. 

Dr.  Donelan  said  the  operator  did  not  know  where  he  was  when 
operating  by  the  intranasal  method,  but  his  (the  speaker's)  reply  was 
that  he  knew  where  he  was  if  he  set  out  to  master  the  anatomv  of  the 
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parts  and  worked  iu  the  way  which  had  been  described  iu  the  opening 
paper.  By  removing  the  anterior  cells  one  found  oneself  in  a  large 
cavity  (the  frontal  sinus) ,  and  free  drainage  was  provided  from  the  lower 
end  of  that  cavity.  If  there  was  much  bleeding,  and  one  put  in  strips  of 
gauze  moistened  with  cocaine  and  adrenalin,  it  was  surprising  how  much 
one  could  see. 

In  answer  to  Mr.  Hope,  he  did  not  bother  about  the  depth  of  the 
sinus  in  the  intranasal  operation.  On  the  contrary,  with  the  external 
operation  one  would  have  a  deep  sinus  and  scar,  and  possibly  a  dead 
space,  which  could  not  be  oblitei'ated.  In  that  kind  of  case  the  intra- 
nasal operation  was  a  great  advantage.  The  external  operation  implied 
disfigurement,  and  some  six  weeks'  treatment,  with  dressing  every  day. 
These  considerations  had  done  much  to  determine  his  preference  for  the 
interior  operation.  Two  days  ago  in  London  he  operated  upon  a  man  by 
the  intranasal  method  ;  he  had  double  frontal  sinus  suppuration.  That 
day  he  went  to  wash  him  out,  and  he  asked  whether  he  could  go  out 
within  the  week  (three  days  after  the  operation),  as  he  had  now  no  head- 
aches.    Such  an  event  was  unthinkable  with  the  old  operation. 

With  regai'd  to  Mr.  Low's  combined  operation  he  had  had  no  expe- 
rience of  it. 

Concerning  the  danger  of  the  intranasal  operation  suggested  by  Dr. 
Cathcart,  unfortunate  cases  were  sure  to  be  heard  of,  but  the  intending 
operator  by  this  method  should  be  well  up  in  the  anatomy  of  the  part, 
and  practise  the  operation  on  a  few  skulls  first. 

With  reference  to  the  necrosis  of  the  frontal  sinus  walls,  for  two 
years  he  had  not  had  such  a  case,  and  in  such  an  event  it  would  be  recog- 
nisable by  external  symptoms.  If  such  were  present  he  would  do  the 
external  operation,  or  for  ocular  or  meningeal  symptoms,  or  the  escape 
of  pus  into  the  orbit.  He  thought  that  the  majority  of  cases  of  chronic 
frontal  sinus  suppvn-ation  with  polypi  in  the  nose  would  be  satisfactorily 
dealt  with  in  the  future  by  the  intranasal  method,  while  a  minority 
would  have  to  be  treated^by  the  external  operation — /.  e.,  a  reversal  of  the 
old  procedure. 


Slb.striu't.'i. 


NOSE. 

Simpson,  W.  Likely. — A  Method  of  Closing  Perforations  of  the  Septum 
of  Nose.  "Journal  of  the  American  Medical  Association,"  July 
4,  1914. 

For  the  closure  of  a  perforation  of  the  septum  Simpson  advises  a  sub- 
mucous operation  with  a  transplantation  of  cartilage  or  bone,  or  both,  to 
the  site  of  the  perforation,  and  a  sewing  of  the  overlying  flaps.  The 
transplant  gives  a  support  in  place  of  attachment  for  the  flaps  of  mucous 
membrane,  thus  avoiding  contraction,  which  would  otherwise  occur. 

His  technique  is  as  follows :  Elevate  the  mucous  membrane,  as  in 
an  ordinary  submucous  operation,  from  the  cartilage  and  bone,  both 
anteriorly  and  posteriorly  to  the  perforation,  the  edges  of  which  must  be 
pared.  The  bone  and  cartilage  are  then  resected  and  placed  in  normal 
salt  solution  till  required.  The  larger  the  transplant  the  better,  and  if 
a  suitable  piece  cannot  be  obtained  from  the  patient,  one  may  transplaiit 
from  another  deflected  septiun,  on  which  a  submucous  operation  is  being 
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done.  The  flaps  of  mucous  membrane  are  thus  fashioned  accordinff  to 
Hazletine's  method,  and  the  largest  possible  piece  of  cartilage  or  bone 
placed  between  them,  and  the  sutures  inserted.  Both  nostrils  are  then 
packed  very  carefully,  and  not  distended  for  two  or  three  days.  Follow- 
ing this  an  ointment  is  used  to  prevent  drying  of  the  flaps.  The  all 
important  point  in  the  operation  is  to  get  as  large  a  piece  of  cartilage  or 
bone  as  possible,  so  that  the  whole  perforated  area  will  be  filled  in  by 
the  transplant.  BirJcett  (Rogers). 

Thomson,  Sir  StClair. — Some  of  the  Symptoms  and  Complications  of 
Sinusitis.  "  The  Practitioner,"  June,  1914. 
A  useful  summary,  especially  for  the  general  practitioner.  Symptoms 
and  complications  are  discussed  under  four  heads:  those  in  neig'hbourino- 
regions  ;  those  in  more  distant  organs  ;  those  of  interference  with  general 
health  ;  and  intra-ci'anial  complications.  Macleod  Tearsley. 


PHARYNX. 

Woody,  Samuel  S.  (Philadelphia).— The  Use  of  Antitoxin  in  Diphtheria. 

"  Journal  of  the  American  Medical  Association,"  September  4 
1914. 

Diphtheria  antitoxin  has  been  abundantly  proved  to  be  a  specific  for 
diphtheria,  and  a  cure  when  used  in  correct  doses  at  the  proper  time. 
But  there  has  been  devised  no  way,  except  empirically,  of  estimatino- 
the  number  of  units  needed  by  a  particular  person  suffering  from 
diphtheria.  From  personal  observation  of  over  10,000  cases  of  diphtheria 
to  the  Philadelphia  Hospital  for  Contagious  Diseases,  Dr.  Woodv  is 
entirely  satisfied  that  antitoxin,  as  generally  used,  is  given  in  doses  far  too 
small.  The  object  in  giving  antitoxin  is  the  rapid  and  complete 
neutralisation  of  the  diphtheria  toxin  by  a  single  dose.  Most  cases 
treated  are  given  numerous  small  doses,  and  in  a  good  percentage  of 
cases  the  patients  finally  recover.  The  endeavour  should  be  to  give  at 
once  an  initial  dose  of  such  an  amount  of  antitoxin  that  neutralisation 
will  be  accomplished  without  delay,  and  that  possibly  there  will  be  an 
excess  of  antitoxin  still  in  the  system  to  combat  toxins  later  elaborated. 
Too  small  a  dose  invites  disaster,  whereas  too  large  a  dose  can  do  no 
harm  and  may  be  a  safeguard  for  the  future. 

The  following  table  indicates  the  large  doses  that  the  author  is 
accustomed  to  give.  No  case  of  diphtheria,  however  mild,  should  receive 
less  than  10,000  units. 

Both  tonsils,  well  covered  with  exudate  of  one  or  two  davs'  duration, 
from  30,000  to  60,000  units. 

Both  tonsils,  well  covered  with  exudate,  with  palate,  uvula  and  nose 
involved,  of  three  or  more  days'  duration,  from  150,000  to  300,000  units. 

N'asal  cases,  20,000  units,  if  with  marked  svmptoms  of  toxsemia,  from 
50,000  to  150,000  units. 

Laryngeal  cases,  from  30,000  to  45,000  units. 

The  objections  to  such  large  doses  are  :  (1)  Danger  to  the  patient, 
which  is  disproved  by  actual  experience — untoward  results  have  followed 
the  use  of  moderate  or  even  small  doses  just  as  often  as  after  the  use  of 
large  ones.  Indeed,  it  has  been  shown  that  such  a  result  is  not  due  to 
the  antitoxin  bodies  themselves,  but  to  the  serum  alone.  (2)  Anaphy- 
laxis. Its  occuri'ence  is  of  such  great  rarity  that  it  cannot  be  allowed  to 
influence  us  in  the  least.  Too  many  lives  are  lost  by  too  little  antitoxin 
being  given  to  allow  a  theoretical  possibility  to  keep  us  from  making  a 


600  The  Journal  of  Laryngology.      [December,  1914. 

cure.  (3)  Local  sloughing  is  very  rare,  aud  will  be  avoided  entirely  by 
further  concentration.  (4)  Serum  sickness  and  serum  rashes  are  not  a 
bar  to  the  use  of  a  large  dose. 

With  the  use  of  large  doses  the  mortality  has  been  reduced  to  6-02 
per  cent.  The  advantages  of  large  doses  of  antitoxin  are  :  (1)  Prompter 
local  cure ;  (2)  quicker  improvement  in  the  patient's  general  condition  ; 
(3)  permanence  of  curative  action  ;  (4)  avoidance  of  complications  ;  (5) 
reduction  of  mortality  ;  (6)  avoidance  of  pain  and  discomfort  of  repeated 
small  doses;   (7)  harmlessness  of  large  doses.  Birhett  {Rogers). 


EAR. 

Home,  Jobson. — Gun  Deafness  and  its  Prevention.  "  The  Lancet," 
August  15,  1914,  p.  462. 
With  the  outbreak  of  war  must  come  certain  cases  of  rupture  of  the 
membi'ana  tympani  and  labyrinthine  concussion  from  the  effect  of  explo- 
sions, especially  in  naval  warfare.  The  author  has  endeavoured  to  meet 
the  possible  want  of  knowledge  of  these  conditions  by  this  article.  He 
gives  a  resume  of  present  knowledge  and  advises  as  to  prevention. 

Macleod   Yearsley. 

Boot,  G.  W. — Caisson  Workers'  Deafness.  "  Annals  of  Otology  etc.," 
vol.  xxii,  p.  1121. 
Gives  the  results  of  an  examination  of  thirteen  workers  in  compressed 
air.  From  a  consideration  of  these  cases  he  considers  that  the  results  of 
caisson  working  on  the  ear  are  of  three  kinds:  (1)  Tubal  tympanic 
catarrh,  principally  in  those  who  are  predisposed  thereto  by  nasal  condi- 
tions. (2)  Symptoms  referable  to  the  vestibular  system,  either  in  its 
central  mechanism,  in  course  of  the  vestibular  nerve,  or  in  the  terminal 
end-organs.  Complete  recovery  is  the  rule.  The  third  and  most  char- 
acteristic result  of  working  under  compressed  air  is  a  loss  of  a  consider- 
able portion  of  the  upper  range  of  hearing,  with  marked  loss  of  bone 
conduction.  In  a  few  cases  the  whole  organ  of  Corti  was  apparently 
destroyed  suddenly  after  coming  out  of  the  air-lock.  As  a  rule,  the  loss 
is  gradual,  and  is  comj^arable  to  that  in  boilermakers'  deafness. 

Macleod  Yearsley. 
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Hsemorrhoids  and  bulbar  tonicity  (P.  Bonnier)            .  .  .     384 

Hay  fever,  aetiology  of  (A.  Coolidge,  T.  Smith)             .  .  .50 

treatment  of  (H.  L.  Ulrich)                .                 .  .  .511 

vaccine  treatment  of  (A.  G.  H.  Lovell)              .  .  .     219 

Haynes'  operation  for  meningitis  (E.  W.  Day,  E.  D.  Dench)     .  100,  222 

Hearing,  test  for  (M.  Kabatschnik)                .                 .  .  .51 

theory  of,  new  (P.  P.  Sturm)              .                 .  .  .193 

Heart,  valvular  disease  of.  and  recurrent  pai'alysis  (Killian,  Sobernheim 

and  Caro)    ......  215,  219 

Herpes  zoster  of  auricle  (H.  J.  Davis)  ....     314 

Oticus  (A.  Jaehne)  .  .  .  281, 333 

Hoarseness  from  rheumatism  (S.  H.  Mygind)  .  .  .     331 

_.  .  .  gg 

32 
30 

57 


prolonged  (J.  K.  Milne  Dickie) 
Hughlings  Jackson-Mackenzie  syndrome  (H.  J.  Davis) 
Hyperostosis  cranii  (H.  Lambert  Lack) 
Hyperplasia  of  mucous  membrane  (A.  Logan  Turner) 
Hypopharynx,  see  Pharynx  lower. 
Hypophysis,  see  Pituitary  body. 


Insurance,  life,  and  middle-ear  suppuration  (E.  Amberg)  .  .     278 

International  Collective  Investigation  of  Ozsena  (A.  Brown  Kelly)  .     255 

International   Congi-ess   of  Medicine,    Reports   of,    Section   of   Laryn- 
gology ......  323,  372 

Section  of  Otology       .  .  .268 

Jaw,  see  Maxilla. 

Kinesiphone,  Maurice's  (J.  Mackenzie  Booth)  .  .  .     466 

Labyrinth,  see  also  Cochlea.  Semi-circular  canals  and  Vestibular  apparatus. 

anatomy  of,  in  birds  (Urban  Pritchard)  .  .  .1 

operation  on  the,  see  Labyrinthotomy. 

sequestrum  of  the  (E.  P.  Fowler)       .  .  .  .220 

syphilis  of  the  (O.  Glogan)  .  .  .  .220 

Labyrinthitis.  (E.  P.  Fowler)  .  .  .  .  .220 

and  meningitis  (J.  G.  Connal)  ....     439 

literature  of  (J.  S.  Eraser)  .  .  .  .294 

pathology  of  (E.  Ruttin,  G.  J.  Jenkins)  .  .  220,  587 

recovery  from,  without  labyrinth  operation  (F.  "W.  Bennett  and 

Dan  McKenzie)  ......     141 

serous  (J.  S.  Eraser)  .  .  .  .  .212 

symptoms  of,  in  suppuration  of  ear  (J.  S.  Eraser)  .  .     211 

without  rupture  of  tympanic  membrane  (J.  S.  Eraser)  .     284 


Labyrinthotomy  for  vertigo  (R.  Lake,  W.  H.  Kelson)  .  144,  318 

indications  for  (R.  Leidler)  ....     220 

Lachrymal    apparatus,   intra-nasal  operations    on    (L.    Polviik,    D.    R. 

Paterson)    .  .  .  .  .  "  .      48,169,423 
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Lachrymal  organs,  Relation  of  the,  to  the  Nose,  etc.,  by  Prof.  Dr.  A.  Onodi 

(review,  P.  Watson-Williams)  ....     110 

Laiyngeal  nei-ves,  recurrent,  paralysis    of  (W.  H.   Kelson,   J.  Walker 

Downie)  .....  434,  435 

in  heart  disease  (G.  Killian,  Sobemheim 

and  Caro)  .....  215,  219 

recurrent,  paralysis  of,  from  lymphomatous  glands  (H.  J. 

Davis)  .......     500 

• from  CBSophageal  cancer   (E.  A.  Peters) 

37,  510 

■  superior,  paralysis   of,   from   disseminated  sclerosis  (J. 

Donelan)      .  .  .  .  .  .  33. 430 

pressure  on,  for  tuberculous  dysphagia  (Rethi)         217 

snoring  (W.  F.  Chappell)    .  .  .  .  .42 

stridor,  tracheotomy  (J.  K.  Milne  Dickie)        .  .  .99 

Laryngectomy,  speech  after  (E.  W.  Scripture)  .  .  .     275 

Laryngitis,  chronic  (A.  Wylie)        .....     160 

congenital  syphilitic  (?)  (W.  H.  Jewell)  .  .  .     159 

Laryngo-fissure,  see  Thyrotomy. 

Laryngoscopy,  autoscopic  (Panconcellia-Calzia)  .  .  .  444 

autostatic  (Robert-Leroux)  ....  444 

direct,  a  new  method  (Katzenstein)  ....  218 

suspension  (E.  D.  Davis,  M.  Mayer.  Gr.  Killian,  W.  Freudenthal) 

206,  328,  337,  381,  393 

for  laryngeal  papilloma  (W.  Albrecht)  .  .       71 

Laiynx,  abscess  of,  metastatic,  in  pyismia  (R.  Imhofer)  .  .     275 

and  pharynx,  resection  of  (E.  B.  Waggett)      .  .  .     424 

cancer  of,  diagnosis  of,  value  of  clinical  observation  (Killian)       .     217 

thyrotomy  (F.  R.  Packard)    ....     166 

disease  of  (W.  Jobson  Home)  .  .  .  .33 

diagnosis  of  (W.  F.  Chaijpell)  .  .  .42 

displacement  of,  from  thoracic  disease  (K.  M.  Mentzel)  .     385 

fibroma  of  (H.  J.  Davis)      .  .  .  .  .88 

foreign  body  in  (Geo.  Wilkinson)      ....     426 

hyperplasia   of   mucous   membrane   of    (A.    Logan    Turnei*,  H. 

Lambert  Lack)  .  .  .  .  .57,  197,  319 

syphilitic  (H.  Lambert  Lack)  .  .  .     197 

infection  of,  pneumococcal  (Turner  and  MoUison)  .  .       85 

infiltration  of,  subglottic  (W.  T.  Gardiner)      .  .  .93 

injury  of  (J.  G.  Connal)      .....     438 

lupus  of  (J.  Walker  Downie)  .  .  .  .     435 

myasthenia  gravis  affecting  the  (E.  D.  Davis)  .  .     203 

neoplasm  of  (T.  B.  Layton,  H.  D.  Gillies,  W.  Jobson  Home,  H. 

TiUey,  J.  Donelan)    ....       87,  157.  208,  506,  510 
■ pachydermia  of  (H.  Tilley)  .  .  .  .29 

papilloma  of,  treated  by  suspension  laryngoscopy  (W.  Albrecht)       71 

paralysis  of  (H.  J.  Davis)   .  .  .  .  .32 

from  disseminated  sclerosis  of  (J.  Donelan)        .  33,  430 

perichondritis  of,  with  stenosis  (Wm.  Hill)      .  .  .38 

polypoid  mass  of  (T.  B.  Layton)       .  .  .  .87 

recurrent  nerve  of,  see  Laryngeal  nerve,  recurrent. 

subglottic  infiltration  of  the  (J.  B.  Layton)     .  .  .     155 

stenosis  of,  from  perichondritis  (Wm.  Hill)     .  .  .38 

■  syphilis  of  (W.  T.  Gardiner,  W.  H.  Jewell,  G.  H.  L.  Whale) 

93.  159,  425 

tobacco,  effect  of,  on  the  (Colombel)  .  .  .     107 

.429 
.  50 
.  107 
.  202 
.     217 


ventricular  band  of,  hypei-plasia  of  (C.  I.  Gi'aham) 
tuberculosis  of  (R.  Levy)    . 

ai-tificial  pneumothorax  and  (E.  Winckler) 

combined  wdth  syphilis  (Dan  McKenzie) 

dysphagia  from,  treatment  of  (Rethi) 
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Larynx,  tiiberctilosis  of,  sanatorium  treatment  of  (Sir  StClair  Thomson)     542 
treatment  of,  history  of  (M.  Menier)    .  .  .50 

ulceration,  slight,  painful  (Dundas  Grant)  .  .       90 

with  thyroid  perichondritis  {G.  Potts)  .  .     156 

tumour  of,  see  Neoplasm  of. 

Le  Affezioni  deU'Orecchio  nell'Adenoidismo,  by  Dott.  R.  Yitto-Massei 

(review,  Sir  StClair  Thomson) 
Leontiasis  ossea 

Leukaemia,  lymphatic,  tonsils  from  (H.  J.  Davis 
Lip,  lower,  bilateral  fistulse  of  (L.  M.  Kahn) 
primary  syphilis  of  (H.  J.  Davis) 


Little's  area  or  locns  Kiesselbacliii  (Dan  McKenzie) 
Limgs,  emphysema  of,  causing  scabbard-trachea  (Kahler) 

Mastoid  bone,  anatomy  of  (J.  Mouret,  W.  G.  Porter) 
Bezold's  perforation  of  (J.  G.  Connal) 

tuberculosis  of  (E.  D.  Davis) 

operation,  after-treatment  of  (J,  Walker  Wood) 

coi'tical,  resxilts  of  (J.  Hewat) 

■  indications  for  (Sohier  Bryant) 

■  radical,  dressing  for  (J.  D.  Lithgow)    . 

for  traumatic  closure  of  meatus  (T.  Bai' 


223 

30 

500 

479 

502 

21 

7 


Schwartze's,  see  Mastoid  operation,  cortical. 

selection  of  (A.  Randall) 

steel  wire-saw  for  (J.  D.  Lithgow) 


r) 


268,  322 
437 
582 
278 
261 
445 
91 
436 


region,  skiagraphy  of  (W.  G.  Porter,  F.  M.  Law,  W.  H.  Stewart) 

32i 
Mastoiditis,  without  middle-ear  suppuration  (Dan  McKenzie) 
Maxilla,  expansion  of,  by  spring  pressure  (J.  Adam)  . 

inferior,  deformity  of  (H.  J.  Da,vis) 

superior,  osteoma  of  (Delman  Ritchie) 

tumour  of  (W.  Howarth) 

Meatus,  auditory,  external  atresia  of,  congenital  (L.  Lewin) 

imperforate  (H.  J.  Davis) 


Meckel's  ganglion,  intra-nasal  access  to  (E.  M.  Holmes) 
Membrana  tympani,  anthracosis  of  (J.  E.  Connal) 
Meningitis  after  middle  tiirbinotomy  (Kihnmel) 

otitic,  from  abscess  in  petrous  bone  (G.  Wilkinson) 

Haynes'  operation  for  (E.  W.  Day,  E.  D.  Dench)  100,  222 

serous  (J.  G.  Connal)  ....     439 

■ translabyrinthine  drainage,  recovery  (Sydney  Scott, 

Logan  Turner)  .....  23,  321 

284 
166 
84 
472 
276 
203 

49 
116 
159 

47 
542 


without  rupture  of  the  tympanic  membrane  (J.  S.  Eraser 

Microtia  (Leo  Lewin) 

Mouth  and  tongue,  epithelioma  of  (W.  M.  Mollison)  . 

aphthae  of,  chronic  recurring  (Brown  Kelly  and  W.  Whitelaw) 

Mucosus  streptococcus  and  otitis  (E.  Storath) 
Myasthenia  gravis  and  the  larynx  (E.  D.  Davis) 

Nasal  reflex  neuroses  (O.  Levinstein)  .  . 

Naso-pharyngoscope  (J.  Walker  Wood) 
Naso-pharynx,  adhesions  in  (H.  L.  Whale) 

fibroma  of  (W.  N.  Robertson) 

malignant  tumours  of  (Kelsey  and  Brown) 

sarcoma   of,   treated   by   radium   emanation    (H.    Tilley,   A.  J 


Martineau,  Somerville  Hastings)  .  .  .  150,  151 

279 
43 

385 
94 


cicatricial  web  of  (J.  H.  Connolly) 
Neo-salvarsan,  results  from  (E.  Schlesinger) 

Neuralgia,  alcoholic  treatment  of,  by  nasal  route  (E.  M.  Holmes) 
Nose,  alar  cartilages  of,  collapse  of  (O.  Paget) 
bleeding  polypiis  of  (W.  T.  Gardiner) 


277 
323 

387 
140 
474 

89 
385 

38 
166 
315 

43 
438 
216 
409 
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Nose,  cancer  of.  (W.  Stuart-Low)  .... 

development  of  (J.  M.  Ingersoll) 

diseases  of,  orbito-ocular  complications  of  (Banmgai-ten) 

external,  deformities  of.  treatment,  see  also  Rhinoplasty. 

(Marshall)   .... 

■  hajmoiThage  from  thrombokinase  in  (de  Roaldes  and  Lynch) 

lupus  of  (G.  H.  L.  Whale)  .... 

influence  of  pregnancy  on  (E.  A.  Peters) 


—  lymphangitis  of.  from  antrum  suppuration  (H.  J.  Davis) 

—  multiple  telangiectasis  aifecting  (Logan  Turner) 

—  neoplasms  of,  inoperable,    treatment    of,  by  diathermy  (W.  D 
Harmer)      ...... 

— by  radium  (Wm.  Hill) 

—  by  X  rays  (J.  Macintyi-e) 

—  (discussion)    . 

—  obstruction  of,  rhinomanometer  in  (H.  A.  Kisch) 

—  osteoma  of  (H.  Lambert  Lack) 

—  physiology  of  (O.  Paget)     .... 

—  plasmacytoma  of  (H.  Wachter) 

—  polypus  of,  septal  hypei"plasia  in  (W.  J.  HaiTison) 

—  — spheno-choanal  d.  Kubo) 

—  sej)tum  of.  abscess  of  the  (Dan  McKenzie) 

—  •  and  external  deformity  (H.  .J.  Davis) 

—  bleeding  polypus  of  (W.  T.  Gardiner)     . 

destruction  of  (H.  J   Davis)     . 

hyperplasia  of,  associated  with  polypi  (W.  J.  Harrison) 
pei'foi'ation  of  (Douglas  Hamier) 

treatment  of  (AV.  J.  Hamson,  L.  W.  Simpson)  7 
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165 

49 

54 
274 
426 
509 
oU3 
320 

481 
487 
496 
533 

88 

30 
541 
391 
196 
219 
138 
502 

94 
5<»2 
196 

90 
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207 
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419 


posterior  part,  deflection  of  (N.  Patterson 

resection  of,  anaesthesia  for  (A.  Schulz) 

bi-sul>mucous  (J.  v.  d.  H.  Leonhard) 

in  childhood  (Heermann)  .  .  ,48 

•  iustiaiments  for  (F.  H.  AYestmacott.  J.  Donelan) 

87,  156 
■ tubercle  of,  reflex  neuroses  from  (O.  Levinstein)  .       49 

tuberculosis  of  (A.  Brown  Kelly)      ....     471 

Nystagmus  (Sydney  Scott  and  discussion)  ....  459 
labyi'inthine,  cortical  centre  for  (J.  G.  Jenkins)  .       23 

Oculo-motor  paralysis  of  otitic  origin  (F.  H.  Westmacott)  .  .  449 
CEsophagoscopy  (E.  Killian.  C.  Jackson  and  discus.sion)  .  323,  372 
—  for  foreign  bodies,  mortality  of  (0.  Jackson)   .                 .  .     373 

injuries  resulting  from  (Amersbach)                 .                 .  .     446 

(Esophagus,  cancer  of.  early  symptomatology  of  (H.  H.  Janeway)  .     447 

— recurrent  paralysis  from  (E.  A.  Peters)               .  .       37 

denture  in,  for  eighteen  years  (D.  Braden  Kyle)  .  .       45 

for  two  and  a  half  years  (Sir  StClair  Thomson)    .     276 


foreign  body  in  (D.  R.  Paterson.  J.  Guthrie)  .                 .  148,  158 

for  eight  years  (W.  G.  Porter)                 .  .  97 

of  baby  aged  two  (H.  J.  Davis)                .  .  89 

upper  end  of,  cancer  of  see  Pharynx,  lower,  cancer  of. 

foreign  bodies  in,  removal  of  (R.  H.  Johnston)     .  332 

Orbital  cellulitis  from  nasal  sinus  disease  (H.  A.  Kisch)             .  .  428 

Orbito-ocular  complications  of  ear  disease  (F.  H.  Westmacott)  .  -149 

of  nasal  disease  (Baumgarten)  .  .  .49 

Ossiculectomy  (E.  D.  Davis)  .....  584 
Osteomyelitis,  diffuse  cranial,  of  frontal  bone  (Eckstein)  .  .  275 
recovery  (W.  G.  Porter)               .  .  96 

of  sphenoid  bone  after  adenoid  operation  (R.  H.  H.  JoUy)  .  328 

Othsematoma,  see  Auricle,  hsematoma  of. 

Otitis,  see  Ear. 
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Otosclerosis,  (A.  Denker,  J.  S.  Fraser,  and  Gideon  Walker)  52,  211,  536 

clinical  aspect  of  (J.  S.  Eraser  and  Gideon  Walker)       .  .     513 

pathology  o£  (G.  J.  Jenkins)  .  .  .  317, 587 

note  071  (Kenelm  H.  Digley)    .  .  .20 

treatment  of  (G.  J.  Jenkins)  ....     520 

Ozsena,  see  Rhinitis,  atrophic. 


Palate,  cancer  (?)  of  (W.  M.  Mollison) 
endothelioma  of  (Dan  McKenzie) 

epithelioma  of  (N.  Paterson) 

hyperplasia  of.  congenital  syphilitic  (H.  Lambert  Lack) 


39 

36 

158 

197 

liipus  of  (W.  H.  Kelson.  J.  Walker  Downie)    .  .  33,  435 

■  ■      -      • •  203 

502 
321 

32 

209 

68,86 

32 
471 
255 


myasthenia  gravis  affecting  the  (E.  D.  Davis^ 

necrosis  of  (H.  J.  Davis)     .... 

paralysis  of,  following  tonsil-adenoid  operation  (Logan  Turner) 

imilateral  (H.  J.  Davis) 

soft,  cancer  of  (W.  G.  Howarth) 

salivary  adenoma  of  (T.  Guthrie) 


409 
85 
164 
164 
160 
202 
91 


nicer  of,  perforating  (W.  H.  Kelson) 

Perez  bacillus,  vaccine  of,  for  ozsena  (Brown  Kelly  and  J.  F.  Smith) 

researches  in  ozsena  (A.  Brown  Kelly) 

Petroiis  bone,  abscess  of,  causing  paralysis  of  external  rectus  (G.  Wil 

kinson)        ...... 

Pharyngitis,  pneumococcal  (Turner  and  Mollison) 
• streptococcus,  epidemic  (J.  A.  Copps) 

ulcerosa  disseminata  (O.  Levinstein) 

Pharyngo-laryngeal  wall,  cancer  of  (C.  I.  Graham)     . 
Pharynx,  angeioma  of  (Dan  McKenzie) 

artery  in,  large  (J.  H.  Conolly) 

cancer    of,   operation    (Lithgow   and    Ritchie,    E.    B.    Wagget) 

92,  424 

cicatricial  diaphragm  of  (J.  F.  O'Malley)         .  .  .     428 

cyst  of  (Douglas  Harmer)  .  .  .  .     434 

diverticulum  of,  demonstration  of  (W.  Hill  P.  Dempsey)  .     148 

removal  of  (W.  H.  Kelson)    .  .  .  .198 

hyjDerplasia  of  mucous  membrane  of  (A.  Logan  Turner)  57,  319 

lower,  cancer  of  (H.  Tilley,  Logan  Turner)      .  .  28,  321 

apparent  cure  by  radium  (J.  Adam)        .  .     474 

33 

160 
85 
38 

160 
38 

391 

538 
85 

157 


lupus  of  (W.  H.  Kelson) 

neoplasm  of,  extensive  (H.  Tilley)     . 

pneumococcal  infection  of  (Turner  and  Mollison) 

syphilitic  ulcer  of  (H.  A.  Kisch) 

tuberculosis  of  (F.  W.  Bennett) 


Pituitary  body,  tumour  of  (Wm.  Hill) 

Plasmacytoma,  multiple,  of  upper  air-passages  (H.  Wachter)  . 

Plant- Vincent  infection  of  ear  (J.  Adam) 

Pneumococcal  infection  of  pharynx  and  larynx  (Turner  and  Mollison 

Polycythsemia  rubra  with  chronic  rhinitis  (E.  A.  Peters) 

Post-cricoid  region,  see  Pharynx,  lower. 

Post-nasal  region,  see  Naso-pharynx. 

Pregnancy  and  lupus  of  nose  (E.  A.  Peters)  .  .  .     509 

Principes  d'Anacoiisie,  by  A.  Ziind-Burquet  (review,  Dan  McKenzie)      .     Ill 

Radiography,  see  Skiagraphy. 

Radium,  apparent  cure  of  pharyngeal  cancer  by  (J.  Adam)       .  .     474 

treatment  of  deafness  (J.  Walker  Wood,  Max  Halle)    ._  56,  112 

inoperable  growths  of  nose  and  throat  (Wm.  Hill)  .     487 

emanation  for  naso-pharyngeal  sarcoma  (H.  Tilley,  A.  J.  Marti- 


neau,  Somerville  Hastings)      ....  150,  151 

Rectus,  external,  paralysis  of,  in  ear  disease  (F.  F.  Muecke)      .  .       77 

Recurrent  nerve,  see  Laryngeal  nerve,  recurrent. 
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Re-education  of  hearing,  see  Deafness,  re-education  treatment  of. 
Respiratoiy  tract,  upper,  a  peculiar  form  of  hyperplasia  of  the  mucous 

membrane  of  (A.  Logan  Turner)  .  .  .  57,  319 

.47 

.       53 

.     206: 

106,  379 

.     443 

.     255 

F.Smith)   471 

255 

105,  379,  443 

.       48. 

.     157 


Retro-pharyngeal  abscess,  operation,  sudden  death  (Kowler) 

otogenic  (S.  Gatscher) 

space,  foreign  body  in  (E.  D.  Davis) 


Rhinitis,  atrophic  (Johnathan  Wright.  F.  P.  Emerson) 
aetiology  of  (J.  Christ,  F.  P.  Emerson) 

international  investigation  of  (A.  Brown  Kelly) 

Perez's  bacillus,  vaccine  for  (Brown  Kelly  and  J 

researches  in  (A.  Brown  Kelly) 

treatment  of  (Mahu,  F.  P.  Emerson)  . 

vaccine  treatment  of  (F.  K.  Cobb) 


chronic  with  polycythsemia  rubra  (E.  A.  Peters) 


Rhinomanometer,  the  (H.  A.  Kisch) 

Rhinoplasty  (Marshall,  J.  Joseph) ....  54,  477 

Royal  Society  of  Medicine,  Proceedings  of  the,  Laiyngological  Section 

28,  79,  147,  197.  500,  589 

■  Nem-ological,    Ophthalmological   and  Otological 

Sections      .......     459 

Otological  Section     .  22,  75,  140,  312,  580' 


Salvarsan,  adrenalin  in  treatment  by             .                 .                 .  .     168 

in  lesions  of  nose  and  throat  (C.  R.  C.  Borden,  E.  Schlesinger)  278,  279 

Scabbard-Trachea,  see  Trachea. 

Scottish    Otological   and   LaiTngological   Society,    Proceedings  of   the 

161,  211,  319,  435,  466,  538. 

Semicircular  canals,  ampullae  of,  in  birds  (U.  Pritchard)             .  .         1 

function  of,  in  cochlear  disease  (Dan  McKenzie)  .     464 

sequestrum  of  (E.  P.  Fowler)                 .                 .  .     220 

Semon  Lecture,  the,  1914  (Prof.  G.  Killian)                  .                 .  337,  393 
Septum,  nasal,  see  Nose,  septum  of. 

Sinus,  antral,  see  Antrum,  maxillary. 

cavernous,  thrombosis  of.  after  tonsillitis  (H.  J.  Davis)  .       31 

frontal,  burrs  for  (H.  TiUey)              .                 .                 .  .507 

diseases  of,  osteomyelitis  following  (Eckstein)   .  .     275 

treatment  of  (R.  C.  Myles.  L.  A.  Coffin)  39.  40 

operation  on,  indications  for  (R.  J.  Myles)          .  .     542. 

•  ■ intra-nasal      (P.    Watson- Williams,    H.  Tilley, 

discussion)                 .                .                .      210,  225,  242,  507,  512,  538,  589 

Ogston-Luc  (W.  Stuart-Low)  .                 .  .430 

scars  of,  obliterated  (H.  Tilley)                .  .       28 

trauma  of  dura  during  (Dan  McKenzie)  .       34 


osteoma  of  (Citelli)                  ....  274 

suppuration  of,  acute,  from  bathing  (C.  W.  M.  Hope)      .  507 

lateral,  infection  of,  mode  of  production  of  (W.  M.  Mollison)      .  315 

thrombosis  of,  operation,  recovery  (J.  Kerr  Love)             .  540 

treatment  of  (G.  L.  Tovey)       .  .  .53 

— : with  paralysis  of  external  rectus  (F.  F.  Muecke)  .  77 

. with  i^yaemia  (F.  F.  Muecke)    .                 .                 '  '? 

—  longitudinal,  thrombosis  of  (Eckstein)              .                 .                 ■  275 

sphenoidal,  operation  on  (G.  H.  L.  Whale)      .                 .                 .  425 

Sinuses,    nasal   accessory,    diseases   of,  affections   of  cranial  nerves  in 

(L.  Onodi)  ......             304,  360 

orbital  cellulitis  from  (H.  A.  Kisch)              .  428 

orbito-ociilar  comphcations  of  (Baumgar- 

ten)              .                 .                 .                 .                 .                 .             _   .  49 

suppuration  of,  in  young  people  (Dan  McKenzie)  199 

symptoms  and  complications  (Sir  StClair  Thom- 
son)             .....  -399 
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Siniises,  nasal  accessory,  The  Catarrhal  and  Suppurative    Diseases    of 

the,  by  Ross  Hall  Skillern,  M.D.  (review.  Dau  McKenzie)  .     391 

Skiagi-aphy  and  per-oral  endoscopy  (C.  Jackson)  .  .  .     373 

—  of  mastoid  region  (W.  G.  Porter,  F.  M.  Law,  W.  H.  Stewart)   323,  387 

Skull,  fractures  of  base  of,  involving  temporal  bone  (Kirchner.  E.  D. 

Davis)  ......  446,  581 

Snoring,  laryngeal  ("W.  F.  Chappell)  .  .  .  .42 

Sound-waves,  photographs  of  (R.  Lake)         .  .  .  .     146 

Spheno-palatine  ganglion,  see  Meckel's  ganglion. 

Sphenoid  bone,  osteomyelitis  of,  after  adenoid  operation  (Jolly)  .     328 

Sphenoidal  siuTis,  see  Sinus,  sphenoidal. 

Stomatitis  ulcerosa  disseminata  (O.  Levinstein)  .  .  .     164 

Suspension   laryngoscopy    (W.   Albrecht,    E.    D.   Davis,  E.  Mayer,  G. 

Killian,  W.  Freudenthal)  .        71,  206,  328,  337,  381,  393 

Temporal  bone,  anatomy  of  (J.  Mouret,  H.  Frey)         .                 .  268,  386 

cancer  of,  operation  (W.  Milligan)        .                 .  .     141 

fracture  of  (W.  M.  Mollison,  C.  Kirchner)          .  23,  446 

■ ■ — ■  tuberculosis  of  (E.  D.  Davis)                 .                 .  .     584 

Temporo-spenoidal  abscess,  see  Brain,  temporo-sphenoidal  lobe  of. 

The  Diseases  of  the  Nose,  Throat  and  Ear  of  Children  in  Daily  Practice, 

by  Prof.  Dr.  F.  Goppert  (review,  A.  R.  Tweedie) .  .  .448 

Throat,  neoplasms  of,  inoperable,  treatment  of,  by  diathermy  (W.  D. 

Harmer)      .                 .                 .           '      .                 .  481 

by  radium  (Wm.  Hill)                                   .  487 

■ by  X-rays  (J.  Macintyre)           .                 .  496 

(discussion)    ....  533 

Throat,  sore,  see  Phai-yngitis. 

Thrombokinase  for  ha?morrhage  (de  Roaldes  and  Lynch)           .                 .  274 

Thymus  gland,  hypertrophy  of,  thymectomy  (A.  Jouty)             .                 .  390 

Thyro-glossal  cyst  (J.  L.  Howie)     .....  471 

causing  dyspnoea  (A.  J.  Wright)              .                 .  155 

duct,  persistent,  causing  cough  (A.  Strauch)      .  .  442 

fistula  (Dan  McKenzie)  ....  434 

Thyroid  gland,  see  also  Goitre. 

diseases  of,  and  throat  and  nose  infection  (Beebe)  .  541 

Thyrotomy  (F.  R.  Packard)  .  .  .  .  .  166 

Tinnitus,  persistent,  section  of  aiiditory  nerve  for  (C.  H.  Frazier)  .  222 

treatment  of  (W.  C.  Braislin)  .  .  .  .479 

Tobacco,  effect  of,  on  larjaix  (Colombel)        .  .  .  .     107 

Tongue,  leukoi^lakia  of  (J.  Walker  Downie)  ....     435 

operations  on  (F.  Kuhn)  ....     273 

Tonsil,  faucial,  calculus  of  (J.  Walker  Downie)  .  .  .     322 

cancer  of,  operations  for  (F.  Kuhn)     .                 .  .     "273 

enucleation  of  (F.  A.  Leslie)                   .                 .  .     273 

—  by  Mathieu's  guillotine  (P.  H.Westmacott)  .       88 

difficulties  of  (J.  F.  O'Malley) .                 .  .218 

forceps  (J.  Donelan)                .                                  .  34,  156 

— hajmostatic  guillotine  for  (Hill  and  Elphick)      .  545,  576 

histology  of  (Wyatt  Wingrave)              .                  .  .     181 

in  lymphatic  leukaemia  (H.  J.  Davis)     .                 .  .     500 

neoplasm  of,  fungating  (H.  Barwell)   .                 .  .     161 

operations  on  (T.  B.  Lay  ton)                 .                 .  .     443 

results  of  (J.  K.  Milne  Dickie,  Harold  Whale,  W. 

Wilson,  A.  Logan  Turner)       .  .  .  184,  218,  321,  329 
•  passage  of  bacteria  through  (G.  B.  Wood)  .  .       46 

physiology  of  (L.  M.  Freedman,  J.  Gordon  Wilson,  F. 

Henke)        ......  104,  476 

plasma-cells  in  (J.  Gordon  Wilson)      .  .  .     104 

polypus  of  (E.  D.  Davis)        .  .  .  .37 
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Tonsil,  faucial,  pulmonary  tuberculosis  and  tlie  (E.  Fletcher  Ingalls) 

relation  of  ceiTical  tuberculous  adenitis  to  (A.  Pbilps 


Mitchell) 


sarcoma  of  (Logan  Turner) 


Tonsillectomy,  see  Tonsil,  faucial.  enucleation  of. 
Tonsillitis,  acute,  salicylate  of  iron  for 

foDicular,  cavernous  sinus  thrombosis  after  (H.  J.  Davis) 

Tonsillotomy,  death  after  (Dan  McKenzie)  . 

Trachea,  displacement  of,  from  thoracic  disease  (K.  M.  Mentzel) 

the  scabbard-,  from  pulmonary  emphysema  (Kahler)     . 

Tracheotomy,  transverse  incision  in  (O.  Franck) 
Tricophyton  gTanuloma  of  auricle  (Hiinter  Tod) 

Turbinal  body,  see  also  Nose. 

cauterisation  of,  effects  of  (Pien-e  Bonnier) 

hypertrophy  of,  treatment  (J.  D.  Lithgow) 

bone,  middle,  removal  of  (W.  S.  Renner) 

followed  by  meningitis  (Kiimmelj 


Tympanic  cavity,  see  Ear.  middle. 

membrane,  see  Membrana  tympani. 

Urotropin  for  meningitis  (A.  Logan  Turaer) 
Uvula,  caveraous  angeioma  of  (Dan  McKenzie) 

Yaccine  treatment  of  inflammations  of  upper  air-tract  f  Dough 
Vertigo,  aural,  labyrinthotomy  for  (R.  Lake,  W.  H.  Kelson) 
Yestibulotomy,  see  Labyrinthotomy. 
Yoice,  effect  of  atropin  on  (Cisler) 

X  rays,  see  also  Skiagraphy. 

treatment  by,  for  inoperable  cancer  (J.  Macintyrej 
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expansion  of  jaw     . 

Plaut-Yincent  infection  of  ear 


Albanus,  diathermy 

Ambekg  (E.),  middle-ear  suppiu-ation 

Amersbach  (K.),  cesophagoscopy . 

Baeany  (R.),  deafness  from  meningitis 
Bare  (Thomas),  traumatic  closure  of  meatus 
Baewell  (Harold),  tumour  of  tonsil 
Baumgarten,  nasal  orbito-ocular  disturbances 
Beck  (Oscar),  syj^hilitic  deafness  . 
Bennet  (F.  W.),  tuberculosis  of  pharynx     . 
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Brady  (A.  J.),!abstracts 

Bbaislin  (W.  C),  treatment  of  tinnitus 

Bryant  (W.  Sohier),  aids  to  hearing 

mastoid  hearing  . 

Capps  (Joseph  A.),  epidemic  sore  throat 
Cavanaugh  (John  A.),  topography  of  the  tympanum 
Chappell  (Walter  F.),  bronchoHth 

laryngeal  diagnosis 

Christ  (J.),  ozaena 

CiSLER,  atropin  poisoning 

CiTELLi,  frontal  sinus  osteoma 

Cobb  (F.  K.),  atrophic  rhinitis 

Coffin  (Lewis  A.),  frontal  sinus  disease 

OoLOMBEL,  tobacco  laryngitis 

CoNNAL  (J.  Galbraith),  anthracosis  of  tympanic  membrane 

Bezold's  abscess 

labyrinthitis  and  meningitis 

laryngeal  trauma 

and  Whitehouse  (H.),  cerebellar  abscess 

CoNOLLY  (J.  H.),  deformities  of  external  ear 

large  phalangeal  arteiy 

nasoj^haryngeal  web 

COOLIDGE  (A.),  hay-fever 

Davis  (E.  D.),  abductor  paresis 

foreign  body  in  retro-pharyngeal  space 

fracture  of  temporal  bone  . 

myasthenia  gravis 

ossiculectomy 

polyp  of  tonsil 

suspension  laryngoscopy     . 

tuberculosis  of  mastoid 

Davis  (H.  J.),  abnormal  pharyngeal  artery 

cancer  of  ethmoid 

cavernous  sinus  thrombosis 

deformity  of  lower  jaw 

destruction  of  nasal  septum 
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foreign  body  in  oesophagus 
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■ — imperforate  meatus 
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lymphatic  leuka3mia 
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primary  syphilis  of  lip 

recurrent  paralysis 
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DoNELAN  (J.),  neoplasm  of  vocal -cord 

tonsil  forceps 

DowNlE  (J.  Walkei-),  calculus  of  tonsil 

cancer  of  ethmoid 

leukojilakia  of  mouth 

lupus  of  palate,  etc. 

recurrent  nerve  paralysis   . 

Eckstein,  osteomyelitis  of  frontal  bone 

Elphick  (Gr.  J.  F.).  Hill  (Wm.),  and,  tonsillectomy 

Emerson  (Francis  P.).  ozsena 
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demonstration  of  diseases  of  ear 

labji'inth  symptoms  in  aural  suppuration 
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Freedman  (L.  M.).  function  of  tonsil 
Freudenthal  (Wolff),  general  ansestbesia  . 

suspension  laryngoscopy    . 
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Howie  (J.  L  ),  thyi-oglossal  cyst    . 
Hutchison  (A.  J.),  abstract 

Imhofer  (R.),  abscess  of  larynx    . 

Ingalls  (E.  Fletcher),  tuberculosis  and  the  tonsils 

Ingbrsoll  (J.  M.),  development  of  the  face 

Jackson  (Chevalier),  endoscopy    . 
Jaehne  (A.),  herpes  zoster  oticus  . 
Janeway  (H.  H.),  cancer  of  oesophagus 
Jenkins  (G.  J.),  hajmatoma  auris  . 

histology  of  otosclerosis 

labyrinthitis 

treatment  of  otosclerosis     . 

and  Stebbing  (G.  F.),  cancer  of  ear 

Jewell  (W.  H.),  aphonia 

Johnston  (Richard  H.),  foreign  bodies  in  CBSophagus 

Jolly  (R.  H.  H.),  osteomyelitis  after  adenoid  operation 

Joseph  (J.),  rhinoplasty  . 

JouTY  (Antoine),  thymectomy 

Kabatschnik  (M.),  new  hearing  test 
Kahler  (Prof.),  scabbard-trachea 
Kahn  (L.  M.),  fistula  of  lower  lip  . 
Katzenstein,  direct  laryngoscopy 
Kelly  (A.  Brown),  endothelioma  of  antrum 
' exploratory  inincture  of  antrum 

ozasna    .... 

tuberculosis  of  nose 

and  Smith  (J.  F.),  vaccine  treatment  ozsena 

and  Whitelaw  (William),  aphthse  of  mouth 

Kelsey  (A.  L.)  and  Brown  (J.  M.),  cancer  of  naso-pharynx 
Kelson  (W.  H  ),  lal)yriuthotomy  for  vertigo 

— ■ lupus  of  pharynx 

new  Eustachian  bougie 

perforating  palatal  ulcer     . 

recurrent  nerve  paralysis    . 

removal  of  pliaryngeal  pouch 

KiLLiAN  (G.),  dangers  of  pvmcture  of  antrum 

endoscopic  methods 

laryngeal  cancer  .  . 

recurrent  paralysis  in  heart  disease  . 

suspension  laryngoscopy     . 

KiRCHNER  (Carl),  fractures  of  base  of  skull 
Kisch  (H.  A.),  orbital  cellulitis      . 

rhiuomanometer  . 

syphilis  of  pharynx 

KowLER,  retrojaharyngeal  abscess 

Kreidl,  acoustic  tracts  . 

Kruger,  othsematoma     . 

KuBO,  spheno-choanal  polypus 

KxjHN  (Franz),  surgery  of  mouth  . 
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